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Helps  to  make  the  epileptic’s  life  more  meaningful 


Effective  in  control  of  grand  mal  and  psychomotor  seizures,  this  agent  enables  the  epileptic 
patient  to  lead  a useful  life. 

Indications;  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic  effects 
are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  \with  or  without  fever.  Rarely,  dermatitis  goes  on  to  exfolia- 
tion with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and 
excessive  motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric  distress,  nausea, 
weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia  has  been 
reported.  Nystagmus  may  develop.  Nystagmus  in  combi-  - ' \ ■ 

nation  with  diplopia  and  ataxia  indicates  dosage  should  be 

reduced.  Periodic  examination  of  the  blood  is  advisable.  vi  m - . . v..,,.  ., 


t ^ 

Help  protect  the  kidneys  and  other  threatened  organs 


When  treatment  of  hypertension  is  effective  the  danger 
of  damage  to  the  renal  system  is  reduced.'"^  “Hyperten- 
sive patients  suffer  from  vascular  deterioration  roughly 
proportional  to  the  severity  of  the  hypertension . . . Reduc- 
tion of  blood  pressure  to  normotensive  levels  reduces 
or  arrests  the  progress  of  vascular  damage  with  a re- 
sultant decrease  in  morbidity  and  mortality.”'  Because 
Rautrax-N  lowers  blood  pressure  so  effectively,  it  will 
help  provide  this  important  protection  not  only  for  the 
kidneys  but  also  for  the  heart  and  brain  of  your  hyper- 
tensive patients.  Rautrax-N  is  effective  in  mild,^  moder- 
ate,or  severe  hypertension.'*'^ 

Dosage:  Initially,  1 to  4 tablets  daily  preferably  at 
mealtime.  For  maintenance,  1 or  2 tablets  daily. 

Side  effects  and  precautions:  Rauwolfia  preparations 
may  cause  reversible  extrapyramidal  symptoms  and 
emotional  depression.  Caution  indicated  in  use  with 
depression,  suicidal  tendencies,  peptic  ulcer.  Minor  side 
effects:  diarrhea,  weight  gain,  nausea,  drowsiness.  Ben- 
droflumethiazide  may  cause  reversible  hyperuricemia 
and/or  gout,  unmask  latent  diabetes,  increase  glycos- 


uria in  diabetics.  Caution  indicated  in  use  for  patients 
on  digitalis,  with  severely  damaged  kidneys,  renal  in- 
sufficiency, increasing  azotemia,  cirrhosis.  Contraindi- 
cated in  complete  renal  shutdown.  Minor  side  effects: 
leg  or  abdominal  cramps,  pniritis,  paresthesias,  mild 
rashes. 


Supply:  Rflz/trajr-N— capsule-shaped  tablets  providing 
50  mg.  Raudixin®  [Rauwolfia  serpentina  whole  root],  4 
mg.  Naturetin®  [bendroflumethiazide],  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified— 50  mg.  Rau- 
dixm  [Rauwolfia  serpentina  whole  root],  2 mg.  Nature- 
tin  [bendroflumethiazide],  and  400  mg.  potassium 
chloride,  in  capsule-shaped  tablets.  For  full  information, 
see  your  Squibb  Product  Reference  or  Product  Brief. 


References:  (1)  Moyer,  J.  H.,  and  Heider,  C.:  Am,  J.  Cardiol. 
9:920  (June)  1962.  (2)  Brest,  A.  N„  and  Moyer,  J.  H.:  Penn- 
sylvania M.  J.  6J:545  (Apr.)  1960.  (3)  Berry,  R.  L.,  and  Bray, 
H,  P.:  J.  Am.  Geriatrics  Soc.  70:516  (June)  1962.  (4)  Hutchison, 
J.  C.:  Current  Therap.  „ 

Res.  4:610  (Dec.)  1962.  OQUIBB 

(5)  Feldman,  L.  H.:  North  Squibb  Quality 

Carolina  M.  J.;  23:248  —the  Priceless  Ingredient 
(June)  1962. 

' SQUIBB  DIVISION  X^lllB 


RAUTRAX-N  RAUWOLFIA  SERPENTINA  WHOLE  ROOT  (.50  MG.). 
BENDROFLUMETHIAZIDE  (4 MG.)  WITH  POTASSIUM  CHLORIDE  (400  MG.).  SQUIBB 
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For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 

In  year-long  study  on 
peptic-ulcer  patients 

New 

Ci'eamaliir 

Antacid  Tablets 

. . faster  in  onset 
of  action . . . and  for 
a longer  period”* 


“Clinical  studies  in  85  patients  with  duodenal  ulcer 
...confirmed  the  superiority  of  the  new  preparation 
[new  Creamalin]  over  standard  aluminum  hydroxide 
preparations,  in  that  prompt  x'elief  was  achieved  and 
maintained  throughout  the  period  of  observation.”* 

Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn and  epigastric  distress  were  “. . . easily  and 

adequately  controlled ”*  New  Creamalin  has  the 

therapeutic  advantage  of  a liquid  antacid  with  the 
convenience  of  a palatable  tablet.  It  does  not  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a vastly  increased 
surface  area. 

Dosage:  Gastric  hyperacidity— from  2 to  4 tablets  as  needed. 
Peptic  ulcer  or  gastritis— from  2 to  4 tablets  every  two  to  four 
hours.  How  Supplied:  Bottles  of  50, 100,  200  and  1000. 

Now  also  available— New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor  — creamy  pink  color.  Stabilized  reactive 
aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1 tablet).  Bottles  of  8 and  16  fl.  oz. 

Creamalin,  trademark  reg.  U.  S.  Pat.  Off. 

*Schwartz,  I.  R.; 

Current  Therap.  Res.  3:29,  Feb.,  1961. 
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“They  keep  saying  I’m  sloppy  !” 


NicozoT  helps  you  restore 
your  geriatric  patients’  interest  in  themselves 


N icozoL  therapy  can  help  you  brighten  the  outlook 
of  your  aging  patients  who  tend  towards  (1 ) untidi- 
ness, (2)  irritability,  (3)  incompatibility,  (4)  lack 
of  interest,  and  (5)  loss  of  memory  or  alertness. 

The  Nicozol  formula  helps  improve  mental  acuity, 
increase  the  supply  and  use  of  oxygen  in  the  brain, 
improve  peripheral  circulation— without  excitation, 
depression,  or  other  untoward  effects. 

Nicozol  can  help  you  keep  your  aging  patients 
actively  alert  and  at  ease  with  themselves,  their 
families,  and  others. 

Supplied:  Nicozol  tablets  (and  capsules)  in  bottles 
of  100  and  1000.  NicozoL  elixir  in  pints  and  gallons. 


II  Division  of  A.  J.  Parker  Co. 

HARtI laboratories 

I Bryn  Mawr,  Pa.,  Winston-Salem,  N.C. 


Precautions:  May  produce  overstimulation  in  high 
doses.  Discontinue  if  muscular  twitchings  or  clonic 
convulsions  occur.  The  flush  produced  in  sensitive 
individuals  is  transient  and  harmless. 

Average  Dose : 1 to  2 tablets  (or  capsules)  3 times  a 
day.  1 teaspoonful  elixir  3 times  a day. 

Formula:  Each  tablet  or  capsule  contains: 

Pentylenetetrazol 100  mg. 

Nicotinic  Acid 50  mg. 

Each  teaspoonful  (5  cc.)  elixir  contains: 

Pentylenetetrazol 200  mg. 

Nicotinic  Acid 100  mg. 

(as  the  sodium  salt) 

Alcohol 5% 


NICOZOEi 
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When  your  patient  says: 


Nikoban 


BRAND  OF  LOBELINE  SULFATE,  MRT 


help  curb  the  smoking  habit 


■ Help  induce  a feeling  of  satiety  similar  to 
that  of  tobacco  because  of  lobeline’s  phar- 
macological relationship  to  nicotine. 

■ Permit  the  patient  to  indulge  his  oral  fixa- 
tion by  substituting  the  Nikoban  Pastille 
for  tobacco. 


■ Utilize  the  anorexic  effect  of  lobeline  to  help 
the  patient  who  is  driven  to  compulsive  eat- 
ing when  he  discontinues  smoking. 

■ Encourage  patient  cooperation  through 
pleasant  taste. 


Dosage  and  Administration:  In  order  to  obtain  the  maximum  benefit,  a Nikoban  Pastille  should  be  sucked  slowly  and 
taken  according  to  the  schedule  below.  Whenever  possible  a pastille  should  be  taken  after  meals. 

1st  week:  I pastille  every  1 to  2 hours  for  a maximum  of  12  pastilles  daily.  2nd  week:  1 pastille  every  3 hours.  3rd  week:  1 
pastille  every  4 hours.  -Ith  week:  1 pastille  every  4 to  G hours.  Thcreiif ter  1 pastille  may  be  taken  at  infrequent  intervals 
whenever  necessary.  In  some  instances  there  may  at  first  be  a slight  astringent  burr  of  the  tongue  and  throat.  This  will 
usually  disappear  as  treatment  with  Nikoban  Pastilles  progresses  and  is  no  cause  for  concern. 

Caution:  It  is  advisable  neither  to  smoke  nor  to  use  a smoking  deterrent  during  pregnancy. 

Formulation:  Each  Nikoban  Pastille  contains  0,5  mg.  lobeline  sulfate  in  a pleasant  tasting  spiced-cherry  base. 

Availability:  In  packages  of  50  pastilles. 


References:  1.  Goodman,  L.  S.  and  Gilman.  A.:  The 
Pharmacological  Basis  of  Therapeutics,  New  York, 
Macmillan.  1960.  Ed.  2.  pp.  620*622;  2.  Edmunds, 
C.  W.:  J.  Pharmacol,  and  Exper.  Therap.,  1:27,  1909; 

3.  Hazard,  R.  and  Savini,  E.  Gand.,  92:471,  1963. 

4.  Dorsey.  J.  L.:  Ann.  Int.  Med.,  10:628,  1936;  5.  Ras- 
mussen, K.  B.:  Ugeskr.laeger,  118:222.  1956;  6.  Ejrup. 
B.:  Sven.  lak.  Tid.,  53:2634.  1956;  7.  Jochum.  K.  and 
Jost,  F.:  Munch,  med.  Wchnschr.,  103:618,  1961;  8. 
Jost,  F.  and  Jochum,  K.:  Med.  Klin.,  54:1049.  1959; 
9.  Smoking  and  Health,  Summary  and  Report  of  the 
Royal  College  of  Physicians  of  London  on  Smoking. 
New  York,  Pitman,  1962. 


I M.  R.  THOMPSON,  Inc.,  Medical  Department-  BB 
j 711  Fifth  .\\enue.  New  York,  New  York  10022 

j Gentlemen; 

I Please  send  me  a trial  supply  of  NIKOBAN  Pastilles. 

j NAME M.D. 

j ADDRESS 

j CITY ZONE STATE 

j TYPE  OF  PRACTICE 


M.  R.  THOMPSON,  INC.  • NEW  YORK,  NEW  YORK  10022 


J, 
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who  were  the 
'untreatables”? 


From  their  inception  with  cortisone,  to  the  present- 
day  variants  of  the  steroid  molecule,  the  corticoster- 
oids have  presented  a therapeutic  paradox.  The 
beneficial  action  against  infla,mmation  and  allergy  as 
well  as  several  undesirable  metabolic  effects  are  all, 
apparently,  the  results  of  the  same  basic  physiologic 
action.! 

Some  of  these  associated  metabolic  reactions  made  it 
risky  or  otherwise  undesirable  to  treat  with  steroids 
large  numbers  of  patients  in  various  categories  who 
would  otherwise  have  benefited  from  such  manage- 
ment. These  “untreatables”  were  overweight,  had 
cardiac  disease,  hypertension,  or  pulmonary  fibrosis 
associated  with  congestive  heart  failure.  Also  in 
this  category  were  those  patients  whose  emotional 
symptoms  were  aggravated  by  earlier  steroids. 

But  the  advent  of  ARISTOCORT®  Triamcinolone  in 
1958  — the  result  of  biochemical  and  pharmacologic 
research  which  successfully  stripped  away  many 
important  undesirable  hormonal  effects  from  the 
primary  anti-inflammatory  action  — dramatically 
changed  this  picture.  This  steroid  did  not  overstimu- 
late the  appetite,  or  cause  the  excessive  weight  gain 
induced  by  other  steroids  ! it  proved  to  have  one  of 
the  best  records  of  any  steroid  for  not  causing  edema, 
or  salt-and-water  retention; 2.3. and  the  incidence 
of  undesirable  euphoria  with  this  agent  was  remark- 
ably I0W.2.  ■‘■5.9. 10  What  is  most  significant  is  that  these 
benefits  have  stood  the  test  of  more  than  5 years  of 
widespread  use.  And,  of  course,  the  avoidance  of 
these  distressing  hormonal  effects  benefited  all  pa- 
tients requiring  steroids,  not  just  those  in  the  special 
categories,  as  demonstrated  by  wide  clinical  use. 


Side  Effects.  Since  it  may,  under  some  circumstances, 
produce  any  of  the  unwanted  effects  common  to  all 
cortisone-like  drugs,  discrimination  should  always  be 
exercised  in  administering  ARISTOCORT®  Triam- 
cinolone. Any  of  the  Cushingoid  effects  are  possible, 
as  are  purpura,  G.I.  ulceration,  increased  intracranial 
pressure  and  subcapsular  cataract.  Corticosteroids 
generally  may  mask  outward  signs  of  bacterial  or 
viral  infections.  Catabolic  effects  to  watch  for  include 
muscle  weakness  and  osteoporosis.  Weight  loss  may 
occur  early  in  treatment  but  is  usually  self-limiting. 

Contraindications.  While  the  only  absolute  contra- 
indications are  tuberculosis  and  herpes  simplex,  there 
are  some  relative  contraindications  vpeptic  ulcer, 
glomerulonephritis,  myasthenia  gravis,  osteoporosis, 
fresh  intestinal  anastomoses,  diverticulitis,  throm- 
bophlebitis, psychic  disturbance,  pregnancy,  infec- 
tion) to  weigh  against  expected  benefits. 

While  no  steroid  can  cure  a susceptible  disorder, 
many  patients  who  would  otherwise  be  confined  in  a 
state  of  invalidism  have,  on  ARISTOCORT®  Triam- 
cinolone, been  able  to  pursue  active,  useful  lives. 

References:  1.  Levine,  R. : Rationale  for  the  Use  of  Adrenal  Steroids. 
Paper  presented  at  Annual  Convention.  Medical  Society  of  the  State 
of  New  York,  New  York,  May  13-17,  1963.  2.  Hollander,  J.  L. : Clinical 
Use  of  Dexamethasone.  JAMA  175:306  (Jan.  23)  1960.  3.  Boland, 
E.  W.:  Chemically  Modified  Adrenocortical  Steroids.  JAMA  17J:835 
(Oct.  15)  1960.  4.  McGavack,  T.  H.:  The  Newer  Synthetic  Adreno- 
cortical Steroids  in  Therapy.  Nebraska  Med.  J.  44:377  (Aug.)  1959.  5. 
Freyberg,  R.  H.:  Berntsen,  C.  A.,  Jr.,  and  Heilman,  L. : Further  Ex- 
periences with  Al,  9 Alpha  Fluoro,  16  Alpha  Hydroxyhydrocortisone 
(Triamcinolone)  in  Treatment  of  Patients  with  Rheumatoid  Arthritis. 
Arthritis  Rheum.  1:215  (June)  1958.  6.  Cahn,  M.  M.  and  Levy,  E.  J.: 
Triamcinolone  in  the  Treatment  of  Dermatoses.  Amer.  Practit.  10:993 
(June)  1959.  7.  AMA  Council  on  Drugs:  New  and  Nonofficial  Drugs. 
JAMA  169:255  (Jan.  17)  1959.  8.  McGavack.  T.  H.;  Kao,  K.-Y.  T.; 
Leake.  D.  A.;  Bauer.  H.  G.,  and  Berger,  H.  E.:  Clinical  Experiences 
with  Triamcinolone  in  Elderly  Men.  Amer.  J.  Med.  Sci.  236:720  (Dec.) 
1958.  9.  Fernandez-Herlihy,  L.:  III.  Use  and  Abuse  of  Corticosteroid 
Therapy-The  Structure  and  Biologic  Activity  of  the  Corticosteroid 
Hormones  and  ACTH,  Med.  Clin.  N.  Amer.  44:509  (Mar.)  1960.  10. 
McGavack,  T.  H.:  Triamcinolone:  A Potent  Anti-inflammatory  Sodium 
Excreting  Adrenosteroid.  Clin.  Med.  6:997  (June)  1959. 


maximum  steroid  benefit-minimum  steroid  penalty 


Triamcinolone 


1 mg.,  2 mg.  or  4 mg.  tablets 


LEDERLE  LABORATORIES 


A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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“Upon  arising,  nose  was  open", . . or  how  another  happy 
patient  describes  the  nasal  decongestant  action  of  Dime- 
tapp  Extentabs*— how  would  your  patients  describe  it?/ In 
Sinusitis,  Colds,  U.R.I.,  up  to  10-12  hours’  clear  breathing 
on  one  tablet/ Also  available:  Dimetapp  Elixir,  for  t.i.d.  or 
q.i.d.  dosage.. 

Dimetapp  Extentabs 

[Dimetane®  (brompheniramine  maleate),  12,0  mg.; 
phenylpropanolamine  hydrochloride,  15  mg.; 
phenylephrine  hydrochloride,  15  mg.] 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


BRIEF  SUMMARY:  Indications: 
Dimetapp  reduces  nasal  secre- 
tions, congestion,  and  postnasai 
drip  for  symptomatic  relief  of 
colds,  U.R.I.,  sinusitis,  and  rhi- 
nitis, Side  Effects:  In  high  dos- 
ages, occasional  drowsiness 
due  to  the  antihistamine  or  CNS 
stimulation  due  to  the  sym- 
pathomimetics  may  be  ob- 
served. Precautions:  Administer 
with  caution  in  cardiac  or  pe- 
ripheral vascular  diseases  and 
hypertension.  Contraindica- 
tions: Antihistamine  sensitivity. 
Not  recommended  for  use  dur- 
ing pregnancy. 


\ 


Regardless 
of  the  antibiotic 
or  sulfonamide 
you  prescribe... 


remember 
‘Empirin’ 
Compound 
to  relieve 
pain  and 
lower  fever 


, : iQQ 

I ^ ‘EMPIRIN’* 
g Compound 


I«cii 

»f.  7.U7 
ar.  ZA/7 

»r.  I/a 
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MKnONS.— MoTb*"" 

<«  2 h»«n.  Oo  ft«f  »3MT— d 6 1*  Jd 
6 »o  12  f»9n.  1/2  odwH  do*#-  H 
■•«*»«*  Of  roejifi  fro<t«o*t1y.  oo<*  <0#  do*of 
OAdo/^  cofiftoU  yoo#  o1»Y****«**- 
^ W«rni«9 --’-K#«9  H>f*  and  «*• 
MOdk)RO«  OMi  o#  cfclW»##'«  fooc^- 
■a-  *U**OUeM>  WCUCOmE  i CO 
■ *P  (U.S.A.1  lot,  r.ckokoo.  M-I-  , 

* -kQ  U«  Motfo  I"  « 


Also:  ‘Empirin’®  Compound  with  Codeine  Phosphate* 
gr.  Va  —No.  1/gr.  Va  —No.  2/gr.  Vi— No.  3/gr.  1 —No.  4 
•Warning— may  be  habit  forming 
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Special  cough  formula  for  children 


Pediacof 


Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 


soothing  decongestant  and  expectorant 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 


Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 


Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 


Winthrop  Laboratories 
New  York.  N.Y. 


bright  red, 
pleasant-testing, 
raspberry-flavored  syrup 


Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
'A  teaspoon;  from  1 to  3 years,  V2  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 

How  supplied:  Bottles  of  1 6 fl.  oz. 

Available  on  prescription  only. 

Exempt  Narcotic. 


Ifl^/nfhrop 


1843M 


THE  FIRST 
OBJECTIVE 
IN  RELIEVING 


SINUS 

HEADACHE 

ISA 


PATIENT 


The  second,  of  course,  is  relieving  the  headache.  Head- 
ache gone,  sinus  clear.  The  patent  patient  may  not  know 
it,  but  his  sinus  headache  disappeared  because  in  addi- 
tion to  analgesia,  the  tablet  he  took  also  relieved 
congestion.  That's  how  Ursinus  works. 

Each  Inlay-Tab®  contains  the  completely  soluble  analgesic 
Calurin*  (brand  of  calcium  carbaspirin)  equivalent  to 
300  mg.  aspirin,  plus  the  time-tested  decongestant 
Triaminic*  50  mg.  (phenylpropanolamine  hydrochloride 
25  mg.,  pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.).  Use  with  caution  in  presence  of 
hypertension,  heart  disease,  diabetes,  or  thyrotoxicosis. 

If  drowsiness  occurs,  patient  should  not  engage  in  activ- 
ities requiring  maximum  alertness.  Usual  dose  is  one 
Inlay-Tab  fourtimes  a 

HAVE  YOU  TRIED 

URSINUS  ET 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 
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RELIEVES  ANXIETY,  APPREHENSION  AND  TENSION.. 


AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

, . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAIM-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE] 


Simplified,  convenient  dosage  for  emotional  relief. 


Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
• has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
E may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


CMC*760 


WALLACE  LABORATORIES  # Cranhury,  N.  J. 


release 

for 

hostility? 

Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a re- 
sult they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both  con- 
trol appetite  and  relieve  the  emo- 
tional stress  that  causes  overeating. 
That’s  why  so  many  patients  are 
losing  more  pounds  with  ‘Eskatrol’. 

ESKAT  ROI«*^Tradeinark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and  Com- 
pazine® (brand  of  prochlorperazine),  7.5  mg., 
as  the  maleate. 

SPANSVLE^ 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 

Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are 
infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be 
used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or 
extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or 
neuromuscular  reactions  (extrapyramidal  symp- 
toms) from  the  phenothiazine  component  in 
‘Eskatrol’  Spansule  capsules. 

For  complete  prescribing  information,  please  see 
PDR  or  available  literature. 

Supplied:  Bottles  of  50  capsules. 

Smith  Kline  & French  Laboratories 
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for  fast  and  long-lasting  cough  control 


{ Each  teaspoonful  (5  cc.)  contains: 

It I /S\ 


Hycodan® 

Hydrocodone  bitartrate  . . 5 mg.  ) 

(Warning:  May  be  habit-forming)  > 6.5  mg. 
Homatropine  methylbromide  1.5  mg.  ) 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride  ....  10  mg. 

Ammonium  chloride 60  mg. 

Sodium  citrate 85  mg. 


in  a highly  palatable,  cherry-flavored  vehicle 
(methylparaben  0.13%  and  propylparaben  0.02% 
as  preservatives) 

INDICATIONS:  For  both  productive  and  nonpro- 
ductive cough.  For  relief  of  symptoms  in  trache- 
itis, bronchitis,  pneumonia,  pharyngitis,  bronchial 
asthma,  pertussis,  and  allied  conditions;  cough 


associated  with  allergy;  in  general,  whenever 
cough  medication  is  indicated. 

DOSAGE:  Average  adult  dose— 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6 to  12 
years,  Vz  teaspoonful;  3 to  6 years,  % teaspoon- 
ful; 1 to  3 years,  10  drops;  6 months  to  1 year, 
5 drops;  after  meals  and  at  bedtime.  On  oral 
Rx  where  state  laws  permit.  U.S.  Pat.  2,630,400. 

CAUTION:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  HCI 
and  in  patients  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arterio- 
sclerosis. In  these  patients  use  should  not  ex- 
ceed three  days.  Hycomine  Syrup  is  generally  well 
tolerated  but  in  some  patients  drowsiness,  dizzi- 
ness or  nausea  may  occur.  May  be  habit-forming. 


Literature  on  request 

ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


Empty  capsules  are  filled  by  the  finest 
precision  machinery  available  . . . but 
no  machine  is  perfect.  That’s  why  all 
Lilly  Pulvules®  (filled  capsules)  are 
given  the  "thirty -minute  checkup”  to 
be  certain  that  uniformity  is  main- 
tained. At  least  once  every  , thirty  min- 
utes ten  filled  capsules  are  taken  from 


each  machine  and  carefully  weighed 
on  a prescription  balance.  In  addition, 
the  checks  are  double-checked  at  least 
four  times  each  day  . . . another  of 
the  many  stringent  controls  which  as- 
sure you  that  the  Lilly  products  you 
prescribe  provide  quality  that  merits 
the  full  measure  of  your  confidence. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Carotid  Endarterectomy 
Stroke  Prevention? 


James  D.  Moody,  M.D. 

Orlando 

During  the  last  10  years,  carotid  endarterecto- 
my has  established  itself  as  a proved  surgical  pro- 
cedure in  the  treatment  of  cerebral  arterial  insuf- 
ficiency. There  is  no  question  now  concerning  the 
merit  of  the  procedure  in  relieving  the  obstructive 
lesion,  but  additional  reports  seem  necessary  to 
point  out  the  all  important  role  of  prevention  that 
this  procedure  plays  in  the  field  of  cerebral  infarc- 
tion. The  present  report  serves  to  review  the  sub- 
ject briefly  with  emphasis  on  the  difference  in  the 
results  of  carotid  endarterectomy  in  patients  with 
frank  established  strokes  and  those  with  transient 
symptoms. 

From  an  historical  standpoint,  atherosclerotic 
occlusion  or  stenosis  of  the  carotid  bifurcation 
has  been  recognized  for  the  last  century,  the  first 
notice  of  the  condition  being  registered  by  Broad- 
bent,!  in  1875.  His  description  was  confirmed  by 
Chiari  in  1905,  who  described  arteriosclerotic 
changes  in  the  carotid  bifurcation  capable  of  pro- 
ducing cerebral  symptoms.  Hunt-  in  1914  and 
Fisher^'!  in  two  important  papers  in  1951  and 
1954  directed  attention  to  the  obstructive  lesions 
in  the  carotid  artery  from  a study  of  pathological 
specimens.  Fisher,  in  particular,  made  the  impor- 
tant notation  that  the  vessels  in  the  brain  may  be 
entirely  free  of  disease  even  though  the  carotid 
arteries  are  severely  stenosed.  In  addition,  he  di- 
rected attention  to  the  works  of  Moniz,  who  first 
introduced  cerebral  arteriography  and  depicted 
occlusion  of  the  cervical  portion  of  the  internal 
carotid  artery. 

During  the  last  10  to  15  years,  with  the  knowl- 
edge that  such  pathologic  change  exists  in  the 
carotid  artery  and  with  the  use  of  arteriography, 
it  has  come  to  light  that  at  least  20  to  35  per 

Uearl  before  the  Florida  Medical  Association,  Eighty-Ninth 
Annual  Meeting,  Hollywood,  May  16,  1963. 


cent  of  cases  exhibiting  cerebral  arterial  insuffi- 
ciency are  due  to  occlusions  or  stenosis  of  the  in- 
ternal carotid  artery  at  the  bifurcation. ^ The 
surgical  attack  upon  these  localized  lesions  has 
become  well  established,  and  multiple  reports  in 
the  literature  attest  to  its  effectiveness  from  the 
standpoint  of  restoration  of  blood  flow.®-®  My 
experience  in  this  field  concerns  45  patients  with 
47  operative  procedures.  Thirty-eight  of  the  pa- 
tients were  operated  on  during  the  last  three  and 
one-half  years.  Endarterectomy  was  the  primary 
procedure  in  37  instances  with  two  patients  being 
subjected  to  operation  on  two  occasions;  throm- 
bectomy was  the  definitive  procedure  in  three  oth- 
er patients.  Two  patients  with  kinking  of  the  in- 
ternal carotid  artery  had  transposition  procedures 
while  four  had  exploratory  operations  only.  One 
other  patient  had  a resection  of  a small  aneurysm 
involving  the  bifurcation  with  acute  occlusion.  The 
shortest  follow-up  period  is  five  months;  the  long- 
est is  three  years  and  eight  months. 

Classification 

The  patients  in  this  series  appeared  to  fall  in- 
to four  different  classes,  namely,  those  with  com- 
pleted strokes,  advancing  but  incomplete  strokes, 
transient  strokes  or  symptoms,  and  no  symptoms 
(table  1).  Although  some  authors  tend  to  classify 
their  patients  on  the  basis  of  the  anatomical  le- 
sion, it  appears  far  more  important,  particularly 
from  the  standpoint  of  understanding  the  results 
of  surgery,  if  one  categorizes  these  patients  strict- 
ly from  the  standpoint  of  functional  change  rather 
than  the  type  of  lesion  present.  It  is  well  known 
by  all  those  interested  in  this  field  that  many  pa- 
tients will  be  found  with  completely  occluded  in- 
ternal carotid  arteries  with  no  symptoms  what- 
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Table  1.  — Classification  of  Patients 
Before  Operation 

Asymptomatic  3 

Transient  symptoms  H 

Advancing  and  incomplete  strokes  19 

Completed  strokes  14 

soever.  On  the  other  hand,  some  patients  are  seen 
with  incapacitating  and  progressive  symptoms 
with  only  moderate  occlusion  of  one  internal  ca- 
rotid artery.  Of  the  total  number  of  patients,  14 
presented  completed  strokes,  19  were  in  the  ad- 
vancing but  incomplete  stage,  11  had  transient 
symptoms,  and  one  patient  had  no  symptoms. 

From  an  anatomical  standpoint,  13  patients 
had  complete  occlusion  of  the  internal  carotid 
artery  with  eight  of  these  13  presenting  with  frank 
completed  strokes.  Of  the  remainder,  two  patients 
had  arteriographic  evidence  of  kinking  of  the  in- 
ternal carotid  artery,  while  three  preoperative 
arteriograms  were  considered  unsatisfactory  from 
a diagnostic  standpoint.  The  remaining  patients, 
numbering  29  in  all,  had  incomplete  carotid  oc- 
clusions or  partial  stenosis. 

Diagnosis 

The  symptoms  produced  by  stenosis  or  occlu- 
sion of  the  internal  carotid  artery  are  those  of 
unilateral  arterial  insufficiency  to  the  cerebrum 
and  are  usually  limited  to  defects  created  by  in- 
sufficient blood  supply  to  the  portion  of  the  brain 
supplied  by  the  anterior  or  middle  cerebral  ar- 
teries. The  classic  syndrome  described  many  times 
consists  of  monocular  visual  disturbance  with  con- 
tralateral sensory  and  or  motor  deficits.  When 
the  major  hemisphere  is  involved,  dysphasia  or 
aphasia  may  be  present. 

As  noted,  14  of  the  patients  in  this  series  were 
admitted  to  the  hospital  with  completed  strokes 
and  with  varying  degrees  of  consciousness.  Fortu- 
nately, a larger  number  came  in  with  either  tran- 
sient symptoms  or  advancing  but  incomplete 
strokes.  These  patients  are  the  most  interesting 
in  the  entire  series  inasmuch  as  something  defini- 
tive could  be  done  before  permanent  neurological 
damage  had  occurred.  In  the  1 1 patients  with 
transient  symptoms,  most  had  had  intermittent 
episodes  of  numbness  in  one  or  more  extremities 
along  v/ith  an  occasional  bout  of  weakness;  with 
involvement  of  the  dominant  hemisphere,  several 
had  some  form  of  aphasia.  There  was  extreme 
variation,  of  course,  in  the  picture  presented  by 
the  individual  patients,  the  findings  depending  on 
the  degree  of  functional  occlusion  present  in  the 
internal  carotid  circulation. 


Fig-  E — 4 grade  obstruction  of  the  internal 
carotid  artery  in  a 68  year  old  woman  with  early  symp- 
toms. Carotid  reconstruction  carried  out  at  this  stage 
will  give  over  90  per  cent  lasting  success. 

All  the  patients  with  partial  occlusions  had 
some  form  of  bruit  or  murmur  over  the  bifurca- 
tion of  the  internal  and  external  carotid  arteries. 
Many  of  the  patients,  as  noted  in  the  illustrations 
of  the  arteriograms  (figs.  1-4),  had  evidence  of 
bilateral  disease,  and  auscultation  would  present 
bilateral  murmurs.  In  patients  with  combined 
aortic  valvular  disease  producing  murmurs  radiat- 
ing up  into  the  base  of  the  neck  and  coexisting 
internal  carotid  artery  occlusive  disease,  it  was 
still  possible  to  isolate  the  bruit  or  murmur  be- 
cause of  the  latter  process  in  practically  all  the 
patients. 

It  is  extremely  important  for  the  neurosurgeon 
to  rule  out  any  intracranial  pathology  which  will 
occasionally  coexist  with  internal  carotid  artery 
occlusive  disease.  In  my  community,  the  neuro- 
surgeon almost  invariably  sees  the  stroke  patient 
or  the  patient  with  impending  stroke  before  any 
vascular  surgeon  is  called.  As  a result,  he  has 
the  initial  opportunity  of  performing  the  arterio- 
gram and  of  ruling  out  any  intracranial  lesion  as 
a cause  of  the  neurological  impairment.  Three  pa- 
tients in  the  entire  series  had  arteriograms  which 
were  unsatisfactory  as  diagnostic  measures,  and 
all  three  patients  were  subsequently  subjected  to 
an  exploratory  operation  because  the  clinical  sit- 
uation was  such  that  carotid  disease  could  not  be 
ruled  out.  Two  of  these  patients  were  shown  sub- 
sequently, by  open  arteriography,  to  have  normal 
internal  carotid  arteries  whereas  the  third  had  a 
plaque  at  the  bifurcation,  but  this  was  complicat- 
ing a dissecting  aneurysm  of  the  thoracic  aorta 
which  was  responsible  for  the  original  false  ar- 
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Eig.  2.  Bilateral  partial  occlusion  of  the  internal  ca  rotid  artery  in  a 65  year  old  dentist.  Carotid  endarterec- 
tomy was  performed  on  each  side  with  no  neurological  deficit. 


teriogram.  All  the  arteriograms  in  this  series  were 
obtained  with  the  patient  under  general  anesthe- 
sia, and  when  occlusive  disease  in  the  internal 
carotid  artery  was  found  and  the  preoperative 
status  had  been  one  of  deterioration  or  progres- 
sive stroke  formation,  then  the  patient  was  taken 
immediately  to  the  operating  room  and  a definitive 
procedure  carried  out. 

Operative  Procedures 

Preoperative  preparation  of  the  patient  has 
varied  with  the  type  of  functional  impairment 
present.  With  the  patient  who  has  had  transient 
symptoms  only  and  whose  arteriogram  shows  a 
partial  occlusion  in  the  internal  carotid  artery  on 
one  side,  a period  of  time  is  set  aside  in  the  pre- 
operative preparation  to  initiate  adequate  anti- 
coagulant medication.  In  the  patient  with  an  ob- 
viously advancing  and  deteriorating  situation, 
operation  is  performed  on  an  emergency  basis  as 


soon  as  the  operating  room  can  be  set  up  fol- 
lowing arteriography,  and  the  patient  then  placed 
on  postoperative  heparinization  until  conscious- 
ness is  resumed  and  oral  anticoagulant  therapy  in- 
stituted. Although  hematomas  in  the  operative 
wound  have  been  a problem  in  a moderate  num- 
ber of  these  patients,  it  is  still  thought  that 
heparin  in  a freshly  traumatized  artery  is  essen- 
tial during  the  immediate  postoperative  phase  to 
prevent  thrombosis,  and  it  has  been  thought  that 
the  protection  afforded  by  the  drug  offsets  the 
added  morbidity. 

Carotid  endarterectomy  was  the  operative  pro- 
cedure in  37  of  the  patients;  this  involved  the 
terminal  portion  of  the  common  carotid  artery, 
the  first  portion  of  the  external  carotid  artery  and 
in  general  the  first  centimeter  of  the  internal  ca- 
rotid artery.  An  external  shunt  utilizing  two  large 
bore  needles  between  the  proximal  common  carot- 
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id  artery  and  the  distal  internal  carotid  artery 
was  believed  necessar\-  in  24  instances.  Some  pa- 
tients will  have  sufficient  cross-filling  from  the 
opposite  side  to  obviate  the  need  for  an  external 
shunt,  but  at  an\’  time  it  is  thought  that  addition- 
al blood  flow  will  benefit  the  patient  during  the 
period  of  complete  occlusion  of  the  internal  carot- 
id artery,  then  the  shunt  is  used.  The  insertion 
of  the  shunt  and  taking  it  down  with  repair  of 
the  needle  holes  lengthens  the  operative  procedure, 
but  the  protection  afforded  by  the  shunt  is  con- 
sidered essential.  Some  operative  clinics  use  local 
anesthesia  with  trial  occlusion  of  the  carotid  artery 
to  preclude  use  of  the  shunt.  None  of  the  patients 
in  this  series  had  patch  grafts,  although  their  use 
has  been  reported  in  considerable  detail  by  other 
surgeons.  An  average  time  of  nine  minutes  was 
used  in  removing  the  obstructing  material  and 
closing  the  arteriotomy. 

Three  patients  in  the  series  were  subjected  to 
thrombectomy  of  the  internal  carotid  artery.  In 
one,  fibrinolysin  was  injected  into  the  distal  in- 
ternal carotid  artery  after  demonstrating  that  the 
occlusion  was  occurring  in  the  upper  portion  of 
the  internal  carotid  artery,  and  prompt  restora- 
tion of  blood  flow  resulted  from  the  action  of  the 
fibrinolysin.  An  arteriogram,,  16  months  later, 
revealed  continued  patency  of  the  internal  carotid 
artery.  In  one  other  patient  in  whom  a throm- 
bectomy was  performed,  fibrinolysin  produced  a 
moderate  response  in  the  removal  of  the  distal 
thrombus  in  the  uppermost  portions  of  the  intern- 
al carotid  artery. 

Two  patients  had  symptoms  which  were  be- 
lieved to  be  secondary  to  acute  angulation  of  the 
internal  carotid  artery.  In  both  of  these  patients 
treatment  consisted  of  transposition  of  the  internal 
carotid  artery  out  of  the  carotid  sheath  and  on 
top  of  the  sternocleidomastoid  muscle.  Resection 
of  an  aneurysm  of  the  bifurcation  was  performed 
on  a single  patient  with  reanastomosis  of  the  distal 
internal  carotid  artery  to  the  external  carotid 
artery.  In  four  other  patients  an  exploratory  oper- 
ation only  was  performed,  primarily  to  clarify  un- 
reliable preoperative  arteriograms. 

Results 

As  many  authors  have  noted,  it  is  difficult  to 
analyze  the  results  of  carotid  surgery.®  If  it  were 
a mere  matter  of  determining  the  success  in  re- 
opening a stenotic  or  occluded  artery,  then  the 
situation  would  be  extremely  simple.  For  exam- 
ple, in  this  series  of  cases  there  were  13  patients 


Table  2.  — Results  of  Carotid  Artery  Operation 


Worse 

Preoperative  Status  Improved  No  Change  or  Dead 


.Asymptomatic 
Transient  symptoms 
Incomplete  strokes 
Completed  strokes 


3 

10  1 

10  S 2 

15  6 


Total  43,  four  patients  deleted 


with  complete  arterial  obstructive  lesions  in  eight 
of  whom  reopening  of  the  arterial  circulation  to 
the  brain  occurred  whereas  in  the  remaining  five, 
arterial  patency  could  not  be  regained,  or  only 
partially  so.  In  contrast,  in  29  instances  of  incom- 
plete occlusion  of  the  internal  carotid  artery,  27, 
or  93  per  cent,  could  be  opened  completely,  while 
two,  or  7 per  cent,  were  only  partially  reopened. 
One  would  fall  far  short  of  the  goal,  however,  if  he 
were  to  tabulate  the  results  of  carotid  artery  sur- 
ger\'  on  such  a basis.  The  functional  improve- 
ment or  lack  of  improvement  should  be  the  final 
testing  ground  for  any  surgical  procedure,  and 
such  an  analysis  must  be  presented  particularly 
when  dealing  with  brain  function  to  estimate  the 
effectiveness  of  a surgical  procedure  such  as  ca- 
rotid endarterectomy. 

It  would  appear  best  from  a functional  stand- 
point to  attempt  to  classify  the  results  accord- 
ing to  the  stage  in  which  the  patient  was  received. 
In  each  group,  of  course,  there  are  a number  of 
patients  who  should  be  deleted  from  the  final  fig- 
ure, either  because  of  incorrect  preoperative 
arteriograms  or  because  of  the  findings  noted  at 
operation  and  the  lack  of  a definitive  surgical  pro- 
cedure. In  the  asymptomatic  and  transient  symp- 
tom group  combined  (table  2),  a total  of  14  oper- 
ative procedures  were  performed  on  12  patients. 
Only  one  patient  showed  no  change  following  the 
operation  and  she  had  an  extensive  block  of  the 
distal  internal  carotid  artery  which  could  not  be 
reopened.  This  patient  maintained  the  same  level 
of  symptoms  postoperatively  and  died  some  three 
years  later  of  carcinoma  of  the  liver.  The  re- 
maining 13  operative  procedures  all  gave  excel- 
lent results  with  no  neurological  deficits  follow- 
ing the  procedure  and  with  complete  relief  of  the 
preoperative  symptoms.  One  of  the  patients  in 
this  group  was  advised  to  have  the  opposite  side 
operated  on  at  a later  date  because  of  bilateral 
stenotic  lesions  and  symptoms  resulting  from  the 
opposite  side. 

The  third  group  of  patients,  those  with  pro- 
gressive symptoms,  numbering  19  in  all,  included 
two  patients  who  can  be  deleted  from  the  final  fig- 
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Fig.  3.  — Coexisting  disease  in  a 65  year  old  male. 
Partial  occlusion  of  the  right  internal  carotid  artery  is 
complicated  by  an  aneurysm  of  the  intracranial  por- 
tion of  the  left  internal  carotid  artery.  This  illustrates 
the  need  for  neurosurgical  evaluation  in  all  cases. 


ure.  The  first  had  only  an  exploration  with  the 
findings  of  congenital  absence  of  the  internal  ca- 
rotid artery;  this  patient’s  symptoms  showed  no 
change  following  the  operation.  In  the  other  pa- 
tient, the  diagnosis  was  incorrect,  and  although 
a plaque  was  observed  at  the  carotid  bifurcation 
and  a localized  endarterectomy  was  performed, 
he  died  shortly  after  the  operation  because  of  a 
dissecting  aneurysm  of  the  thoracic  aorta  which 
was  the  original  lesion  causing  the  sudden  cerebral 
symptoms.  Of  the  remaining  17  patients,  10  could 
definitely  be  considered  cured  by  the  operative 
procedure  of  carotid  endarterectomy.  These  pa- 
tients remained  completely  asymptomatic  follow- 
ing the  operation  although  two  died  later  of  un- 
related causes.  The  longest  follow-up  in  this 
group  is  three  and  one-half  years.  One  patient 
was  made  worse  by  the  operative  procedure, 
chiefly  because  of  technical  difficulties  with  the 
endarterectomy  and  with  clotting  occurring  in  the 
shunt  at  the  end  of  the  procedure.  His  weakness 
and  sensory  deficit  were  aggravated,  but  he  has 
made  a satisfactory  recovery  with  the  usual  re- 
sponse noted  in  so  many  stroke  patients  of  grad- 
ual return  of  function.  This  patient  had  bilateral 
disease  with  practically  complete  occlusion  of  the 
contralateral  internal  carotid  artery. 


Fig.  4.  — An  excellent  example  of  an  early  thrombus 
distal  to  a high  grade  internal  carotid  artery  obstruc- 
tion, producing  acute  cerebral  insufficiency.  Immediate 
surgical  correction  in  tbis  46  year  old  man  completely 
prevented  the  impending  stroke. 
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The  remaining  six  patients  in  this  group  are 
in  a particular  group  by  themselves;  no  change 
whatsoever  of  benefit  or  aggravation  was  noted 
following  the  surgical  procedure.  Three  of  the  pa- 
tients have  continued  to  have  minor  episodes  of 
numbness  in  an  extremity,  difficulty  with  speech 
and  occasional  visual  disturbance.  Two  other  pa- 
tients have  died  of  progressive  cerebral  disease, 
whereas  the  sixth  one  died  shortly  after  the  oper- 
ation of  diffuse  cerebral  sclerosis  and  obvious  early 
cerebral  damage  probably  made  worse  by  the 
operative  procedure.  It  is  believed  that  this  group 
of  six  patients  present  combined  disease  of  the 
intracerebral  vessels  of  a diffuse  atherosclerotic 
nature  along  with  the  disease  of  the  internal  ca- 
rotid artery.  It  is  impossible,  even  on  going  back 
over  the  arteriograms  of  these  patients,  to  pick 
them  out  satisfactorily  in  contrast  to  the  others 
who  have  had  no  further  symptoms  of  any  kind. 

The  patients  with  completed  strokes  showed 
the  poorest  results,  as  one  might  anticipate.  Of 
the  14  patients  in  this  group,  two  had  an  explora- 
tory operation  only,  with  the  finding  of  a high 
block  in  the  internal  carotid  artery,  and  recovery 
was  uneventful  with  no  significant  change.  One 
patient  in  the  entire  group  improved  as  a result 
of  the  surgical  procedure;  in  this  instance  throm- 
bosis of  the  upper  portion  of  the  internal  carotid 
artery  was  present.  Prompt  resolution  of  the 
thrombus  due  to  the  action  of  fibrinolysin  in  the 
internal  carotid  artery  resulted  in  a surprising  and 
complete  return  of  function  in  this  patient. 

Of  the  remaining  1 1 patients,  five  showed  no 
significant  change  effected  by  the  operation,  al- 
though all  recovered  and  made  the  usual  satis- 
factory progress  noted  in  stroke  rehabilitation.  It 
is  noteworthy  that  in  four  of  these  five  patients, 
the  arterial  obstructions  could  be  completely  re- 
opened. Practically  all  of  these  patients  were 
admitted  with  complete  hemiplegia,  some  in  a con- 
scious state  and  some  in  a coma.  Four  of  these 
patients  are  still  living  with  varying  degrees  of 
recovery,  whereas  one  died  of  progressive  brain 
damage  one  year  later.  Six  other  patients  remain- 
ing in  the  group  have  died  in  the  postoperative 
phase,  one  only  six  hours  postoperatively  of  ques- 
tionable cause.  No  neurological  deficit  was  ap- 
parent at  the  time  of  death,  and  although  an 
autopsy  was  performed,  no  specific  cause  of  death 
could  be  ascertained.  The  remaining  five  patients 
all  died  of  progressive  brain  damage  either  early 
or  late  following  surgical  therapy.  In  this  group. 


four  of  the  arterial  obstructions  were  reopened, 
whereas  two  remained  the  same. 

In  summary,  the  results  of  carotid  endarterec- 
tomy are  directly  related  to  the  stage  of  the  dis- 
ease process.  If  the  carotid  artery  occlusive  lesion 
is  still  incomplete  and  the  patient  has  only  tran- 
sient symptoms,  surgical  correction  will  be  com- 
plete and  lasting  in  over  90  per  cent  of  patients. 
Once  the  cerebral  arterial  insufficiency  becomes 
critical  and  symptoms  become  progressive  in 
terms  of  hours,  lasting  surgical  success  will  drop 
to  approximately  60  per  cent.  When  the  stroke 
has  become  completed,  there  is  less  than  a 10  per 
cent  chance  of  an  operation  benefiting  the  patient. 

Comments 

It  is  readily  apparent  that  a substantial  num- 
ber of  patients  with  cerebral  impairment  have  as 
an  underlying  basis  carotid  atherosclerotic  occlud- 
ing lesions.  It  is  also  readily  apparent  that  carotid 
endarterectomy  offers  an  extremely  satisfactory 
method  of  restoration  of  blood  flow  at  minimal 
risk  to  the  patient.  It  would  thus  behoove  all 
physicians  to  attempt  to  improve  the  situation  by 
shortening  the  time  of  diagnosis  and  obviating 
the  delay  in  getting  the  proper  patient  to  the  ulti- 
mate surgical  relief.  The  diagnosis  is  not  overly 
difficult  and  simply  needs  a good  element  of  sus- 
picion when  one  first  examines  the  patient.  Detec- 
tion of  carotid  bifurcation  murmurs  or  bruits  does 
not  require  an  experienced  ear,  and  the  coupling 
of  such  a murmur  with  transient  episodes  of 
numbness  or  weakness  in  the  contralateral  extrem- 
ity should  serve  to  alert  any  physician  to  the  prob- 
ability that  a potentially  dangerous  lesion  is  in  the 
making.  There  is  no  argument  whatsoever  as  to 
the  absolute  need  of  e.xpediting  a diagnosis  in  pa- 
tients with  strokes  which  are  rapidly  developing, 
inasmuch  as  devitalized  brain  tissue  will  not  toler- 
ate such  a state  for  a long  period  of  time.  Al- 
though some  authors  state  that  procedures  can  be 
carried  out  with  fully  established  strokes  of  at 
least  48  hours,  it  has  not  been  my  experience  that 
they  result  in  any  degree  of  improvement.  It  is 
my  definite  impression  that  patients  with  complete 
obstructive  lesions  in  the  internal  carotid  artery 
should  be  operated  on  within  the  first  few  hours, 
or  not  at  all. 

Numerous  reports  throughout  the  medical  lit- 
erature attest  to  the  need  of  early  diagnosis  of 
this  condition.  In  contrast  to  the  lower  extremity, 
where  atherosclerotic  occlusions  will  produce  only 
discomfort  and  partial  disability  on  the  part  of 
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the  patient,  the  same  lesion  in  the  internal  carotid 
artery  can  be  catastrophic  to  the  patient  who  is  a 
functional  part  of  society.  Rob,***  for  example, 
reported  that  50  per  cent  of  his  patients  with  a 
completed  stroke  suffered  from  transient  pro- 
dromal attacks.  Other  authors  reported  that  some 
50  to  80  per  cent  of  patients  with  episodes  of 
neurological  dysfunction  of  a transient  nature 
eventually  suffer  a stroke,  many  within  a year. 
It  would  thus  be  unwise  to  allow  a group  of  pa- 
tients who  are  having  transient  symptoms  or  who 
are  on  the  verge  of  an  incomplete  stroke  to  pro- 
gress to  completed  strokes  if  medical  therapy  is 
available  to  prevent  this  outcome.  The  results 
in  the  patient  with  transient  symptoms  or  incom- 
plete strokes  are  obviously  so  good  as  compared 
with  the  extremely  poor  results  and  high  mortality 
with  the  completed  strokes  that  it  leaves  little  to 
be  decided  as  to  the  necessity  for  promptness  in 
early  diagnosis. 

The  type  of  surgical  procedure,  the  variations 
in  diagnosis,  the  different  forms  of  anesthesia,  and 
the  medical  aids  of  anticoagulant  therapy  have 
not  been  discussed  in  all  of  the  variations  possible 
in  this  particular  report.  It  seems  best  in  any 
surgical  endeavor  of  this  type  to  use  the  procedure 
which  will  produce  the  most  constant  result  and 
with  the  least  degree  of  risk.  The  one  factor, 
however,  that  remains  the  same  in  all  clinics  is 
that  for  any  improved  results,  diagnosis  must  be 
made  before  the  strokes  are  completed,  and  pa- 
tients should  have  the  benefit  of  operation  at  an 
early  date. 


Conclusion 

Approximately  one  half  of  all  patients  treated 
for  carotid  artery  occlusive  disease  can  be  im- 
proved dramatically  by  carotid  endarterectomy. 

Once  a stroke  is  completed,  there  is  less  than 
a 10  per  cent  chance  of  immediate  functional  im- 
provement by  surgical  measures. 

In  the  rapidly  developing  stroke,  the  success 
of  surgical  relief  is  in  direct  proportion  to  the 
time  used  in  arriving  at  a diagnosis,  measured  in 
terms  of  hours. 

Carotid  endarterectomy  is  an  effective  form 
of  preventive  surgical  therapy  if  utilized  at  the 
proper  time. 
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Erythroblastosis  Fetalis,  Hydrops  Type, 
Due  to  Maternal  Sensitization  to  c 

Case  Presentation  with  Autopsy  Findings 


Herschel  W.  Gordon,  M.D. 

Bradenton 

In  the  case  described  a less  common  but  no 
longer  rare  cause  of  isoimmunization  in  the  moth- 
er, namely  c,  and  resulting  erythroblastosis  fetalis 
are  illustrated. The  case  also  suggests  that 
presently  acceptable  routine  techniques  of  smaller 
hospitals  not  only  fail  to  detect  this  and  similar 
factors  when  screening  donor  blood  for  transfusion 
into  premenopausal  women,  but  also  will  not  un- 
cover the  sensitized  D positive  pregnant  woman. 

Report  of  Case 

.\  33  year  old,  white  woman,  gravida  \'l,  para  I\', 
abortus  I,  was  admitted  to  the  hospital  in  her  eighth 
month  of  pregnancy  because  of  dyspnea  on  exertion,  three 
to  four  pillow  orthopnea,  paroxysmal  nocturnal  dyspnea 
and  ankle  edema  of  approximately  two  to  three  weeks’ 
duration.  She  was  not  in  labor. 

The  significant  past  history  revealed  that  the  patient 
had  had  pneumonia  at  least  nine  times  during  childhood, 
once  requiring  thoracentesis  on  the  right  side  for  empye- 
ma. In  1955,  when  she  was  26  years  of  age,  the  lower 
lobe  of  the  right  lung  was  removed  because  of  sympto- 
matic bronchiectasis.  .\t  that  time  she  had  three  whole 
blood  transfusions. 

Her  pregnancy  history  was  as  follows:  In  1950  she  de- 
livered spontaneously  a full  term  4 pound,  12  ounce  fe- 
male infant,  following  two  days  of  heavy  vaginal  bleeding. 
The  hemorrhage  was  treated  with  two  whole  blood  trans- 
fusions. The  infant  died  after  21  months  of  continuous 
convulsions,  said  to  be  due  to  brain  hemorrhages  from 
birth  trauma.  Her  second  pregnancy  was  first  manifest 
by  vaginal  bleeding  several  weeks  after  the  lobectomy  in 
1955.  Dilation  and  curettage  were  performed  with  a 
diagnosis  of  incomplete  abortion.  The  third  pregnancy 
in  1957  resulted  in  a full  term  5 pound  female  infant. 
This  child  is  living  and  well.  In  1958  she  delivered  a 
full  term  4 pound  male  infant  who  had  respiratory  diffi- 
culty at  birth,  but  is  living  and  well.  In  1961  another  full 
term  pregnancy  resulted  in  delivery  of  a 6 pound  female 
infant  who  died  after  26  hours  of  difficult  breathing.  The 
diagnosis  at  autopsy  was  pulmonary  hyaline  membrane 
disease. 

Physical  e.xamination  on  admission  showed  she  was 
dyspneic  and  wheezing  at  rest.  The  blood  pressure  was 
140/85  mm.  Hg  and  the  pulse  rate  80  per  minute  and 
regular.  The  veins  of  the  neck  were  not  distended.  The 
heart  was  not  enlarged,  and  no  murmurs  were  heard. 
Rales  were  present  over  both  lungs.  The  liver  was  tender 
but  not  enlarged.  Fetal  heart  tones  were  140  per  min- 
ute, and  the  baby  was  in  vertex  presentation.  .Ankle 
edema  was  3 plus. 

Laboratory  tests  revealed  the  following:  Hemoglobin 
9.0  Gm.,  red  blood  cells  3.5  million  per  cubic  centimeter, 
hematocrit  level  32  per  cent,  and  white  blood  cells  7,900 
per  cubic  centimeter,  with  segmented  forms  73  per  cent, 
juvenile  forms  2 per  cent,  basophils  5 per  cent,  lympho- 
cytes 17  per  cent,  monocytes  1 per  cent  and  eosinophils 
2 per  cent.  The  platelets  were  normal  in  number  and 
morphological.  The  blood  urea  nitrogen  was  13.5  mg.  per 


Fig.  1. — The  hydropic  newborn;  there  is  marked 
edema  of  the  face,  neck,  trunk,  scrotum  and  dorsum 
of  the  hands.  The  abdomen  is  distended  with  ascites. 


Fig.  2. — Placental  cotyledons  are  bulging  and  en- 
larged, but  not  engorged. 
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Fig.  3. — ^Liver.  The  severe  erythropoiesis  obscures 
the  liver  architecture.  Sinusoids  are  congested  with 
nucleated  red  blood  cells  (hematoxylin-eosin,  x 100). 

cent  and  the  fibrinogen  304  mg.  per  cent  (control  271 
mg.  per  cent)  ; the  chloride  was  103  mEq/L,  potassium 
4.4  mEq/L,  and  sodium  1S2  mEq/L.  The  blood  type 
was  D positive.  An  x-ray  of  the  chest  showed  bilat- 
eral basilar  interstitial  pneumonitis,  and  an  electrocardio- 
gram showed  a right  ventricular  strain  pattern. 

On  the  evening  of  admission  uterine  contractions  be- 
gan, and  approximately  six  hours  later,  following  a short 
episode  of  profuse  vaginal  bleeding,  the  patient  spon- 
taneously delivered,  without  anesthesia,  an  edematous 
male  infant.  The  baby  gave  intermittent  gasps  for  IS 
minutes,  and  despite  oxygen  and  suction,  breathing  and 
heart  beat  ceased. 

The  autopsy  findings  were  those  of  hydrops  fetalis. 
The  infant  weighed  2,200  Gm.  and  measured  43. S cm. 
crown-rump  length.  There  was  pitting  edema  of  the 
head,  trunk,  and  extremities,  including  edema  of  the  face, 
neck  and  scrotum  (fig.  1).  Pallor  was  marked,  but  jaun- 
dice was  absent.  No  pleural  fluid  was  present,  but  the 
peritoneum  was  distended  and  contained  100  cc.  of  clear 
yellow  fluid.  The  subcutaneous  tissues  were  very  wet. 
The  lungs  were  meaty  and  airless  and  they  sank  in  wa- 
ter. The  liver  was  enlarged  and  weighed  140  Gm.  It  was 
a deep,  dark  red  and  firm  on  cut  surface.  The  spleen 
was  enlarged  and  weighed  23  Gm.  It  was  firm  and  deep 
red.  The  bone  marrow  was  red.  The  other  organs  were 
grossly  not  remarkable. 

The  placenta  was  intact,  uniformly  enlarged  and 
weighed  1,100  Gm.  The  cotyledons  were  bulging,  spongy 
and  pink  (fig.  2).  The  fetal  membranes  were  trans- 
parent, glistening  and  not  discolored.  The  umbilical  cord 
inserted  centrally,  and  showed  three  vessels  on  cut  sur- 
face. 

The  miscroscopic  sections  confirmed  the  gross  impres- 
sion. There  was  marked  erythropoiesis  in  the  liver  and 
spleen  (figs.  3 and  4).  Foci  of  erythropoiesis  were  also 


Fig.  4. — Spleen.  Marked  erythropoiesis  congests  si- 
nusoids and  small  blood  vessels  with  nucleated  red 
blood  cells  (hematoxylin-eosin,  x 100). 


Fig.  5. — Vertebral  bone  marrow  shows  no  particu- 
lar abnormality  (hematoxylin-eosin,  x 35). 


found  in  the  pancreas,  adrenals  and  kidneys.  Cross  sec- 
tions of  blood  vessels  showed  innumerable  nucleated  red 
blood  cells  in  the  lumina.  The  vertebral  bone  marrow 
showed  activity  in  all  series  but  no  obvious  hyperplasia 
(fig.  3).  The  sections  of  placenta  showed  edematous  villi 
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with  persistence  of  Langhans’  cells  (fig.  6).  Blood  vessels 
were  inconspicuous.  Occasional  histiocytes  resembling 
Hofbauer  cells  were  seen. 

Umbilical  cord  blood  taken  a few  minutes  after  the 
baby’s  death  showed  a hemoglobin  level  of  9.4  Gm.  \ 
Wright’s  stain  smear  showed  the  anemia  of  macrocytic 
type  with  approximately  25  per  cent  nucleated  red  blood 
cells  in  all  stages  of  maturation  (fig.  7). 

Since  the  autopsy  findings  were  those  of  erythro- 
blastosis fetalis,  hydrops  type,  three  tests  were  per- 
formed to  confirm  this  diagnosis  and  elucidate  the  im- 
mune factors.  The  direct  antiglobulin  test  on  the 
baby’s  red  blood  cells,  using  the  method  of  Coombs, 
showed  agglutination.  The  indirect  antiglobulin  test  on 
the  mother’s  serum,  using  O,  D positive  red  blood  cells, 
showed  agglutination  in  a 1:128  dilution.  The  indirect 
antiglobulin  test  using  the  mother’s  serum  and  baby’s 
red  blood  cells  showed  agglutination.  These  tests  confirm- 
ed the  diagnosis  of  er>-throblastosis  fetalis  by  showing  the 
presence  of  a gamma  globulin  antibody  in  the  mother’s 
serum  which  was  attached  to  and  could  agglutinate  the 
baby’s  red  blood  cells  in  \itro. 

Using  commercial  antisera  and  the  suggested  tech- 
niques* the  phenotyp>es  of  the  mother,  baby,  father  and 
two  li\'ing  children  were  the  following; 


Age 

ABO 

C 

D 

E 

e 

c 

Mother 

31 

A 

-f 

+ 

-b 

-b 

— 

Baby 

A 

-f 

-f 

-b 

-b 

Father 

38 

A 

+ 

-b 

-b 

-b 

Sister 

4 

A 

-f 

+ 

-b 

-b 

-b 

Brother 

3 

A 

+ 

-f 

-b 

-f 

-b 

The  only  factor  the  baby  had  which  the  mother  did 
not  was  c and  therefore  it  was  most  likely  responsible 


Fig.  6.  — Placental  villi  are  enlarged.  The  blood 
vessels  are  inconspicuous  for  the  gestational  age.  Also, 
there  is  persistence  of  Langhans’  cells  (hematoxylin- 
eosin,  x 35). 


for  the  isoimmunization  in  this  case.  Final  confirmation 
was  obtained  by  sending  a sample  of  the  mother  s serum 
to  a commercial  laboratory.*  Using  a panel  of  red  blood 
cells  with  the  mother’s  serum,  by  various  procedures  in- 
cluding high  protein,  indirect  antiglobulin  and  bromelase, 
the  laboratory  reported  an  anti-c  titer  of  1:64. 

Comment 

It  is  a moot  point  whether  or  not  the  original 
sensitization  of  this  mother  occurred  from  multiple 
transfusions,  previous  pregnancies,  or  both.i  '’ 
More  pertinent  here  is  the  fact  that  recommended 
procedures,  which  were  followed  in  this  case  ( 1 ) do 
not  include  serum  antibody  screening  in  D posi- 
tive pregnant  woman  and  (2)  routine  procedures 
for  processing  donors  and  recipients  for  transfu- 
sion do  not  at  present  provide  for  the  detection  of 
factors  other  than  ABO  and  D.** 

Kidd  (Jk‘)  Lewis  (Le‘)  Kell  (K)  Duffy  (Fy*) 
-f  — — — 

+ -+--  + 

With  the  high  level  of  awareness  of  D as  a 
cause  of  erythroblastosis  fetalis  and  the  prompt 
use  of  preventive  measures,  the  other  factors  such 
as  c may  become  a relatively  more  frequent  cause 
of  neonatal  mortality.  Certainly  iatrogenic  sen- 
sitization (blood  transfusion)  can  be  reduced  by 
proper  selection  of  donor  blood  for  transfusion 
into  premenopausal  women  through  more  complete 
phenotyping.  To  this  end,  panels  of  commercial 
antisera  are  now  available  and  the  techniques  ap- 
plicable to  the  smallest  hospital  laboratory.  More- 
over, in  pregnant  women  who  have  had  either 
previous  pregnancies  or  blood  transfusions,  the 
serum  should  probably  be  screened  for  antibodies 

*Dade  Reagents,  Inc.,  Miami. 


Fig.  7. — Umbilical  cord  blood  smear.  There  are 
greatly  increased  numbers  of  nucleated  red  blood  cells 
in  various  stages  of  maturation.  The  erythrocytes  are 
generally  macroytic  (Wright’s  stain,  x 100). 
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in  addition  to  D.  Screening  can  be  done  by  use 
of  pooled  group  O cells,**  or  by  testing  the 
mother’s  serum  against  the  father’s  cells,  using 
saline,  high  protein,  antiglobulin  and  enzyme  tech- 
niques. The  routine  application  of  the  direct  anti- 
globulin test  to  the  cord  blood  of  all  newborns  is 
another  approach  which  has  been  recommended.* 

Summary 

A case  of  erythroblastosis  fetalis,  hydrops  type, 
due  to  c,  is  presented  with  autopsy  findings.  Pre- 
vious pregnancies  and/or  blood  transfusions  may 
have  been  the  sensitizing  events.  Additions  to 
smaller  hospital  laboratory  techniques  that  will 
prevent  iatrogenic  sensitization  and  uncover  the 
D positive  sensitized  pregnant  woman  are  men- 
tioned. 

**Hemantigen,  Knickerbocker  Biologicals,  Inc.,  New  York  City. 
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Small  Doses  of  Norethin  drone 
for  Ovulation  Control 

A Preliminary  Report 


Raymond  P.  Nolan,  M.D. 
and  Sidney  J.  Peck,  M.D. 

Hollywood 

As  world  overpopulation  becomes  a more  ob- 
vious major  problem,  the  search  for  a feasible 
method  of  fertility  control  is  making  considerable 
progress.  Perhaps  the  most  promise  thus  far  is 
shown  by  contraceptive  tablets  taken  in  a cyclic 
pattern  so  as  to  inhibit  ovulation.  Despite  handi- 
caps of  some  undesirable  side  effects  and  expense, 
the  principle  has  gained  wide  acceptance. 

Several  reports  have  shown  the  effectiveness 
of  norethynodrel  in  two  dosages:  10  mg.  with 

0.15  mg.  of  ethinyl  estradiol-3-methyl  ether  and 
5 mg.  with  0.075  mg.  of  the  estrogen.^--* 

Also,  the  effectiveness  and  acceptability  of 
norethindrone  in  ovulation  control  has  been  well 
documented  in  two  recent  reports. In  these 
studies  the  dosage  used  was  10  mg.  of  norethin- 
clrone,  plus  0.06  mg.  of  mestranol.  Beneficial  ef- 
fects other  than  contraceptive  were  lighter  men- 
strual flow,  decrease  of  dysmenorrhea,  regulariza- 
tion of  the  cycle,  and  unimpairment  of  subsequent 
fertility. 

Since  these  ovulation-inhibiting  agents  are 
composed  of  a progestin-estrogen  mixture  in  a 


fixed  ratio,  it  was  decided  to  study  the  effect  of 
a progestin-estrogen  combination  in  a new  and 
different  ratio.  The  advantages  sought  in  this  new 
ratio  were  a decrease  in  undesirable  side  effects 
and  a decrease  in  cost.  A relatively  larger  amount 
of  estrogen  in  combination  with  a smaller  amount 
of  progestin  was  used  for  the  study  which  is  the 
subject  of  this  preliminary  report. 

The  material  used  was  a combination  of  2 mg. 
of  norethindrone  (17a-  ethinyl  - 1 7 - hydroxy  - 4- 
estren-3-one)  with  100  gamma  (0.1  mg.)  of  mes- 
tranol (ethinyl  estradiol  3-methyl  ether).* 

The  patients  were  women  requesting  oral 
medication  for  contraception.  In  a few  cases, 
the  purpose  of  ovulation  control  was  to  relieve 
dysmenorrhea  or  regulate  the  menstrual  cycle. 
They  were  given  vials  of  20  tablets,  to  be  taken 
from  the  fifth  to  the  twenty-fourth  day  of  each 
cycle.  In  a few  cases  where  breakthrough  bleed- 
ing occurred,  the  dosage  was  increased  to  two 
tablets  daily  for  the  remainder  of  the  cycle. 

•Supplied  as  Ortho-Novum,  2 mg.,  by  Ortho  Research  Foun- 
dation, Raritan,  N.  T. 
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Table  1. — General  Statistics  to  February  15,  1963 

Patients 


Treatment  begun  since  June  1,  1962  102 

Treatment  discontinued  22 

Reported  on  at  least  two  cycles  of  treatment  S3 

Currently  active  80 

Pregnancies  0 


Table  2. — Reasons  for  Discontinuing  Treatment 

Patients 


Subsequent  gynecological  surgery  3 

Unfavorable  press  publicity  regarding 

contraceptive  tablets  6 

Did  not  return,  or  were  unreliable  in  taking  tablets  5 
Side  effects  (nausea  5,  breakthrough  bleeding  1, 
aggravated  premenstrual  tension  1, 
amenorrhea  1)  8 

Total  22 


Table  3. — Statistics  for  Group  of  53  Patients 
Completing  at  Least  Two  Cycles 


Patients 


Previous  Pregnancies 

None 

7 

One 

8 

Two  or  more 

38 

Total 

53 

Age  Groups  in  years 

16-20 

13 

21-30 

32 

31-40 

6 

41-43 

2 

Total 

C.  Cycles  Completed 


S3 


Cycles 

Cycles 

Completed 

Completed 

Patients 

by  Each 

by  Each  Discontinuing 

Patients 

Patient 

Group 

Treatment 

10 

2 

20 

1 

15 

3 

45 

1 

6 

4 

24 

1 

8 

5 

40 

0 

9 

6 

54 

0 

3 

7 

21 

0 

2 

8 

16 

1 

; 53 

220 

D.  Side  Effects  in  49  Patients  Continuing  Treatment 

Nausea,  slight,  first  cycle  only  S 

Breast  soreness,  slight,  first  cycle  only  2 

Breakthrough  bleeding  3 


Results 

A total  of  102  patients  have  started  treatment 
since  June  1,  1962  (table  1).  Of  these,  22  dis- 
continued treatment  for  various  reasons  as  shown 
in  table  2.  Eighty  patients  are  currently  taking 
the  medication,  but  only  53  have  reported  on  two 
to  eight  cycles  (table  3).  Most  of  the  patients 


are  of  proved  fertility,  and  a number  had  used 
other  means  of  contraception  without  success.  No 
pregnancies  have  occurred  in  this  series.  A gain 
in  weight  of  several  pounds  was  noted  in  a few 
cases.  No  edema  and  no  signs  of  thrombophlebitic 
phenomena  were  observed. 

As  has  been  noted  in'  other  studies,  other 
desirable  effects  were  a tendency  to  lessening  of 
menstrual  flow,  decrease  in  dysmenorrhea,  and 
regularization  of  the  cycles.  In  fact,  many  pa- 
tients volunteered  that  they  would  like  to  use  the 
medication  for  these  beneficial  effects  alone. 

Undesirable  side  effects  were  minimal  and 
resulted  in  eight  patients  deciding  to  discontinue 
the  medication.  Nausea  was  noted  in  10  patients. 
Five  of  these  continued,  with  disappearance  of  the 
nausea  after  the  first  week  or  two.  The  other  five 
discontinued  the  medication. 

Breakthrough  bleeding  resulted  in  only  one 
patient  discontinuing  the  medication,  in  the  sec- 
ond cycle.  One  patient  had  prolonged  amenorrhea 
of  over  six  weeks  following  the  first  cycle,  and 
therefore  did  not  continue. 

No  masculinizing  tendency  has  been  noted 
thus  far.  There  has  been  no  decrease  in  libido, 
and  no  acne  or  urticaria  has  occurred. 

Summary 

This  is  a preliminary  report  on  a study  in 
progress  on  over  80  women  who  are  using  a new 
combination  of  progestin  and  estrogen  for  sup- 
pression of  ovulation.  The  medication  consists 
of  a tablet  containing  2 mg.  of  norethindrone  and 

0. 1. mg.  of  mestranol.  This  combination  shows 
promise  as  an  agent  of  increased  acceptability 
because  of  lessened  cost  and  decreased  undesirable 
side  effects. 
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William  Watson  ]\IcKibben,  ]\I.D. 

CORAL  GABLES 

In  retrospect,  the  striking  feature  of  the  prac- 
tice of  pediatrics  at  the  turn  of  the  century  was 
the  absence  of  specific  treatment.  In  sharp  contrast 
to  current  therapeutic  measures,  treatment  in  the 
hospitals  of  Boston,  Paris,  London  and  Edinburgh, 
where  I was  privileged  to  serve,  was  directed  to 
the  alleviation  of  symptoms  and  the  prevention  of 
complications.  For  the  infectious  diseases — scarlet 
fever,  measles,  rubella,  varicella,  vaccinia,  pertus- 
sis, mumps,  typhoid  fever,  tuberculosis,  pneumo- 
nia and  influenza — only  symptomatic  treatment 
was  rendered  at  the  Boston  City  and  Children’s 
Hospitals,  the  Massachusetts  General  Hospital 
and  the  Worcester  City  Hospital  during  my  serv- 
ice there  because  no  specific  treatment  was  known. 

Scarlet  Fever 

Scarlet  fever,  for  example,  was  believed  to  be 
due  to  a microorganism  of  unknown  nature.  Com- 
plications were  usually  associated  with  the  growth 
of  Streptococcus  pyogenes;  some  regarded  this 
organism  as  the  cause  of  the  disease,  and  others 
thought  it  was  a secondary  invader  of  the  mucous 
membranes.  As  a resident  in  the  scarlet  fever 
wards  for  six  months,  I observed  that  the  inci- 
dence and  virulence  were  far  greater  in  the  winter 
school  months  than  in  the  summer  vacation 
months.  The  mortality  rate  was  appalling  during 
January,  February  and  March,  whereas  in  the 
summer  months,  with  the  ward  windows  wide 
open  day  and  night  and  the  patients  often  carried 
out  into  the  sun  on  the  pavillion  for  the  day,  I do 
not  recall  a single  death. 

Pneumonia 

Being  self-limited,  pneumonia  was  treated  as 
the  other  infectious  diseases,  by  hygienic  methods 
of  good  nursing  for  comfort,  preventing  complica- 
tions and  meeting  individual  symptoms.  In  pri- 
mary bronchopneumonia,  the  pneumococcus  often 
was  the  lone  offending  organism,  as  in  lobar  pneu- 
monia. In  mixed  infections  it  was  frequently  asso- 
ciated with  the  streptococcus,  particularly  if  com- 
plicating measles,  diphtheria  and  scarlet  fever. 
Next  in  point  of  frequency  were  the  Staphylococ- 
cus and  Friedlander’s  bacillus. 

Diphtheria 

In  1897,  prophylaxis  for  diphtheria  was  isola- 
tion, and  in  e.xposed  cases  we  gave  1,000  to  2,000 


units  of  antitoxin.  In  the  treatment  of  all  severe 
cases,  including  those  of  laryngeal  stenosis,  chil- 
dren over  two  years  of  age  received  an  initial  dose 
of  from  1,500  to  2,000  units,  which  was  repeated 
in  12  to  16  hours  if  there  was  no  improvement 
and  again  in  24  hours  if  the  course  of  the  disease 
was  unfavorable.  In  exceptionally  severe  cases,  if 
seen  late,  the  child  was  given  as  high  as  3,000 
units,  while  in  mild  cases  more  than  1,000  units 
was  rarely  required.  For  children  under  two  years 
of  age,  the  initial  dose  was  1,000  units  in  severe 
cases  or  those  with  laryngeal  stenosis,  to  be  re- 
peated if  necessary,  and  600  units  in  mild  cases. 
If  death  occurred,  the  antitoxin  was  at  first  be- 
lieved to  be  the  cause,  not  only  by  the  laity  but 
by  many  of  the  old  time  heavily  bearded  family 
doctors. 

By  1903  and  1904,  as  resident  at  the  Conta- 
gious Diseases  (South)  Department  of  the  Boston 
City  Hospital,  I was  giving  antitoxin  much  ear- 
lier and  had  pushed  the  dosage  up  to  as  high  as 
100,000  units  in  severe  laryngeal  and  septic  cases. 
It  was  then  believed  that  one  large  initial  dose, 
given  early,  was  much  to  be  preferred  to  repeated 
small  doses.  Intubations  were  our  choice  over 
tracheotomies,  preferably  performed  on  arrival  at 
the  hospital.  If  the  family  doctor  telephoned  that 
the  child  was  moribund,  the  intubation  was  per- 
formed, with  the  assistance  of  a good  orderly,  on 
the  dining  room  table.  If  death  occurred,  the  mob 
sometimes  became  uncontrollable  unless  the  priest 
or  the  family  doctor  was  present. 

Typhoid  Fever 

The  incidence  and  mortality  of  typhoid  fever 
in  children  was  low,  and  treatment  was  entirely 
symptomatic.  Sixty  years  ago  Eberth’s  bacillus 
was  found  in  abundance  in  the  intestinal  discharge 
of  affected  persons.  At  first,  diagnosis  was  made 
from  the  symptoms,  but  in  March  1897  Widal’s 
serum  test,  the  clumping  of  typhoid  bacilli,  was 
published  in  the  American  Journal  of  the  Medical 
Sciences  and  the  New  York  Medical  Journal. 
After  the  first  week  or  10  days  of  the  disease  the 
Widal  reaction  proved  to  be  a great  help.  In  the 
cases  that  came  under  my  observation  the  dis- 
ease was  contracted  from  infected  water,  milk  or 
food,  such  as  oysters.  In  the  summer  vacation,  a 
Harvard  student  with  “walking  typhoid”  was  em- 
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ployed  on  a farm  near  Holden,  Mass.,  to  milk 
cows.  The  Worcester  City  Hospital  received 
eight  patients  from  that  milk  route,  all  with  very 
severe  cases  of  the  disease. 

Syphilis 

At  the  end  of  the  last  century.  Dr.  Post  of 
Harvard  taught  us  at  the  Boston  Dispensary  that 
syphilis  was  a communicable  disease  due  to  a 
specific  poison.  He  treated  this  disease  when  the 
first  positive  symptoms  appeared.  The  indirect 
treatment  through  the  mother’s  milk  had  been 
given  up.  Mercury,  considered  a specific  for  both 
the  hereditary  and  acquired  types,  was  given  by 
inunction,  by  mouth,  by  fumigations,  by  baths 
and  hypodermically.  In  young  infants  inunctions 
were  preferred.  Ten  grains  of  mercurial  ointment, 
diluted  with  an  equal  amount  of  vaseline,  was 
rubbed  daily  into  the  palms,  soles,  axillae  or  inner 
surface  of  the  thighs,  changing  the  place  from  day 
to  day.  Gray  powder  or  the  bichloride  was  sub- 
stituted when  the  family  was  to  be  kept  in  igno- 
rance of  the  treatment.  With  urgent  symptoms, 
calomel  was  substituted  for  a few  weeks.  The 
iodide  of  potassium  alone  or  in  combination  with 
mercury  was  used  when  tertiary  lesions  were 
present. 

Mercury  treatment  was  continued  for  at  least 
a year,  or  longer  if  symptoms  persisted,  with  short 
periods  of  intermission.  If  the  child  became  ane- 
mic or  suffered  greatly  from  general  malnutrition, 
the  mercury  was  discontinued  for  the  time  being 
and  cod  liver  oil,  iron,  wine  and  other  tonics  were 
substituted. 

Malaria 

In  1897,  malaria  was  recognized  as  a general 
infectious  disease  caused  by  the  presence  in  the 
blood  of  a specific  organism  known  as  Plasmodium 
or  hematozoon  malariae,  discovered  by  Laveran  in 
1880.  No  one,  however,  had  the  slightest  idea  how 
this  parasite  entered  the  blood  to  cause  extensive 
destruction  of  the  red  blood  corpuscles,  with  sub- 
sequent anemia.  In  1900,  two  years  after  the  pio- 
neer work  done  in  Havana,  Dr.  Clifton  F.  Hodge, 
Professor  of  Entomology  at  Clark  University, 
asked  me  to  take  charge  of  the  field  work  with  his 
students  in  biology  in  an  effort  to  locate  the  breed- 
ing places  of  the  Anopheles  punctipennis  and  A. 
maculipennis  in  Worcester  County. 

The  hospitals  were  full  of  patients  with  ma- 
laria, whose  addresses  we  obtained  along  with 
those  of  hundreds  of  patients  of  private  phy- 
sicians. Our  field  work  soon  demonstrated  that 


the  Anopheles  was  usually  breeding  within  200 
yards  of  the  malarial  victims.  After  much  pho- 
tography and  laboratory  work  showing  adult  in- 
fected mosquitoes  clinging  to  cellar  rafters  in  the 
homes  of  malarial  victims  and  larvae  and  pupae 
wigglers  breeding  nearby  in  slow-running  grassy 
streams.  Professor  Hodge  and  I were  ready  to  act. 
With  about  60  colored  slides,  we  started  an  edu- 
cational campaign  through  women’s  clubs,  the 
Board  of  Trade,  medical  societies  in  Worcester 
and  Boston,  newspapers,  magazines,  schools  and 
churches.  Drainage,  filling  in,  and  oiling  the 
breeding  places  wiped  out  malaria  in  one  season 
in  Worcester  County. 

Treatment  was  symptomatic,  plus  quinine.  For 
infants,  we  gave  the  bisulfate  in  an  aqueous  solu- 
tion, one  grain  to  the  teaspoonful.  For  children 
from  two  to  seven  years  old,  we  concealed  the 
taste  of  quinine  by  mixing  the  aqueous  solution 
with  the  syrup  of  sarsaparilla,  orange  or  yerba 
Santa.  In  small  doses  the  lozenges  of  tannate  of 
quinine  combined  with  chocolate  served  admir- 
ably. In  chronic  cases,  iron,  arsenic  and  a change 
of  climate  were  recommended. 

Rheumatism 

During  the  first  years  of  the  present  century, 
rheumatism  in  children  was  believed  to  be  mani- 
fested not  alone  by  arthritis  with  acute  or  sub- 
acute symptoms  but  by  a large  number  of  other 
conditions  regarded  as  forms  of  the  disease  rather 
than  complications.  Acute  rheumatism  was  be- 
lieved to  be  an  infectious  disease,  probably  of 
unknown  microbic  origin.  Excessive  acids  or  spe- 
cific pK)isons  were  considered.  Age,  heredity,  damp 
dwellings,  and  wet,  poor  hygienic  surroundings, 
insufficient  food  and  bad  housing,  spring  months, 
and  previous  attacks  all  played  a part.  To  avoid 
cardiac  complications  flannel  underclothes,  milk 
freely,  avoidance  of  cold  damp  feet  and  weather, 
and  a warm  dry  climate  in  winter  and  spring  w'ere 
urged,  also  bed  rest  during  an  attack  if  the  pa- 
tient was  feverish. 

Otherwise,  the  child  was  treated  much  as  a 
young  adult.  In  acute  cases,  salicylate  of  soda, 
oil  of  wintergreen,  or  salicin  was  given.  Alkalies, 
such  as  the  acetate  or  citrate  of  potassium  or  the 
bicarbonate  of  sodium,  were  used  in  sufficient 
quantity  to  make  the  urine  alkaline. 

Diabetes  Mellitus 

Fortunately,  diabetes  mellitus  occurred  rarely 
in  children  under  10  years  of  age.  Heredity,  gout, 
insanity,  nervous  diseases  generally,  even  head 
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injuries  and  prolonged  consumption  of  large  quan- 
tities of  sugar  were  considered  possible  etiologic 
factors.  Often  the  polyuria,  polydipsia,  poly- 
phagia and  wasting  were  of  rapid  onset.  Incon- 
tinence of  urine  and  genital  irritation  always 
aroused  suspicion.  Diagnosis  depended  on  exami- 
nation of  the  urine.  In  the  nineteenth  century, 
when  we  made  a diagnosis  of  diabetes  mellitus  in 
children,  we  were  ready  to  sign  the  death  certifi- 
cate. Cases  were,  however,  on  record  in  which 
recovery  was  believed  to  have  taken  place.  As 
with  adults,  treatment  consisted  of  diet,  stimu- 
lants, general  hygienic  measures,  and  finally,  the 
use  of  drugs  such  as  codeine,  salicylate  of  soda 
and  the  bromide  of  arsenic. 

Other  Diseases 

In  pertussis,  the  local  treatment  of  insuffla- 
tions and  inhalations  of  powders  such  as  quinine 
and  benzoic  acid  and  internal  medication  with 
quinine,  belladonna  and  antipyrine  were  of  ques- 


tionable value.  The  routine  treatment  of  tubercu- 
losis in  children  consisted  of  diet,  quiet,  fresh  air, 
creosote  and  fresh  emulsions  of  cod  liver  oil,  with 
no  drugs  if  they  upset  the  digestion.  The  general 
treatment  of  leukemia  was  the  same  as  that  for 
anemia.  Arsenic  given  in  large  doses  for  a long 
time  had  the  most  testimony  in  its  favor.  Iron 
and  cod  liver  oil  came  next.  Leukemia  was  not 
sharply  differentiated  from  simple  anemia  with 
leukocytosis  and  from  the  pseudoleukemic  anemia 
of  infancy.  Without  x-rays,  it  was  necessary  to 
administer  primary  ether  to  diagnose  fractures 
for  two  reasons,  to  relax  muscles  and  relieve  pain 
for  a more  thorough  palpation  and  to  prevent  a 
suit  for  damages  in  case  of  a poor  result. 

The  end  of  the  nineteenth  century  marked  the 
passing  of  the  horse  and  buggy  days  and  the 
grand  old  family  doctor  — patient  and  capable, 
considering  what  he  had  to  work  with. 

641  North  Greenway  Drive. 


Nursing  Education  in  Florida’s 
Community  Junior  Colleges 


Thomas  C.  Kenaston  Sr.,  M.D. 

COCOA 

Mary  R.  McCandless,  R.N.* 
ANT)  James  L.  Wattenbarger,  Ph.D** 

TALLAHASSEE 

The  expansion  of  junior  colleges  in  the  United 
States  is  one  of  the  most  important  developments 
of  the  twentieth  century.  Six  hundred  and  ninety- 
eight  junior  colleges  are  listed  in  the  1963  Junior 
College  Directory.  The  outstanding  growth  of 
these  two  year  institutions  in  Florida  is  due  to  the 
vision  and  unceasing  work  of  many  interested  in- 
dividuals and  groups  of  people  throughout  the  en- 
tire state.  The  Florida  legislature  authorized  the 
establishment  of  public  junior  colleges  for  the  first 
time  in  1939  although  several  junior  colleges  had 
been  in  operation  prior  to  that  date.  In  1955  the 
Community  College  Council  was  created  to  de- 
velop long  range  plans  for  the  expansion  of  these 
institutions.  After  a thorough  study  of  post-high 
school  education  in  this  and  other  states,  the 
Council  recommended  a master  plan  for  the  or- 

*Consultant in  Curriculum  Development,  Associate  Degree 
Nursing  Program,  Tallahassee. 

**Director,  Division  of  Community  Junior  Colleges,  Depart- 
ment of  Education,  Tallahassee. 


derly  development  of  community  junior  colleges 
in  Florida.  Eventually,  these  institutions  will  be 
located  in  strategic  areas  throughout  the  state  so 
that  99  per  cent  of  Florida’s  high  school  graduates 
will  be  able  to  commute  from  home  to  college. 

Briefly,  community  junior  colleges  offer  three 
types  of  educational  programs  for  students  seek- 
ing to:  (1)  transfer  after  two  years  of  college 
work  to  complete  requirements  for  a baccalaureate 
degree;  (2)  prepare  for  employment  in  a specific 
occupation;  (3)  acquire  more  formal  education 
in  areas  of  special  interest  on  either  a credit  or 
noncredit  basis.  Associate  degree  nursing  pro- 
grams fall  into  the  second  category. 

Nursing  was  slow  to  follow  many  vocations  in 
taking  full  advantage  of  the  opportunities  made 
available  by  the  organized  educational  system  of 
the  country.  More  than  a decade  has  elapsed  how- 
ever, since  a new  type  of  nursing  education  pro- 
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gram  was  established  in  community  junior  col- 
leges. In  10  years,  the  original  eight  associate  de- 
gree nursing  programs  located  in  six  states  in- 
creased to  78  programs  in  24  states.  Several  addi- 
tional programs  are  scheduled  to  be  in  operation 
by  September  1963. 

\\  hile  this  is  the  story  of  associate  degree 
nursing  programs,  there  are  two  other  types  of 
educational  programs  preparing  nurse  practition- 
ers. The  majority  of  registered  nurses  are  grad- 
uates of  diploma  programs  sponsored  by  hospital 
schools  of  nursing.  Colleges  and  universities  offer 
programs  leading  to  the  degree  of  Bachelor  of 
Science  in  Nursing.  A physician,  with  the  help  of 
some  of  his  colleagues,  established  the  first  uni- 
versity school  of  nursing  in  1909. 

Scientific  discoveries,  advances  in  technology, 
and  the  impact  of  social  developments  have  pro- 
foundly altered  curricular  offerings  in  all  educa- 
tional programs.  There  was  early  recognition  that 
nurses  needed  more  and  more  knowledge  to  cope 
with  the  increasing  complexity  of  nursing  and  the 
problems  relating  to  the  health  and  welfare  of 
contemporary  society.  The  needs  and  demands  of 
a rapidly  growing  population  brought  about 
changes  based  not  only  on  circumstance,  but  on 
careful  planning  and  the  purposeful  implementa- 
tion of  these  plans.  Educational  programs  in  nurs- 
ing began  to  focus  upon  the  kind  and  amount  of 
preparation  necessary  to  assure  technical  compe- 
tence coupled  with  essential  knowledge  in  the  nat- 
ural sciences,  the  behavioral  sciences,  and  the  hu- 
manities. 

The  curriculum  in  associate  degree  nursing  pro- 
grams is  a combination  of  general  and  specialized 
education  courses  in  approximately  a fifty-fifty 
distribution.  Fragmented  courses  are  grouped  into 
a broad  core  of  essential  nursing  content.  Learn- 
ing experiences  in  the  care  of  patients  are  desig- 
nated as  laborator}'  practice,  with  hours  and  cred- 
its apportioned  in  the  same  ratio  as  other  courses 
in  the  college  requiring  a laboratory  period.  The 
product  or  graduate  of  the  educational  program 
is  prepared  to  give  safe  and  competent  nursing 
care  to  patients. 

It  was  not  surprising  that  the  junior  colleges 
at  St.  Petersburg,  Pensacola,  and  Palm  Beach  had 
started  nursing  education  programs  by  1959. 
Meanwhile,  the  junior  college  movement  was 
growing  and  interest  was  mounting  in  associate 
degree  nursing  programs.  This  development  had 
been  anticipated  and  planned  for  by  key  people 
in  the  state. 


Over  the  years,  the  \V.  K.  Kellogg  Founda- 
tion, Battle  Creek,  Alichigan,  has  provided  finan- 
cial assistance  to  programs  for  improved  health 
services  in  the  public  interest  in  various  parts  of 
the  country.  The  scope  of  philanthropy  embraces 
many  projects  in  Medicine,  Dentistry,  Public 
Health,  Hospitals,  Education,  and  Nursing.  The 
Foundation  is  currently  aiding  four  states — Flor- 
ida, California,  New  York,  and  Texas — to  estab- 
lish new  preservice  education  programs  in  nursing 
leading  to  an  associate  degree.  Simultaneously, 
universities  in  each  state  were  recipients  of  a grant 
to  strengthen  or  develop  Master’s  degree  programs 
designed  to  prepare  instructors  to  teach  nursing  in 
community  junior  colleges. 

The  Florida  Project 

Specifically,  the  Florida  Project  proposed  to 
initiate  five  new  associate  degree  nursing  pro- 
grams. Three  programs  are  already  in  operation 
at  Alanatee  Junior  College,  Bradenton;  Daytona 
Beach  Junior  College;  and  Dade  County  Junior 
College,  ^liami.  Three  more  programs  are  now  in 
the  planning  stage  at  the  Junior  College  of  Brow- 
ard County,  Fort  Lauderdale;  Central  Florida 
Junior  College,  Ocala;  and  Gulf  Coast  Junior 
College.  Panama  City.  It  is  expected  that,  by 
September  1963,  nine  programs  in  nursing  educa- 
tion will  have  been  established  in  the  same  num- 
ber of  public  community  junior  colleges. 

Another  objective  of  the  project  was  reached 
when  the  University  of  Florida  developed  a post- 
baccalaureate program  designed  to  prepare  in- 
structors to  teach  in  associate  degree  nursing  pro- 
grams. One  graduate  of  this  program  is  currently 
teaching  at  Daytona  Beach  Junior  College.  Four 
students  are  expected  to  complete  requirements 
for  the  Master’s  degree  this  summer.  Several  stu- 
dents are  enrolled  for  part  time  graduate  study. 
The  faculty  of  the  College  of  Nursing  has  actively 
participated  in  workshops  and  institutes  sponsored 
by  the  project.  Four  of  these  meetings  were  held 
on  the  campus  of  the  University. 

Consultation  services  is  the  third  approach 
used  to  attain  the  ultimate  goal  of  improving  and 
expanding  nursing  education  and  nursing  services. 
The  project  has  provided  assistance  to  college 
faculties  in  developing  the  nursing  curriculum,  and 
to  nursing  service  personnel  in  hospitals  for  the 
purpose  of  strengthening  existing  programs  or  in- 
itiating inservice  education  programs.  Nurses 
throughout  the  state  have  shown  a great  deal  of 
interest  in  sharing  ideas  and  exchanging  instruc- 
tional and  other  resource  materials. 
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The  Florida  Project  is  cosponsored  by  the  State 
Department  of  Education,  Division  of  Community 
Junior  Colleges,  the  State  Board  of  Nursing,  and 
the  University  of  Florida.  INIany  facets  of  this 
five  year  program  were  built  upon  work  that  had 
been  started  prior  to  1959.  The  foresight  and  ef- 
forts of  these  leaders  were  directed  toward  meet- 
ing the  present  and  future  needs  of  the  citizens  of 
the  state  in  education,  health,  and  welfare.  As  a 
consequence  of  this  planning  it  has  been  possible 
to:  (1)  establish  new  nursing  programs  in  junior 
colleges;  (2)  develop  a graduate  program  to  pre- 
pare teachers  of  nursing;  and  (3)  provide  inserv- 
ice educational  opportunities  for  faculty  and  nurs- 
ing service  personnel.  The  project  will  terminate 
in  1964,  but  the  work  will  continue  through  the 
junior  colleges  and  through  the  State  Board  of 
Nursing. 

Educational  programs  prepare  the  beginning 
worker.  The  level  and  scope  of  nursing  practice 
cannot  reflect  more  knowledge  than  the  practi- 
tioner brings  to  the  work  situation.  To  assure  a 
high  quality  of  patient  care  it  is  necessary  for 
nurses  to  know  the  “why”  as  well  as  the  “how”, 
and  for  them  to  seek  continuously  more  educa- 
tional experiences  as  new  knowledge  emerges  from 
the  rapid  advances  being  made  in  medical  science 
and  technology.  This  aspect  of  continuing  edu- 
cation is  a mutual  responsibility  of  nurses  and 
employing  agencies. 


Florida’s  statewide  coordinated  approach  to 
improve  and  e.xpand  nursing  education  and  nurs- 
ing services  points  the  way  to  future  plans  and 
action.  The  goal  of  excellence  in  patient  care  can 
be  accomplished  by  increasing  the  number  of 
nurses  graduated  annually  from  educational  pro- 
grams combined  with  a sound  plan  to  utilize  ef- 
fectively the  services  of  nurses  in  employment  sit- 
uations. Progress  has  certainly  been  made. 

Comment 

Alice  D.  Hourihan,  R.N,*  Coral  Gables:  The  ex- 
cellent paper  on  “Xursing  Education  in  Florida’s  Com- 
munity Junior  Colleges”  is  constructive  and  thought-pro- 
voking. Basically,  the  climate  in  which  nursing  exists 
today  includes  the  social,  political,  economic,  and  cultural 
aspects  of  .\merican  life  in  the  1960s.  Of  vital  importance 
is  the  way  in  which  nursing  affects  and  is  affected  by  the 
crucial  issues  with  which  we  must  be  concerned  and  their 
impact  on  patient  care — better  care  than  we  have  today. 

These  issues  relate  to  such  broad  matters  as  the  grow- 
ing independence,  knowledge,  and  therapeutic  abilities  of 
the  patient  himself.  They  are  issues  inherent  in  the  inter- 
changeability of  the  role  of  the  nurse.  They  are  issues 
that  have  to  do  with  the  evaluation  of  nursing  education; 
with  administrative  responsibilities  for  patient  care;  with 
the  image  of  nursing;  with  the  revolution  going  on  around 
us  in  teaching  and  communications;  with  the  mixed  pub- 
lic attitudes  about  government  versus  voluntary  respon- 
sibility for  vital  community  services. 

.■\t  the  present  time,  to  synthesize  these  issues  concrete- 
ly would  enhance  and  enrich  their  significance  to  the 
future  of  nursing. 

‘Directress  of  Nursing.  Doctors'  Hospital,  Coral  Gables. 

Kenaston  Clinic  (Dr.  Kenaston) 


Sixth  Annual  Conference 


County  Medical  Society  Presidents  and  Secretaries 


Sponsored  by  Florida  iNIedical  Association 


January  25-26,  Orlando 


Robert  Meyer  Motor  Inn 
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Research  at  University  of  Florida 
College  of  Medicine 

Department  of  Anatomy 


James  G.  Wilson,  M.A.,  Ph.D. 

GAINESVILLE 

A modern  medical  school  department  of  anat- 
omy might  offer  some  surprises  to  the  visitor  who 
is  returning  for  the  first  time  since  graduation, 
say  20  years  ago.  The  spacious  museums  filled 
with  jars  of  preserved  dissections  and  startling 
anomalies  are  gone  or  have  been  reduced  to  a few 
out-of-the-way  cabinets.  The  halls  are  no  longer 
hung  with  pictures  of  famous  name  anatomists 
and  former  faculty.  Instead,  the  museums  have 
been  converted  into  research  laboratories  and  the 
halls  now  display  pictures  taken  with  the  electron 
microscope.  \ closer  look  would  reveal  that  the 
people  in  the  laboratories  are  not  doing  special 
dissections  on  cadavers  injected  wdth  colored 
starch  or  looking  through  conventional  microscopes 
at  histologic  slides  stained  with  hematoxylin  and 
eosin.  They  are  working  at  chemical  benches  with 
enzyme  preparations  and  radioactive  tracers.  They 
are  injecting  hormones  or  the  newest  cancer-sup- 
pressing drug  into  mice,  or  examining  the  fetuses 
of  a pregnant  rat  treated  with  an  antimetabolite. 
They  are  working  at  sterile  hoods  with  tissue 
cultures  or  in  sterile  rooms  implanting  electrodes 
into  the  brains  of  monkeys. 

Scope  of  Anatomical  Research 

Our  visitor  by  now  may  have  asked  with  some 
incredulity,  “This  is  Anatomy?”  The  answer 
would  have  to  be  a qualified  one.  It  is  not  pure 
morphology  of  the  sort  most  often  practiced  by 
the  medical  school  anatomist  of  50  or  even  20 
years  ago.  Nevertheless,  these  are  modern  anat- 
omists who  are  using  structural  criteria  and  mor- 
phological end-points  in  their  research.  The  main 
difference  is  that  the  end-points  are  no  longer 
sought  by  direct  observation  alone;  they  are 
searched  for  with  electron  microscopes,  chromato- 
graphic columns,  conditioned  reflexes  and  radio- 
active tracers.  But  can  research  which  relies  on 
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such  methodology  really  qualify  as  anatomical  re- 
search? 

This  question  is  not  new  and  the  most  satis- 
factory answer  this  writer  can  give  is  that  ana- 
tomical research  is  whatever  anatomists  do  when 
they  do  research,  a definition  which  tends  to  leave 
the  subject  wide  open.  In  fact,  this  openendedness 
is  often  cited  as  an  advantage  by  those  whose 
responsibility  it  is  to  recruit  young  men  and  women 
into  this  discipline.  It  is  emphasized  that  people 
doing  research  in  a department  of  anatomy  feel 
very  little  restriction  in  selecting  either  their  sub- 
ject or  their  methods.  Accepting  the  one  qualifica- 
tion that  morphological  criteria  or  end-points  will 
be  used,  the  researcher  still  has  as  his  sphere  vir- 
tually the  whole  of  biomedical  science. ^ 

A tendency  to  disregard  categorical  boundaries 
in  research  is,  of  course,  not  unique  to  anatomists; 
it  is  practiced  to  some  degree  in  most  areas  of 
scientific  inquiry  today.  The  anatomist  feels  a bit 
less  restrained  than  others  only  because  he  has 
never  been  quite  sure  where  the  boundaries  of  his 
discipline  were  anyway.  Consider  the  matter  of 
magnitude;  an  almost  infinite  series  of  structural 
problems  exists  between  the  gross  and  the  ultra- 
microscopic  levels.  Then  there  are  the  multitudes 
of  problems  met  when  one  interrelates  structure 
with  other  aspects  of  living  matter  such  as  func- 
tion, metabolism,  growth  and  chemical  composi- 
tion. Because  he  is  thus  obliged  to  take  a broad 
view,  the  thoughtful  anatomist  actually  regards 
himself  as  much  a human  biologist  as  a specialist 
in  medical  basic  science. 

While  on  the  subject  it  might  be  noted  that 
this  lack  of  restriction  in  point  of  view  and  in 
research  activity  is  not  an  unmixed  blessing.  For 
example,  the  anatomist  may  teach  one  subject 
such  as  gross  anatomy  and  do  research  in  quite  a 
different  one  such  as  electron  microscopy.  He 
must  then  maintain  a high  degree  of  competency 
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in  two  areas  that  do  not  overlap  to  any  noticeable 
dergee,  unlike  his  colleagues  in  other  disciplines 
who  often  teach  and  do  research  in  one  fairly 
circumscribed  subject  area.  This  is  no  small  prob- 
lem at  a time  of  such  rapid  scientific  expansion 
that  it  is  virtually  impossible  to  keep  abreast  of 
new  developments  in  only  one  field.  Furthermore, 
the  research  diversity  among  his  colleagues,  not 
to  mention  the  subdivisions  of  teaching  within  his 
department,  can  make  the  present  day  anatomist 
feel  like  the  people  who  built  the  Tower  of  Babel, 
confounded  by  a confusion  of  tongues. 

Before  discussing  research  in  any  other  partic- 
ular, a word  about  its  quantitative  aspects  may 
be  in  order.  In  a recent  survey^  on  the  research 
output  of  all  departments  of  anatomy  in  the  Unit- 
ed States  and  Canada,  the  Department  of  Anat- 
omy at  the  University  of  Florida  ranked  twenty- 
sixth  among  the  97  medical  schools  reporting.  We 
take  modest  pride  in  this  rank,  in  view  of  the  fact 
that  our  research  laboratories  were  first  opened  in 
September  1956.  Quality  in  research  is  a more 
nebulous  thing  and  the  reader  is  left  to  estimate 
it  in  his  own  way  from  the  following  descriptions. 

Specific  Projects 

Our  broad  interest  in  human  biology  is  exem- 
plified by  the  work  in  physical  anthropology  and 
growth  being  carried  on  by  Dr.  James  A.  Gavan. 
Physical  growth  is  such  a standard  property  of 
living  matter  it  is  usually  taken  for  granted,  little 
attention  being  given  to  the  environmental  and 
genetic  factors  which  influence  it.  In  order  to 
study  the  effects  of  nutrition,  heredity,  sex  and 
population  density  upon  growth,  Dr.  Gavan  main- 
tains a colony  of  some  60  monkeys  at  the  Uni- 
versity’s excellent  animal  farm.  Beginning  at 
birth  and  at  regular  intervals  thereafter  the  young 
animals  are  weighed,  x-rayed  and  otherwise  assess- 
ed as  to  their  change  in  physical  size  and  propor- 
tion. The  data  are  then  analyzed  with  an  elec- 
tronic computer  in  such  a way  that  otherwise  in- 
apparent  fluctuations  become  readily  visible.  As 
a sideline  and  because  of  his  expert  knowledge  of 
skeletal  structure.  Dr.  Gavan  is  frequently  called 
upon  by  law  enforcement  agencies  in  the  state  to 
aid  in  the  evaluation  of  skeletal  remains  that  may 
have  medicolegal  significance,  that  is,  the  age,  sex, 
race,  and  type  and  duration  of  burial  of  human 
bones  unearthed  at  a construction  site. 

Research  on  the  nervous  system  is  centered 
on  the  cerebellum,  a structure  of  which  the  func- 
tions are  just  beginning  to  be  clearly  defined.  Dr. 
Donald  C.  Goodman  has  attacked  the  problem  of 


cerebellar  function  by  the  very  logical  means  of 
studying  a series  of  animals  in  which  this  organ 
becomes  increasingly  more  complex.  He  began 
with  the  frog,  the  earliest  animal  phylogenetically 
to  have  a cerebellum  worthy  of  the  name.  After 
analyzing  the  physiology  of  this  relatively  simple 
organ,  it  was  then  somewhat  easier  to  proceed 
stepwise  to  unravel  the  functional  complications  of 
the  organ  in  successively  higher  animals  such  as 
the  alligator,  the  duck,  and  the  rat.  By  direct 
electrical  stimulation  of  the  cerebellar  cortex.  Dr. 
Goodman  elicits  complex  patterns  of  locomotor 
and  postural  movements.  These  can  be  reversed, 
modulated  or  otherwise  modified  depending  upon 
the  specific  area  of  cortex  stimulated.  Contrary  to 
previous  thinking  on  the  subject,  areas  of  com- 
parable function  in  the  cerebellar  cortex  are  now 
known  to  be  laid  out  in  longitudinal  bands  rather 
than  localized  within  the  anatomical  lobules.  Dr. 
Goodman  is  extending  his  studies  on  the  control 
of  posture,  movement  and  muscle  tone  into  the 
brain  stem  and  to  other  parts  of  the  nervous  sys- 
tem. These  basic  investigations  may  contribute 
to  a better  understanding  and  consequently  to  a 
more  rational  treatment  of  motor  disorders  such 
as  spasticity,  dystonia  and  dyskinesia. 

Another  very  interesting  approach  to  experi- 
mental neurology  is  being  made  by  Dr.  James  A. 
Horel  who  is  using  a modification  of  the  classical 
technique  of  the  conditioned  reflex  to  identify 
some  of  the  pathways  of  learning.  Rats  are  con- 
ditioned to  make  a postural  response  to  an  audible 
tone,  but  unlike  the  usual  conditioning  situation, 
the  posture  is  elicited  by  electrically  stimulating 
the  cerebellum  through  implanted  electrodes.  After 
several  simultaneous  stimuli  the  tone  alone  is  able 
to  elicit  part  of  the  postural  response.  It  has  also 
been  found  that  other  areas  of  the  brain  than  the 
cerebellum  are  subject  to  this  unconventional  sort 
of  conditioned  reflex  and  attempts  are  now  being 
made  to  condition  animals  to  a tone  not  only  for 
postural  but  also  for  emotional  responses  elicited 
from  the  brain  stem.  If  in  any  degree  successful, 
this  technique  will  provide  a very  valuable  tool  for 
elucidating  the  neuroanatomy  and  neurophysiology 
of  learning  and  of  the  emotions. 

Directly  applicable  to  clinical  medicine  are 
the  studies  of  Dr.  Joseph  F.  Gennaro  on  the  treat- 
ment of  the  bites  of  venomous  snakes.  These  have 
been  done  in  conjunction  with  Dr.  Newton  C. 
McCollough  of  Orlando  and  are  summarized  in 
two  papers  published  in  this  Journal  in  June  1963. 
Dr.  Gennaro’s  research  interests,  however,  are  not 
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limited  to  snakes  and  snake-bite  treatment  but 
extend  to  include  the  mechanisms  of  toxicity  of 
natural  poisons  generally,  including  those  pro- 
duced by  bacteria  and  such  exotic  forms  as  the 
octopus.  He  has  developed  methods  for  labeling 
venoms  with  radioactive  tracers  so  that  their  local- 
ization in  vivo  and  their  ultimate  sites  of  action 
may  be  more  easil}’  identified.  He  has  also  de- 
voted much  time  to  the  fractionation  of  venoms 
into  component  enzymes  by  electrophoretic  means. 
At  present  he  is  investigating  the  use  of  nonspe- 
cific substances  such  as  chelating  agents  and  sul- 
phydryl  drugs  to  counteract  certain  natural  toxins. 

The  electron  microscope  has  added  a new  di- 
mension to  the  study  of  structure,  increasing 
microscopic  vision  from  l,500x  to  150,000x.  Dr. 
William  Callahan  is  our  expert  in  the  operation 
and  application  of  this  particularly  intricate  in- 
strument. At  the  moment  he  is  attempting  to  in- 
crease the  precision  of  the  electron  microscope  as 
an  investigative  tool  by  developing  better  “stain- 
ing” methods.  The  usual  histological  stains  are 
useless  here  and  in  order  to  achieve  any  degree  of 
differentiation  between  various  cellular  compo- 
nents, an  electron  opaque  material  such  as  heavy 
metal  ions  must  be  selectively  deposited  on  formed 
elements  within  the  cells.  Standard  methods  use 
lead  or  uranium  compounds  but  these  leave  much 
to  be  desired.  Dr.  Callahan  has  just  completed  a 
study  which  reveals  that  certain  vanadium  com- 
pounds have  superior  staining  properties  and 
promise  to  add  very  significantly  to  this  rapidly 
developing  field. 

Histochemistry  has  more  than  fulfilled  its  ear- 
lier promise  as  a means  of  revealing  the  chemical 
composition  of  tissues  and  cells.  Dr.  E.  Marshall 
Johnson  is  currently  applying  histochemical  meth- 
ods to  very  good  advantage  in  his  research  into 
the  mechanisms  of  abnormal  development.  He 
uses  folic  acid  deficiency  in  pregnant  rats  to 
cause  maldevelopment  of  the  offspring.  The 
structural  deviations  caused  in  the  embr\'os  b}' 
this  deficiency  are  well  known,  even  in  their  ear- 
liest visible  manifestations.  Dr.  Johnson,  however, 
is  tracing  the  abnormality  back  beyond  the  ear- 
liest structural  defects  and  into  the  realm  of  the 
prior  alteration  in  cellular  chemistry.  With  his 
own  .adaptations  of  histochemical  and  electro- 
phoretic methods  he  is  showing  that  phosphatases, 
esterases  and  other  enzymes  are  present  in  dimin- 
ished quantities  well  in  advance  of  the  first  rec- 
ognizable malformation. 

Also  interested  in  the  general  area  of  embry- 


onic development  is  Dr.  David  Peck  who  grows 
embryonic  tissues  in  culture  in  order  to  observe 
the  effects  of  varying  environmental  conditions  on 
subsequent  cellular  differentiation.  He  has  shown 
that  the  retina  removed  from  an  early  chick 
embryo  will  develop  to  a surprisingly  normal  de- 
gree, with  the  usual  nervous  and  receptor  ele- 
ments, if  left  intact  under  optimal  culture  condi- 
tions. If  the  retinal  cells  are  dispersed  at  the  time 
they  are  transplanted  from  the  embryo  to  the  cul- 
ture, however,  the\'  develop  in  a different  fashion. 
They  remain  as  solitary  cells,  they  fail  to  develop 
nervous  processes  typical  of  retinal  cells,  and  most 
surprisingly,  they  become  heavily  pigmented, 
something  normal  retinal  cells  never  do.  Thus, 
whether  the  cells  remain  associated  or  become 
dispersed  appears  to  be  all  important  in  determin- 
ing precisely  what  developmental  information  is 
released  from  the  genes,  or  at  least  how  it  is 
expressed. 

The  causation  of  congenital  malformations  is 
a subject  much  highlighted  in  recent  months,  so 
much  so  that  it  has  won  new  enthusiasts  almost 
to  the  point  of  obscuring  the  fact  that  a few  sci- 
entists have  worked  in  this  field  for  a number  of 
years.  The  writer  is  among  these  relative  “old 
timers”  who  have  tried  to  elucidate  the  mecha- 
nisms of  teratogenic  action  by  studying  e.xperi- 
mental  animals  treated  with  such  agents  as  nutri- 
tional deficiencies,  .x-rays,  and  various  to.xins  and 
antimetabolites.  The  upshot  of  these  experiments, 
together  with  careful  analysis  of  the  human  situa- 
tion, seems  to  be  that  only  a small  percentage  of 
malformations  can  be  attributed  to  single  genetic 
or  single  environmental  causes  and  that  a majority 
must  be  attributed  to  the  interaction  of  two  or 
more  genetic  and/or  environmental  causes.  The 
writer  is  presently  investigating  this  hypothesis 
in  rats  and  has  succeeded  in  demonstrating  sever- 
al instances  in  which  minimal  or  subthreshold 
levels  of  two  teratogenic  agents  applied  simulta- 
neously have  potentiated  each  other  to  the  extent 
that  a high  percentage  of  malformed  offspring  re- 
sulted. Whether  comparable  potentiative  effects 
occur  during  human  pregnancy  remains  to  be 
determined. 

Thus,  the  anatomist  of  today  no  longer  dis- 
covers new  fascial  layers  or  describes  the  inevita- 
ble structural  variations  encountered  in  the  dis- 
secting room.  .As  a matter  of  fact  there  is  some 
doubt  that  his  predecessors  would  have  regarded 
him  as  an  anatomist  in  the  true  sense,  at  least 
as  far  as  research  activities  are  concerned.  Xever- 
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theless,  the  modern  anatomist  would  rationalize 
such  harsh  judgment  with  the  contention  that  he, 
like  his  more  stereotyped  predecessor,  is  also 
making  a contribution  to  basic  medical  knowledge, 
albeit  by  somewhat  different  means. 

Objectives 

These  research  activities  are  currently  sup- 
ported by  eight  grants  in  the  amount  of  approxi- 
mately $125,000  from  such  agencies  as  the  Na- 
tional Institutes  of  Health,  the  National  Founda- 
tion and  the  United  States  Army.  In  addition 
he  graduate  program  of  the  Department  is  sup- 
ported by  an  Anatomical  Sciences  Training  Grant 
in  the  annual  amount  of  $26,000  from  the  Nation- 
al Institutes  of  Health.  Ten  graduate  students 
are  now  working  in  this  program  toward  Ph.D. 
degrees  and  it  is  expected  that  the  number  will 
reach  12  and  possibly  14  during  the  coming  year. 
Although  our  primary  functions  are  teaching 
medical  students  and  contributing  to  medical 
knowledge  through  research,  efforts  must  also  be 
devoted  to  the  training  of  personnel  to  fill  medical 
teaching  and  research  positions  in  the  future  if 
quality  in  these  areas  is  to  be  maintained.  Thus 


our  work  becomes  doubly  gratifying  in  the  real- 
ization that  we  are  helping  to  train,  not  onl}^  the 
physicians,  but  also  the  medical  educators  and 
researchers  of  tomorrow. 
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How  May  the  Auxiliary 
Further  Mental  Health? 

Everything  begins  at  home — not  just  charity.  The  be- 
ginnings, the  developments  and  the  adjustments  are  the 
foundations  for  one’s  present  and  future  living  at  home, 
in  the  community,  in  the  nation  and  in  this  world. 

Since  everyone  combines  to  make  up  a community 
and  its  inseparable  mental  health,  everyone  is  responsible 
for  community  mental  health.  People  constituting  com- 
munities definitely  are  increasing  their  awareness  of  this 
responsibility,  as  evidenced  in  countless  forms  of  interest 
and  activity. 

The  public  has  been  educated  to  the  point  that  proper 
guidance  is  a MUST — the  lack  of  it  would  be  disastrous. 
Right  now  people  are  looking  impatiently  for  leadership, 
direction  and  adequate  counseling  in  their  immediate 
steps. 

Only  recently  at  the  F.\MH  October  Conference  was 
this  exemplified  beyond  a doubt.  .An  often  repeated  ques- 
tion was  “What  can  we  tell  the  housewives  to  do  if  they 
notice  someone  in  the  home  showing  signs  of  emotional 
illness  or  difficulties?”  The  question  received  no  definite 
answer — until  one  minute  before  the  close  of  the  session 
I felt  driven  to  say  “With  mental  illness  being  considered 
as  just  one  of  the  many  medical  illnesses,  and  with  people 
calling  a doctor  for  any  of  the  other  medical  illnesses, 
it  seems  to  me  that  a doctor  should  be  called  for  such  an 
illness,  too.  Then,  should  the  situation  be  one  that  would 
be  handled  better  by  someone  else,  the  doctor  would 
know  to  whom  the  situation  should  be  referred.”  The 
ensuing  dead  silence  was  followed  by  the  statement  “Since 
there  is  no  time  for  further  questions  or  discussions,  we 
are  adjourned.” 

My  observation  seemed  to  me  to  be  such  an  obvious 
answer  to  the  question  that  it  shouldn’t  have  had  to  be 
stated.  But  people  have  to  have  things  S-P-E-L-L-E-D 


out  to  them  so  much  now-a-days,  sad  commentary  on 
present  day  living  though  it  is.  How  could  it  be  other- 
wise when  people  deny  themselves  the  constructive,  free 
thinking  moments  of  walking  without  a transistor  radio 
in  hand,  of  driving  without  playing  the  car  radio,  of 
returning  home  without  bringing  in  the  immediate  sounds 
of  the  T\’  or  radio  ? 

The  time  has  come  for  MDs  to  emerge  from  the 
background  and  go  into  action  for  the  benefit  and  im- 
provement of  their  community’s  mental  health,  thereby 
providing  the  looked  for  leadership,  improving  the  “Doc- 
tor image”  and  tangibly  proving  their  dedication  to  serv- 
ice and  humanity.  “Footprints  in  the  sands  of  time  were 
not  made  by  sitting  down”! 

The  Woman’s  .Auxiliaries  have  Mental  Health  com- 
mittees, and  all  but  Manatee,  Marion,  Polk  and  Putnam 
of  the  41  Florida  County  Medical  Societies  have  such 
committees  to  approve  and  coordinate  the  .Auxiliary  plans 
of  action. 

The  unlimited  usefulness  and  possibilities  of  our  Flor- 
ida County  .Auxiliaries  are  determined  by  the  respective 
medical  societies.  Emphasis  on  auxiliary  Mental  Health 
has  been  approved  on  national  and  state  level,  making 
possible  the  October  distribution  of  Mental  Health  Pro- 
gram Kits. 

Won’t  each  County  Medical  Society  PLE.ASE  acquaint 
itself  with  this  material  for  consideration  and  hoped  for 
approval — then  encourage,  support  and  even  assist  its 
auxiliary  in  its  number  one  need  of  serving  and  bettering 
each  individual  community’s  Mental  Health  toward  the 
benefit  of  mankind  generally  ? “Some  folks  may  doubt 
what  you  say,  but  everybody  will  believe  what  you  do.” 

Mrs.  Frederick  L.  P.4try 
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Confusion  and  Bitterness 


l.rl.  frequently  related.  Misconceptions  and  a 

ack  of  understanding  may  breed  distrust  or  lead  to  resentment.  Specifically,  referLce  is  made 
to  the  recent  agreement  between  the  Florida  Medical  Association  and  the  Florida  Industrial 
^mrnission  in  which  there  is  a revision  of  the  fee  schedule  previously  used  since  September 
1.  I960.  Standard  code  numbers  and  nomenclature,  developed  in  the  1962  Relative  Value 
I Association,  form  the  basis  or  frame  of  reference  for  this  un- 

published schedule  of  fees.  It  IS  intended  that  physicians  be  given  the  oppormnity  to  bill 
their  usual  or  customary  fees  for  services  rendered  to  Workmen’s  Compensation  patients.  In 
the  event  that  procedures  are  unusual  or  progress  complicated,  these  facts  may  be  substantiated 
by  a narrative  report.  The  unusual  case  record  is  then  reviewed  by  the  Medical  Consultant 
and  or  the  Medical  Advisory  Committee.  The  latter  group  consists  of  representative  mem- 
bers of  the  medical  profession.  They  are  aware  that  no  single  fee  can  be  assessed  which  will 
cover  all  of  the  varied  circumstances  of  medical  or  surgical  services.  Consequently,  fair  con- 
sideration, including  the  point  of  view  of  organized  medicine,  may  be  obtained. 

For  several  years  the  interposition  of  a third  party  has  encroached  upon  direa  physi- 
cian-patient relations.  Many  efforts  have  been  made  to  preserve  the  freedom  of  medicine  and 
to  maintain  the  profession  as  a private  enterprise.  This  is  another  such  effort.  The  omission 
of  fixed  fees  is  a part  of  that  philosophy.  Months  of  study,  and  of  dedicated  effort,  by  our 
Committee  on  Fee  Schedules,  the  Council  on  Sp>ecialty  Medicine  and  consultation  with  other 
members  of  the  Florida  Medical  Association,  resulted  in  a compiensation  schedule  which 
seemed  to  offer  a fair  solution  for  all  concerned.  A spirit  of  cooperation  and  of  objective, 
factual  discussion  characterized  these  meetings,  attended  by  people  who  are  knowledgeable 
in  the  subjeas  under  consideration.  Admittedly,  in  retrospect,  it  would  have  been  preferable 
to  delay'  the  effective  date  until  after  an  intensive  educational  program  had  insured  complete 
understanding  of  the  changes  made.  It  has  been  my  privilege  to  observe  closely  the  mem- 
bers of  our  Association  principally  concerned  and  responsible  during  the  long  period  of 
consideration.  There  has  been  no  conniving  and  no  double  dealing.  Seldom  has  a group 
addressed  itself  to  a task  with  such  abandonment  of  self  interest  or  with  such  devotion  to 


the  accomplishment  of  an  idea  which  they  believe  to  be  for  the  good  of  all  concerned.  They 
deserve  our  warm  thanks  and  appreciation. 

Further  information  will  be  provided.  Undoubtedly,  there  will  be  individual  instances 
where  inequities  seem  to  occur.  The  Medical  Qmsultant  and  the  Medical  Advisory  Commit- 
tee are  not  only  available  for  consultation,  but  anxious  to  help  when  the  complaint  is  just 
and  reasonable. 

At  the  meeting  of  Presidents  and  Secretaries  of  County  Societies,  which  will  be  held  in 
Crlando  on  the  twenty-fifth  and  twenty-sixth  of  this  month,  a part  of  the  program  will  be 
devoted  to  a discussion  of  Workmen’s  Compiensation  problems.  This  is  a part  of  the  Panel 
on  Medical  Economics. 

Dissemination  of  facts  concerning  the  happienings  and  current  developments  within  the 
Florida  Medical  Association  is  often  difficult.  This  Conference  of  Presidents  and  Secretaries 
provides  a medium  for  the  exchange  of  ideas  and  for  freedom  of  expression.  Be  sure  that 
your  county  medical  society  is  represented.  The  agenda  covers  most  of  the  activities  of  your 
Association,  and  provides  a sort  of  interim  session  at  which  every  member  can  make  a con- 
tribution toward  the  solution  of  problems  which  confront  us.  Interested  component  county- 
societies  provide  the  strength  of  the  state  organization.  Knowledge  of  the  facts  and  awareness 
of  the  motivation  behind  decisions  will  disp>el  many  doubts  about  the  subject  under  discus- 
sion. The  problems  and  desires  of  the  membership  of  constituent  societies  should  be  freely 
expressed.  In  this  way,  our  program  of  activities  in  the  State  Association  will  be  truly  repre- 
sentative of  organized  medicine  in  Florida. 

Here  is  a plea  for  patience,  and  a combined  effort  on  the  part  of  all  of  our  members  to 
do  everything  possible  in  an  effort  to  make  this  new  program  fair  and  effective  for  medicine, 
for  the  patient,  the  insurance  carrier  and  industry.  Better  medical  services  will  be  performed 
by  physicians  who  are  free  to  do  their  best,  and  who  will  receive  adequate  remuneration,  than 
by  a system  of  regulation  and  fixed  decrees,  whether  it  be  of  fees  or  procedure.  Modification 
of  the  present  schedule  can  be  made  if  the  plan  does  not  prove  to  be  realistic  or  feasible.  But 
give  it  a chance,  first.  And,  without  confusion,  there  will  be  no  bitterness. 


Editorials 


Pharmaceutical  Advertising 

The  purpose  of  advertising  is  to  disseminate 
information  about  a product  or  an  available  serv- 
ice in  the  hope  of  creating  a favorable  impression 
and,  in  turn,  of  increasing  sales.  This  general 
statement  is  true  of  the  advertisements  in  this 
and  other  medical  journals  published  throughout 
the  country.  There  is,  however,  an  additional  ob- 
jective in  the  messages  of  the  pharmaceutical  con- 
cerns for  they  represent  an  effort  to  help  the  phy- 
sician know  how  best  to  help  his  patient. 

When  we  physicians  prescribe  a drug  prepara- 
tion, do  we  ever  consider  the  series  of  events  pre- 
ceding the  decision  to  do  so?  Obviously,  some- 
thing brought  this  preparation  to  our  attention; 
a colleague  who  had  a case  similar  to  one  of  ours 
had  mentioned  it  at  a staff  meeting,  a sample  with 
various  pieces  of  literature  had  come  by  mail,  the 
detail  man  seen  briefly  at  the  end  of  a busy  day 
had  described  the  medication,  or  possibly  an  ad- 
vertisement in  a journal  had  caught  our  eye. 
Some,  or  all,  of  these  occurrences  usually  precede 
the  decision  to  write  a particular  prescription  or 
use  a particular  pharmaceutical  compound.  Should 
we  be  even  more  curious,  we  might  wonder  who 
reported  good  results  with  this  particular  method 
of  management  to  the  colleague  who  first  mention- 
ed its  use  to  us. 

Recently  a pharmacist  employed  by  a chain  of 
drug  stores  in  the  southern  part  of  the  state  com- 
mented that  he  could  determine  when  an  adver- 
tisement for  a new  pharmaceutical  preparation 
had  appeared  in  The  Journal  of  the  Florida  Medi- 
cal Association  for  its  appearance  was  immediately 
followed  by  an  increase  in  the  number  of  prescrip- 
tions for  that  particular  preparation.  The  remark 
was  encouraging  to  the  staff  of  The  Journal  for  it 
indicated  that  Florida  physicians  read  The  Journal 
and  utilize  the  knowledge  obtained  from  its  ad- 
vertisements. 

Through  reprints,  samples,  leaflets,  letters, 
detail  men  and  professional  journals,  each  phar- 
maceutical advertiser  makes  an  effort  to  contrib- 


ute to  our  continuing  education.  Those  of  us 
who  close  our  mind  to  this  available  help  are 
giving  our  patients  less  than  our  best. 

With  this  issue  of  The  Journal  there  begins  a 
series  of  reminders  to  help  each  of  us  remember 
to  read  the  advertisements  in  each  issue,  to  ap- 
preciate the  help  they  may  give,  and  to  utilize 
the  information  offered  when  it  is  to  the  best  in- 
terest of  the  patient.  When  a detail  man  is  next 
shown  into  the  office,  thank  him,  and  his  employer 
through  him,  for  making  possible  this  up-to-the- 
minute,  helpful  system  of  self  education  which  is 
presented  to  us  through  The  Journal. 

T.M. 

The  Changing  Times 
in  Medical  Practice 

“The  end  of  the  nineteenth  century  marked 
the  passing  of  the  horse  and  buggy  days  and  the 
grand  old  family  doctor — patient  and  capable, 
considering  what  he  had  to  work  with.”  Thus  Dr. 
William  W.  McKibben  closes  his  revealing  article 
on  practicing  pediatrics  at  the  turn  of  the  century. 
To  those  of  us  who  are  privileged  to  know  Dr. 
McKibben,  there  is  much  inspiration  to  be  had 
from  the  complete  dedication  to  Medicine  of  a 
man  who  has  been  engaged  in  active  practice  for 
more  than  50  years. 

The  effectiveness  of  medication  and  methods 
of  treatments  available  to  us  now  is  brought  home 
with  startling  clarity  when  he  discusses  scarlet 
fever,  a diagnosis  which  struck  fear  in  the  hearts 
of  parents  and  doctors  alike  in  the  days  Dr.  Mc- 
Kibben recollects.  Modern  bacteriological  meth- 
ods can  rapidly  identify  the  beta  hemolytic  strep- 
tococcus, and  one  injection  of  long-lasting  penicil- 
lin is  effective  in  curing  and  preventing  complica- 
tions. Yet  the  lesson  learned  by  observing  lower 
mortality  when  adequate  ventilation  of  wards  was 
possible,  still  benefits  us  today. 
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Diphtheria,  typhoid  fever,  syphilis  and  malaria 
are  all  to  most  young  pediatricians  names  of  dis- 
eases of  which  most  of  their  information  is  hear- 
say. We  now  have  a specific  curative  agent  for 
each  of  these  diseases.  The  privilege  of  watching 
the  recovery  of  a child  with  diphtheria  saved  bv 
intubation  must  have  been  a source  of  great  satis- 
faction to  practitioners  in  that  time.  Seeing  ma- 
laria as  a public  health  problem  succumb  to  meas- 
ures eliminating  anopheline  mosquitoes  must  have 
been  a great  thrill  to  men  of  that  era.  Some  of 
their  enthusiasm  must  have  been  transmitted 
to  us. 

Present  day  methods  of  handling  arthritis, 
diabetes  mellitus,  anemia,  and  pertussis  become 
more  remarkable  than  ever  when  viewed  in  the 
light  of  Dr.  McKibben’s  reflections.  Cortisone, 
insulin,  effective  vaccines  all  are  seen  as  powerful 
tools  when  looked  at  in  this  perspective. 

Ves,  a great  deal  of  scientific  progress  has 
been  made  since  that  era,  but  it  is  fervently  to  be 
hoped  that  the  heritage  of  patience  and  dedica- 
tion to  service  has  not  and  shall  not  be  overlooked 
in  practice  with  our  new-found  knowledge.  Indeed 
there  are  many  clinical  problems  yet  unsolved. 
Daily  we  are  confronted  with  evidence  of  them 
in  the  practice  of  medicine.  The  answer  must  lie 
in  continued  education,  intelligent  research,  and 
a progressive  attitude  of  accepting  new  construc- 
tive methods.  The  example  set  by  men  like  Dr. 
McKibben  is  the  stimulus  and  should  hearten 
us  to  renewed  efforts. 

J.AMES  W.  L.anc.aster.  M.D. 

COR-AL  G.ABLES 


Practice  of  Medicine 
Bv  Noncitizens 

The  Florida  Medical  Practice  Act  provides 
that  nonlicensed  physicians  can  practice  in  hos- 
pitals in  Florida  as  interns  and  residents  for  a 
period  of  two  years.  This,  however,  does  not  ap- 
ply to  hospitals  which  have  approved  training 
programs. 

In  those  hospitals  which  have  approved  train- 
ing programs,  an  unlicensed  physician  can  remain 
as  long  as  is  necessary  for  him  to  complete  his 
training  in  any  given  specialty.  He  is  not  allowed 
to  complete  the  training  in  one  specialty  and  then 
begin  another.  It  is  recommended  by  the  Florida 


State  Board  of  Medical  E.xaminers.  and  also  by 
the  hospitals,  that  those  trainees  who  have  com- 
pleted two  years  of  their  training  become  licensed 
because  as  residents  they  are  in  fact  practicing 
medicine.  Those  foreign  physicians  who  are  in 
training,  however,  cannot  become  licensed  until 
they  obtain  citizenship. 

There  has  been  considerable  difficulty  with 
foreign  house  physicians  in  hospitals  which  have 
no  accredited  training  programs.  According  to  law 
they  can  remain  onh'  two  years  in  a Florida  hos- 
pital without  a license.  They,  of  course,  feel  thev 
are  discriminated  against  if  not  allowed  to  stay 
indefinitely,  or  if  they  cannot  go  to  another  hos- 
pital and  stay  another  two  years  or  longer. 

Because  the  Board  was  insisting  upon  con- 
formity to  the  law,  a special  bill  was  introduced 
and  passed  in  the  1963  Legislature  to  the  effect 
that  a foreign  physician  who  holds  a license  in 
the  country  of  his  origin  could  remain  as  a house 
ph\  sician  in  a hospital  for  five  years.  This  law  ap- 
plies only  to  Monroe  County.  The  Board  of 
Medical  E.xaminers  is  studying  the  feasibility  of 
invalidating  this  law  in  the  courts. 

As  we  all  know,  it  was  the  purpose  of  the  1961 
Legislature  to  upgrade  the  quality  of  medical 
practice  in  Florida  by  requiring  foreign  graduates 
to  be  certified  by  the  Educational  Council  for 
Foreign  Medical  Graduates  and  by  prohibiting 
foreign  graduates  from  continuing  practice  in 
Florida  hospitals  for  more  than  two  years. 

Homer  L.  Pe.arson  Jr.,  M.D..  Director 
St.ate  Bo.ard  of  Medical  Examiners  of  Florida 
Miami 
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Allergy 

.Allerg>-.  as  a specialty,  did  not  really  get  started  until 
the  late  twenties  because  of  the  skepticism  and  unwilling- 
ness of  the  profession  to  accept  allergists.  Those  persons 
who  react  in  an  abnormal  way  to  certain  foods,  inhalants, 
medicines  taken  orally  or  by  injection,  and  objects  con- 
tacted are  the  ones  who  have  need  of  an  allergist’s  care. 

There  are  two  groups  of  allerg>-  problems — the  major 
and  minor  types.  The  first  is  well  known  and  includes 
asthma,  hay  fever,  hives  and  eczema,  which  affect  some 
10  per  cent  of  the  population.  The  more  minor  ones  are 
often  missed;  they  comprise  an  additional  20  to  30  per 
cent.  -Any  afebrile  disorder  that  recurs  often  and  has  be- 
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come  chronic,  suggests  an  allergy.  Such  problems  are 
head  colds,  sinusitis,  bronchitis,  fever  blisters,  canker 
sores,  headaches,  migraine,  croup,  colitis,  severe  colic,  un- 
explained fatigue,  itching  of  the  skin,  with  or  without  a 
rash,  and  others. 

When  a patient  requests  an  allergy  study,  the  first, 
and  by  far  the  most  important  factor  is  the  history.  An 
allergist  wants  to  know  when  the  trouble  began,  how 
often  it  recurs,  if  it  is  perennial  or  seasonal  or  both,  if  it 
is  worse  in  his  own  home  and  on  week  ends,  if  it  is  influ- 
enced by  sudden  weather  changes  or  winds,  if  other  sys- 
tems of  the  body  are  affected,  if  emotions  are  a contribu- 
tory factor,  and  other  details.  Should  there  be  a family 
history  of  allergy,  it  enhances  the  diagnosis  of  the  condi- 
tion. Such  a history  is  time-consuming  but  absolutely 
necessary.  It  requires  at  least  an  hour. 

The  usual  physical  and  laboratory  tests  are  similar  to 
those  other  physicians  make.  At  times,  additional  data 
such  as  x-ray,  nasal  smears,  leukopenic  index,  and  pul- 
monary function  tests  are  helpful.  Like  a detective,  once 
the  history  is  obtained,  an  allergist  hunts  for  additional 
clues.  These  clues  are  local  responses  to  skin  tests.  Multi- 
ple tests  of  various  foods  and  inhalants  are  applied  to  the 
skin,  first  on  superficial  scratched  areas,  then  subsequently, 
since  the  scratch  tests  usually  give  negative  results,  they 
are  made  intracutaneously  with  the  same  substances.  The 
substances  tested  are  called  food  and  inhalant  antigens. 
.■\ntigens  are  literally  water-soluble  extracts,  mainly  pro- 
tein. These  skin  tests  are  inspected  approximately  IS 
minutes  later.  Should  there  be  a larger  area  of  local 
irritation  than  a control  test  site,  the  test  suggests  a posi- 
tive reaction.  Such  a positive  reaction  indicates  the  pres- 
ence of  circulatory  antibodies  and  is  a potential  clue  for 
one  of  the  causes  of  the  allergy.  Antibodies  are  supposed 
to  give  protection,  in  nature,  but  like  Dr.  Jekyll  they 
sometimes  fail  to  do  so,  thus  acting  like  Mr.  Hyde. 

Little  children  who  have  a morbid  fear  of  needle 
injections,  children  and  adults  with  a skin  type  of  allergy, 
those  who  have  dangerous  allergic  reactions  and  those 
who  are  unable  to  remain  for  one  or  two  weeks  for  suf- 
ficient scratch  and  needle  testing,  can  be  skin-tested  by 
the  passive  transfer  (indirect)  method  of  skin  testing. 
They  have  to  be  free  of  contagious  diseases.  This  method 
is  a real  godsend  in  such  hardship  cases. 

Positive  skin  tests  are  then  correlated  with  the  pa- 
tient’s history.  Foods  that  are  positive  in  the  history  and 
skin  tests  are  usually  avoided  for  some  six  months  or 
longer.  Those  foods  consistently  avoided  or  consistently 
disliked  are  usually  also  avoided.  To  prevent  any  vitamin 
or  mineral  shortage,  a mixed  vitamin  and  mineral  liquid 
or  capsule  that  meets  minimal  daily  requirements  is  given. 
The  diet  should  be  sufficient  to  satisfy  hunger  and  to 
avoid  loss  in  weight.  After  six  months  a trial  is  begun  to 
see  if  forbidden  foods  now  agree;  then  they  are  gradually 
given  again  at  three  to  four  day  intervals. 

For  inhalants,  a treatment  antigen  composed  of  pooled 
antigens  of  offending  pollens  alone  or  with  epidermal 
inhalants,  dust  and  fungi,  is  given.  The  dosage  is  begun 
at  a very  low  dilution  which  does  not  show  a positive 
skin  reaction  on  intracutaneous  testing.  Then  it  is  grad- 
ually increased  to  the  maximum  strength  or  to  the  maxi- 
mum dosage  the  patient  can  tolerate.  Once  that  point  is 
reached,  the  treatment  antigen  is  administered  less  often, 
as  weekly,  during  the  season  when  the  allergy  is  worse 
and  less  often  at  other  times  for  some  three  years. 

A few  allergists  are  using  repository  antigen  injections 
and  believe  they  not  only  cut  down  the  frequency  of 
needed  injections,  but  also  give  superior  results.  The  two 
national  allergy  societies  do  not  share  that  enthusiasm 
and  think  the  accepted  aqueous  form  of  treatment  is 
comparable.  While  double  blind  studies  have  been  made 
in  repository  injections,  there  has  been  no  use  of  P.  E.  or 
Chi  Square  such  as  immunologists  employ  to  see  if  a 
certain  study  is  really  significant.  Unfortunately,  the  costs 
of  preparing  the  repository  antigen  are  expensive  and 
charges,  of  necessity,  are  greater;  so  economically  the 
cost  to  the  patient  approaches  the  total  cost  of  the  usual 
aqueous  treatment  antigen. 

Besides  the  avoidance  of  foods  and  antigen  injections. 


an  allergist  must  go  into  detail  to  show  patients  how  to 
reduce  environmental  factors  to  a minimum.  The  more 
time  spent  explaining  such,  the  far  better  the  cooperation. 
Patients  are  told  in  the  beginning  their  treatment  is  a 
long  range  one  and  the  greater  the  cooperation,  the  better 
the  results. 

In  the  space  alloted  it  is  impossible  to  go  into  treat- 
ment of  acute  attacks  of  allergy.  Antibiotics  are  seldom 
used  by  allergists  and  hydrocortisone  preparations  should 
be  deferred  until  a thorough  attempt  by  orthodox  methods 
has  failed.  If  used,  hydrocortisone  preparations  had  best 
be  used  in  decreasing  dosage  for  a few  days  or  weeks 
only. 

The  main  function  of  an  allergist  is  to  try  to  find  the 
causes  of  the  allergic  disorder  and  then  to  remove  causes 
and  treat  for  inhalants  that  affect  the  patient.  With  thor- 
ough cooperation  with  his  allergist,  the  patient  can  antic- 
ipate improvement  to  excellent  results  in  three  out  of 
four  cases.  The  word  cure  or  guarantee  should  never 
be  used. 

W.  Ambrose  McGee,  M.D. 

West  Palm  Beach 

Internal  Medicine 

The  .American  Society  of  Internal  Medicine  was  for- 
mally organized  in  Boston  in  1957  with  27  state  societies 
sending  delegates.  The  .American  'College  of  Physicians 
assisted  in  its  founding,  and  has  since  maintained  a close 
liaison.  Florida  was  one  of  the  states  with  charter  socie- 
ties, and  its  society  has  been  a vigorous  and  growing 
group.  At  present  almost  every  state  has  an  active  soci- 
ety. These  organizations  evolved  because  of  a serious  need 
for  coordination  of  efforts  directed  to  furthering  the  prac- 
tice of  internal  medicine.  Major  objectives  have  been  a 
study  of  the  scientific,  economic,  social  and  political 
aspects  of  medical  practice,  and  the  furtherance  of  all 
worth  while  programs  for  improved  patient  care  and  the 
highest  standard  of  practice  in  internal  medicine.  ‘Close 
cooperation  or  liaison  with  all  phases  of  organized  medi- 
cine, national  and  state,  has  been  essential  for  progress. 

Increased  awareness  by  physicians  in  other  branches 
and  by  the  public  of  the  key  role  and  importance  of 
internists  in  clinical  medicine  was  believed  to  be  a need 
from  the  beginning.  .Another  continuing  objective  has 
been  to  define  and  describe  the  characteristic  services  of 
internal  medicine  so  clearly  that  their  inclusion  in  all 
medical  care  plans  will  inevitably  follow.  The  recent 
F.M..A.  Relative  Value  Studies  is  an  excellent  step  in  this 
direction.  .A  study  of  insurance  trends,  fee  structures  and 
objectives  of  various  health  insurance  plans  is  maintained 
in  a continuing  effort  to  assist  the  medically  ill  patient 
to  get  adequate  coverage  for  the  services  required.  The 
proposition  that  the  quality  of  medical  care  and  the  eco- 
nomics of  medicine  are  inseparable  has  been  accepted  by 
the  Society,  and  a study  of  medical  audits  and  other 
means  to  improve  the  quality  of  internal  medicine  is  un- 
der way.  In  these  and  in  various  other  ways  the  members 
strive  to  improve  the  quality  of  medical  care  for  the 
patient  and  the  professional  climate  of  Florida  for  the 
internist. 

.An  early  project  of  the  .American  Society  of  Internal 
Medicine  and  component  state  societies  was  the  formula- 
tion of  a suitable  definition  of  an  internist.  This  stemmed 
from  the  impression  that  internal  medicine,  unquestion- 
ably one  of  the  oldest,  largest  and  most  traditional  of  the 
specialist  groups,  had  a hazy  and  confused  public  image. 
.A  number  of  definitions  were  proposed,  none  entirely 
satisfactory  to  all.  Much  has  been  said  and  written  about 
the  internist  in  lay  periodicals  and  elsewhere  in  recent 
years,  however,  and  he  has  become  much  more  distinct 
to  all.  An  acceptable  definition  of  the  internist  might  say 
that  he  is  a physician  who  has  had  training  after  intern- 
ship in  diagnosis  and  in  the  treatment  of  medical  diseases. 
His  training  has  usually  consisted  of  three  years  or  longer 
of  residency  or  fellowship  in  an  accredited  hospital.  By 
virtue  of  this  training  and  subsequent  experience  he  is 
fully  qualified  as  a diagnostician,  consultant  in  medicine 
and  personal  physician  for  adults,  family  counselor,  and 
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in  the  management  and  referral  of  medical  problems.  This 
elongated  definition  illustrates  the  difficulty  in  arriving 
at  a brief  pat  description  of  the  internist  and,  also,  the 
multifaceted  nature  of  his  specialty.  Many  internists 
restrict  themselves  entirely  or  partly  to  special  medical 
areas  such  as  cardiologj',  gastroenterology  or  endocrinol- 
og>',  but  all  must  be  well  grounded  in  clinical  medicine. 
Some  have  wide  consulting  practices,  many  in  urban 
areas  have  part  time  teaching  duties,  and  some  confine 
themselves  rather  largely  to  the  care  and  diseases  of  the 
aged.  It  is  difficult  to  profile  the  internist  in  Florida,  as 
his  clinical  field  is  wide  and  the  demand  on  his  services 
varies  from  one  area  to  another.  It  is  certain  that  there 
is  a great  demand  for  the  internist’s  services  in  Florida 
as  his  numbers  are  steadily  increasing.  Aside  from  the 
population  growth  of  Florida  it  is  thought  that  the  pre- 
ponderance of  aged  persons  and  the  high  quality  of  medi- 
cal practice  in  Florida  are  important  factors  in  this 
increase. 

Membership  in  the  Florida  Society  of  Internal  Medi- 
cine is  open  to  internists  who  are  certified  by  the  Ameri- 
can Board  of  Internal  Medicine,  or  are  members  of  the 
.American  College  of  Physicians.  Prospective  members 
must  be  approved  by  a Membership  Committee.  It  is 
realized  that  there  are  many  able  internists  in  Florida 
who  are  not  certified  by  the  Specialty  Board,  but  the 
Society  has  thought  after  considerable  deliberation  that 
in  order  to  maintain  a high  standard  of  professional 
ability  among  members  a line  must  be  drawn  at  some 
point.  Board  certification  has  seemed  the  most  reasonable 
requirement.  It  is  believed  that  the  objectives  of  the  So- 
ciety are  shared  by  all  internists  in  Florida,  and  there 
can  be  no  question  that  its  accomplishments  are  equally 
beneficial  to  members  and  nonmembers. 

The  Florida  Society  of  Internal  Medicine  is  recog- 
nized as  a specialty  group  by  the  Florida  Medical  Associa- 
tion and  has  representation  on  the  Council  on  Specialty 
Medicine.  It  has  its  annual  meeting  at  the  time  of  the 
annual  meeting  of  the  Association  and  has  a council  meet- 


ing twice  yearly.  While  it  is  a relatively  young  organ- 
ization among  specialty  groups,  internists  coming  to  Flor- 
ida in  increasing  numbers  make  the  Society  a growing 
organization  and  an  effective  spokesman  for  the  internists 
of  the  state. 

Fred  .A.  Butler,  M.D. 

T.all.vh.assee 


Books  Received 

Crossen’s  Synopsis  of  Gynecology.  By  Daniel  Win- 
ston Beacham,  M.D.,  and  Woodard  Davis  Beacham,  M.D. 
Ed.  6.  Pp.  371.  Ulus.  106.  Price  S7.50.  St.  Louis,  The 
C.  Mosby  Company,  1963. 

Physical  Diagnosis.  The  History  and  Examination  of 
the  Patient.  By  John  A.  Prior,  M.D.,  Jack  S.  Silberstein, 
M.D.,  and  contributors.  Ed.  2.  Pp.  455.  Ulus.  277.  Price 
$8.25.  St.  Louis,  The  C.  V.  Mosby  Company,  1963. 

Review  of  Physiological  Chemistry.  By  Harold 
Harper,  Ph.D.  Ed.  9.  Pp.  437.  Illustrated.  Price  $6.00. 
Los  .\ltos,  Calif.,  Lange  Medical  Publications,  1963. 

Review  of  Medical  Physiology.  By  William  F.  Ga- 
nong,  M.D.  Pp.  577.  Illustrated.  Price  $6.50.  Los  .\ltos, 
Calif.,  Lange  Medical  Publications,  1963. 

Diseases  of  the  Skin.  For  Practitioners  and  Students. 
By  George  Clinton  .\ndrews.  M.D.,  F..-\.C.P.,  and  .Anthony 
X.  Domonkos,  M.D.,  F..\.C.P.  Ed.  5.  Pp.  749.  Ulus.  605. 
Price  $16.50.  Philadelphia,  W.  B.  Saunders  Company, 
1963. 


-\nnouncing  The  Twenty-Seventh  .Annual  Meeting  of 
THE  NEW  ORLE.AXS  GR.ADU.ATE  MEDIC.AL  .ASSEMBLY 
Conference  Headquarters  — Roosevelt  Hotel 
March  2,  3,  4,  5,  1964 

GUEST  SPE.VKERS 


Nicholas  M.  Greene,  M.  D.,  New  Haven.  Conn. 
.Vnesthesiology 

.4dolph  Rostenberg,  Jr.,  M.  D.,  Chicago,  lii. 
Dermatoiogy 

Arthur  P.  Klotz,  M.  D.,  Kansas  City,  Kans. 
Gastroenterology 

J.  Roswell  Gallagher,  M.  D.,  Boston,  Mass. 
General  Practice 

Roger  B.  Scott,  M.  D.,  Cleveland.  Ohio 
Gynecology 

George  R.  Herrmann,  M.  D.,  Galveston,  Tex. 
Internal  Medicine 

William  C.  Thomas.  Jr.,  M.  D.,  Gainesville,  Fla. 
Internal  Medicine 

John  B.  Reckless,  M.  D.,  Durham.  N.  C. 
Neuropsychiatry 

Robert  A.  Cosgrove,  M.  D.,  Jersey  City,  N.  J. 
Obstetrics 


Roy  O.  Scholz,  M.  D.,  Baltimore,  Md. 
Ophthalmology 

Otto  E.  Aufranc,  M.  D.,  Boston,  Mass. 

Orthopedic  Surgery 
Paul  H.  HoUnger,  M.  D.,  Chicago,  111. 
Otolaryngology 

Paul  K.  Lund,  M.  D.,  Seattle,  Wash. 
Pathology 

Margaret  Lyman.  M.  D.,  New  York,  N.  Y. 
Pediatrics 

David  S.  Carroll.  M.  D„  Memphis.  Tenn. 
Radiology 

C.  Barber  Mueller,  M.  D.,  Syracuse,  N.  Y. 
Surgery 

Lloyd  M.  Nyhus,  M.  D.,  Seattle,  YVash. 
Surgery 

John  K.  Lattimer,  M.  D..  New  York,  N.  Y. 
Urology 


The  Lawson  Memorial  Lecture;  I.  S.  Ravdin,  M.  D.,  Philadelphia,  Pa. 

Lectures,  symposia,  clinicopathologic  conferences,  round-table  luncheons. 

Medical  motion  pictures,  technical  exhibits  and  entertainment  for  visiting  wives. 

(All-inclusiY’e  registration  fee  — S20.00) 

CLINICAL  TOUR  TO  EUROPE  VISITING  LISBON,  MADRID,  ROME,  VIENNA, 

BERLIN,  .AND  P.ARIS. 

Leaves  March  7 via  air;  returns  March  28,  1964 
For  further  information  write  Secretary, 

N.  O.  Graduate  Medical  Assembly,  1430  Tulane  Avenue,  New  Orleans,  La.  70112 
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in  virtually  all  diarrheas... prompt  symptomatic  control 


LOMOTIL 


TABLETS / LIQUID  — Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Lomotit  controls  the  basic  physiologic  dysfunction  in  diarrhea— exces- 
sive propulsive  motility.  Pharmacologic  evidence  indicates  that  it  does 
so  by  directly  inhibiting  propulsive  movements  of  the  intestines.  This 
direct,  well-localized  activity  controls  diarrheas  of  widely  varied  origin 
and  does  so  promptly,  conveniently  and  economically. 

The  relatively  few  conditions  in  which  Lomotil  has  given  less  than 
satisfactory  control  have  been,  for  the  most  part,  those  such  as  severe 
ulcerative  colitis  in  which  too  little  anatomic  or  functional  capacity 
of  the  intestines  remains  for  the  motility-lowering  action  of  Lomotil 
to  have  effect. 

It  should  be  noted,  however,  that  Lomotil  has  proved  highly  useful 
in  mild  to  moderate  ulcerative  colitis  and  in  several  other  refractory 
forms  of  diarrhea. 


The  recommended  initial  adult  dosage  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily.  Children’s  daily  dosage  (in  divided  doses) 
varies  from  3 mg.  for  a child  of  3 to  6 months  to  10  mg.  for  one  8 to 
12  years  of  age.  Lomotil  is  an  exempt  narcotic;  its  abuse  liability  is 
low  and  comparable  to  that  of  codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness  and  insomnia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate  overdosage. 

Research  in  the  Service  of  Medicine 


SEARLE 
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Protects  your 
angina  patient 
better  than 
vasodilators  alone 

‘Miltrate’  contains  both  pentaerythritol 
tetranitrate,  which  dilates  the  patient’s 
coronary  arteries,  and  meprobamate, 
which  relieves  his  anxiety  about  his  con- 
dition. Thus  ‘Miltrate’  protects  your  angi- 
na patient  better  than  vasodilators  alone. 

Pentaerythritol  tetranitrate  may  infre- 
quently cause  nausea  and  mild  headache, 
usually  transient.  Slight  drowsiness  may 
occur  with  meprobamate  and,  rarely,  al- 
lergic reactions.  Meprobamate  may  in- 
crease effects  of  excessive  alcohol.  Con- 
sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Like  all  nitrate-con- 
taining drugs,  ‘Miltrate’  should  be  given 
with  caution  in  glaucoma. 

Dosage:  1 or  2 tablets  before  meals  and  at  bed- 
time. Individualization  required. 

Supplied:  Bottles  of  50  tablets. 

CML-9646 

Miltrate* 

meprobamate  200  mg.+ 
pentaer^hritol  tetranitrate  10  mg. 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 


WANTED:  General  Practitioner,  Internist,  Pedi- 

atrician, to  join  surgeon  in  new  clinic.  Exciting  growth 
enterprise  in  finest  Cape  Canaveral  location.  Arrange- 
ments open.  Write  69-484,  P.O.  Box  2411,  Jackson- 
ville, Fla. 

WANTED:  Pediatrician,  ENT,  Internist  and  Der- 

matologist for  new  medical  building  ready  Feb.  IS. 
Adjacent  to  hospital  in  beautiful  location  on  Gulf  of 
Mexico.  Fine  practice  opportunity.  Write  69-510,  P.O. 
Box  2411,  Jacksonville,  Fla. 

MEDICAL  OFFICE  AVAILABLE:  Unusual  op- 
portunity for  GP  or  specialist  in  Miami  Beach.  Call 
Jefferson  1-1246  or  contact:  Dr.  Leonard  Sakrais, 
1500  Bay  Rd.,  Miami  Beach,  Florida. 

WANTED:  Pediatrician  for  association  with  two 

obstetricians.  Office  space,  basic  equipment  and  guar- 
anteed income  are  available  for  an  acceptable  man. 
Write  69-551,  P.O.  Box  2411,  Jacksonville,  Fla. 

AVAILABLE:  For  $90  enjoy  professional  suite  of 
4 rooms  air-conditioned  in  Medical  Arts  Building,  503 
W.  Platt,  Tampa.  Phone  251-1600. 

GENERAL  PRACTITIONER  wanted  for  full  time 
group  practice  in  Central  Florida  in  Fall  of  1963.  This 
is  a large  established  practice  in  pleasant  community. 
Please  send  resume  to  69-543,  P.O.  2411,  Jacksonville, 
Fla. 

WANTED:  Nose  and  throat  man.  Obstetrician, 

Dermatologist,  Internal  Medicine.  Arrangements  open. 
Growing  community.  Phone  John  O.  Rao,  M.D.  847- 
2833,  Kissimmee,  Fla. 

INTERNIST:  Miami  general  surgeon  expanding 
practice  forming  group.  Salary  $250.  weekly  then 
progressive  partnership.  Building  new  medical  office. 
State  all  particulars  first  letter.  Write  69-558,  P.O. 
Box  2411,  Jacksonville,  Fla. 

OFFICE  SPACE  FOR  RENT:  Medical  suite,  ap- 
proximately 600  sq.  ft.  in  separate  consultation,  two 
treatment  and  laboratory  rooms.  Share  secretary  and 
reception  room.  New  professional  building,  excellent 
furnishings.  Suitable  for  specialty  or  general  practice. 
Clarence  H.  Schilt,  M.D.,  2161  McGregor  Bldg.,  Ft. 
Myers,  Fla. 

WANTED:  An  Internist  to  join  three  man  group 

practice  in  internal  medicine  in  southeastern  section  ’of 
the  state.  First  year  guarantee  $15,000  with  limited 
partnership  and  eventual  full  partnership.  Write  69- 
562,  P.O.  Box  2411,  Jacksonville,  Fla. 

WANTED:  General  Practitioner  for  Clinic-Hos- 
pital. Salary  open — plus  bonus.  Write  69-535,  P.O. 
Box  2411,  Jacksonville,  Fla. 

GENERAL  SURGEON:  Board  qualified  Associa- 
tion, Miami  general  surgeon  expanding  practice  form- 
ing group.  Salary  first  year  $250.  weekly  then  pro- 
gressive partnership.  Building  new  medical  office. 
State  all  particulars  first  letter.  Write  69-557,  P.O. 
Box  2411,  Jacksonville,  Fla.  

GENERAL  PRACTITIONER:  Miami  general  sur- 
geon expanding  practice  forming  group.  Salary  $250. 
weekly  then  progressive  partnership.  Building  new 
medical  office.  State  all  particulars  first  letter.  Write 
69-559,  P.O.  Box  2411,  Jacksonville,  Fla.  


WANTED:  General  Practitioner  desires  young 

associate.  Active,  growing  practice.  No  investment 
required.  Every  second  weekend  off  with  time  off  for 
meetings  and  vacations.  Salary  or  percentage  to  begin 
with  early  partnership.  Open  staff  hospital.  Wanted 
now  or  July  1st.  Send  full  particulars  first  letter. 
Write  69-552,  P.O.  Box  2411,  Jacksonville,  Fla. 
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POSITION  WANTED:  Board  certified  Surgeon 

desires  relocation  private  practice  in  area  in  need  of 
qualified  surgeon.  Write  69-564,  P.O.  Box  2411,  Jack- 
sonville, Fla. 

INTERNIST  OR  GENERAL  PRACTITIONER: 
Physician  established  here  for  10  years  in  a rapidly 
growing  community  wishes  to  have  another  physician 
to  share  completely  furnished  1,500  sq.  ft.  office  space, 
equipped  with  x-ray,  EKG,  Diathermy,  etc.  Write  to 
POMPANO  BEACH  MEDICAL  BLDG.,  2701  At- 
lantic Blvd.,  Pompano  Beach  or  call  WH  1-2420. 

GENERAL  PRACTITIONER  WANTED:  Join 

actively  growing  General  Practice,  Dade  County,  Flor- 
ida. Salary  $18,000  first  year;  $24,000  second  year; 
partnership  third  year.  No  investment  needed.  Resume 
to  69-561,  P.O.  Box  2411,  Jacksonville,  Fla. 

FORT  LAUDERDALE  SPECIALISTS’  SUITES: 
One  remains  for  rent.  New  quality  colonial  building 
planned,  with  M.D.  and  D.D.S.  In  front  Holy  Cross 
Hospital  off  Federal  Highway.  Write  M.D.,  1601  E. 
Broward  Blvd.,  Fort  Lauderdale,  Fla. 

FOR  RENT : Complete  office,  seven  rooms,  water- 

front Doctors  Building.  $225.  per  month.  Air-condi- 
tioning, heat,  hot  water,  janitor  service.  Downtown. 
Free  parking  for  patients.  Contact  S.  J.  Wilson,  M.D., 
309  N.E.  River  Drive,  Fort  Lauderdale,  Florida. 

FOR  RENT:  Office  space  and  equipment.  Excel- 

lent location  across  from  Orange  Memorial  Hospital, 
one  block  from  Holiday  Hospital,  Orlando.  Establish- 
ed practice  of  deceased  surgeon.  Write  69-563,  P.O. 
Box  2411,  Jacksonville,  Fla. 

NEW  SUNRISE  GOLF  VILLAGE  SHOPPING 
CENTER:  Located  in  a rapid  growing,  established 

community  of  2,100  people.  Has  private  professional 
space  available  for  good  doctor.  Profession  center  fin- 
ished to  your  specifications.  80%  residents,  growing 
families.  20%  retired.  Contact  Mr.  W.  D.  Scham- 
berger,  77  Sunset  Strip,  Fort  Lauderdale,  Fla.  Area 
305  LU  1-5012. 


OBSTETRICIAN  - GYNECOLOGIST  WANTED; 
East  Coast  city,  to  associate  in  large  established  prac- 
tice. Board  certified  or  eligible.  Write  69-565,  P.O. 
Box  2411,  Jacksonville,  Fla. 

OBSTETRICI.\N  - GYNECOLOGIST  W.\NTED: 
To  associate  with  two  man  group.  Large  established 
practice  in  Miami;  Board  eligible  or  certified;  prefer 
under  age  35.  W’rite  P.O.  Box  384,  Miami  Shores,  Fla. 

PR.\CTICE  FOR  S.'VLE:  Profitable,  well  estab- 
lished urban  family  practice  in  south  Gulf  coast  area. 
Outstanding  opportunity  to  take  over.  Office  building, 
fully  equipped.  Will  finance.  Leaving  for  residency 
July  1.  Write  69-566,  P.O.  Box  2411,  Jacksonville,  Fla. 

GENERAL  PRACTITIONER  WANTED  for  coun- 
ty supported  medical  clinic.  Major  duties  involve  gen- 
eral diagnostic  screening  and  treatment.  40  hour  week; 
two  weeks  vacation;  two  weeks  sick  leave;  social  se- 
curity, and  group  insurance  benefits.  Please  send 
resume  and  any  request  for  more  information  to: 
Occupant,  P.O.  Box  772,  Main  Post  Office,  Orlando, 
Fla. 


THE  DUVALL  HOME 
for  RETARDED  CHILDREN 

A home  offering  the  finest  custodial  care  with  a 
happy  home-like  environment.  We  specialize  in  the 
care  of  infants,  bed-ridden  children  and  Mongoloids. 


For  further  information  write  to 
MRS.  A.  H.  DUVALL  GLENWOOD,  FLORIDA 


nnouncing 


The  MODIFIED  ESTATE  BUILDER 

An  insurance  policy  especially  designed  to  meet  the  financial  requirements 
of  the  young  professionol  man.  It  is  unique  in  that  it  provides  for  MAXI- 
MUM ESTATE  CREATION  at  MINIMUM  COST  during  the  early  years  and 
gradually  increases  to  ordinary  life  premiums  over  a period  of  nine  years. 
(After  a mon  is  well  established  in  his  profession)  Example:  At  age  32 

Immediate  Estate  Value  — $100,000.00 


Guaranteed  Monthly  Income  for  life  if  insured  lives  to  age  65  — $305.88 
First 'Annual  Premium  — $400.00 
(4/10  of  1 % of  immediate  estate  value) 


RICHARD  B.  MORGAN 

VICI  ^AIIIOtMT 


JACK  P.  HUNT 

PWCSIOtNT 


L.P.  FINNELL 
omtcTon  or  aocmciii 
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News 

The  27th  Annual  New  Orleans  Graduate  Med- 
ical Assembly  is  being  held  on  March  2-5  in  New 
Orleans  with  headquarters  in  the  Roosevelt  Ho- 
tel. A total  of  19  outstanding  guest  speakers  will 
participate  and  their  presentations  will  be  of  in- 
terest to  both  specialists  and  general  practitioners. 
The  names  of  the  speakers  appeared  in  the  De- 
cember issue  and  are  repeated  in  this  issue  of  The 
Journal. 

Foundation  of  the  Webster  iMerritt  Historical 
Collection  has  been  announced  by  the  Duval 
County  Medical  Society  in  Memory  of  Dr.  Web- 
ster iMerritt  who  died  on  October  5.  Several  years 
ago  a collection  of  antique  medical  instruments 
and  other  artifacts,  photographs  and  manuscripts 
were  presented  to  the  Society  by  Dr.  Merritt,  the 
author  of  “A  Century  of  Medicine  in  Jackson- 
ville and  Duval  County.”  It  is  intended  that  this 
collection  will  be  expanded,  properly  preserved 
and  displayed.  The  Society  invites  donations  of 
items  of  medical  historical  interests.  Dr.  Kenneth 

Morris  of  Jack.sonville  is  chairman  of  the 
project. 


A postgraduate  course  entitled  “Evolving  Con- 
cepts in  Pulmonary  Disease”  is  being  presented 
by  the  University  of  iMiami  School  of  Medicine 
on  iMarch  18-21  at  the  Fontainebleau  Hotel  at 
Miami  Beach.  Dr.  Raymond  E.  Parks,  Professor 
and  chairman  of  the  Department  of  Radiology  at 
the  University  is  director.  Dr.  iManuel  Viamonte 
Jr.,  of  Miami  is  chairman  of  the  Scientific  Pro- 
gram Committee,  and  Dr.  Robert  F.  Feltman.  of 
Miami  is  chairman  of  the  Registration  Committee. 

The  Bulletin  of  the  Dade  County  Medical 
Association  has  been  selected  for  the  1963  Honor 
Award  for  Distinguished  Service  in  Medical  Jour- 
nalism among  city  and  county  publications  by  the 
.American  ^ledical  Writers  Association.  The  Bul- 
letin was  chosen  because  of  its  “accuracy,  clarity, 
conciseness  and  newness  of  information;  for  ex- 
cellence of  design,  printing  and  illustrations,  and 
for  distinguished  service  to  the  medical  profes- 
sion.” 

Dr.  Edwin  H.  Updike  of  Ocala  has  been 
chosen  president-elect  of  the  Florida  Division  of 
the  .American  Cancer  Society,  and  Dr.  Newton  W. 
Larkum  of  Naples  has  been  installed  as  president. 


when  the  liver 
is  threatened  or 
damaged  by  fat 
in 

cirrhosis 

aicoholism 

hepatitis 

obesity 

diabetes 


Three-dimensional 
drawing  showing 
microscopic  view  of 
hepatic  cells. 
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A Seminar  on  the  Newborn  is  being  presented 
by  the  University  of  Florida  College  of  Medi- 
cine on  Jan.  30-Feb.  I at  Gainesville.  Guest 
speakers  on  the  program  are  Drs.  Heinz  Eichen- 
wald,  Professor  of  Pediatrics,  Cornell  Medical 
Center,  New  York;  William  Nyhan,  Professor  and 
Chairman,  Department  of  Pediatrics,  University 
of  Miami  School  of  Medicine,  Coral  Gables; 
Clement  Smith,  Professor  of  Pediatrics,  Boston 
Lying-In  Hospital,  Harvard  Medical  School,  Bos- 
ton. 

A Postgraduate  Seminar  in  Anesthesiology  is 
being  held  January  5-8  in  the  Eden  Roc  Hotel  at 
Miami  Beach.  Sponsors  are  the  Dade  County 
Medical  Association,  University  of  Miami  School 
of  Medicine,  Elorida  Society  of  Anesthesiology 
and  the  Miami  Society  of  Anesthesiology. 

The  Sixth  Annual  Conference  of  County  Med- 
ical Society  Presidents  and  Secretaries  is  sched- 
uled for  January  25-26  at  the  Robert  Meyer  Mo- 
tor Inn  in  Orlando. 

The  1964  meeting  of  the  Southeastern  Sur- 
gical Congress  will  be  held  on  the  S.  S.  Hanseatic, 
.‘•ailing  March  21  from  Port  Everglades  and  re- 


turning to  this  port  on  March  28.  Dr.  L.  Wash- 
ington Dowlen  of  Miami  is  second  vice  president 
of  the  Congress. 

Dr.  Robert  E.  Klein  of  Gainesville  has  been 
elected  president-elect  of  the  American  Associa- 
tion of  Blood  Banks. 

Dr.  G.  Dekle  Taylor  of  Jacksonville  has  been 
appointed  to  the  Executive  Committee  of  the  Sec- 
tion on  Otolaryngology  of  the  Southern  Medical 
Association. 

The  Twentieth  Annual  Congress  and  Graduate 
Instructional  Course  in  Allergy  sponsored  by  the 
American  College  of  Allergists  has  been  scheduled 
for  March  1-6  at  the  Americana  Hotel  in  Bal 
Harbour,  Miami  Beach. 

Dr.  Hawley  H.  Seiler  of  Tampa  has  been  elect- 
ed president  of  the  Southern  Chapter  of  American 
College  of  Chest  Physicians. 

Drs.  James  D.  Beeson  of  Jacksonville,  George 
H.  Mix  of  Melbourne,  and  Harold  Carron  of 
Tampa  served  as  delegates  in  the  House  of  Dele- 
gates at  the  recent  annual  meeting  of  the  Ameri- 
can Soriaty  of  Anesthesiologists. 


L . . . the  original,  complete 
lipotropic  formula  together  with  a low  fat,  moderate 
protein  diet,  helps  to  prevent  and  treat  fatty 
infiltration  and  fatty  degeneration  of  the  liver,  and 
consequent  cirrhosis  by  helping  to. . . 

remove  infiltrated  fat  and  thus  reduce 
liver  size  and  tendency  to  fibrosis 

contribute  to  increased  phospholipid 
turnover  and  regeneration  of  new  liver  cells 

The  suggested  daily  therapeutic  dose  of  9 Methischol  capsules  or 
3 tablespoonfuls  of  Methischol  syrup  provides: 


CHOLINE  DIHYDROGEN  CITRATE* 2.5  Gm. 

dl,  METHIONINE 1.0  Gm. 

INOSITOL 0.75  Gm. 

VITAMIN  Bi2 18  meg. 

LIVER  CONCENTRATE  AND  DESICCATED  LIVER**  . . 0.78  Gm. 

*Present  in  syrup  as  1.14  Gm.  Choline  Chloride 
**Present  in  syrup  as  1.2  Gm.  Liver  Concentrate 


capsules:  100,  250,  500,  1000;  syrup:  16  oz.  and  1 gallon 


Samples  of  METHISCHOL  and  literature  available  from 


u.  s.  vitamin  & pharmaceutical  corporation 


When  you  put  patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher  j 
inpolyunsaturatesorlowerin  J 
saturates  than  Mrs.  Filbert’s  | 
Corn  Oil  Margarine. 

Andoncethey’vetriedit.they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100% corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AMA  CouQCil  on  Foods  and  Nutrition:  The  Reg- 
Illation  of  Dietary  Fat,  JAMA  181:411-423  (Aug- 
ust 4.  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines.  JAMA  179:719 
(March  3.  1962). 


50 


Volume  51 /Number  1 


cut  Rx  writing  by  2/3 
in  colds, fiu  or  grippe 


No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  analgesic  relief  of  common  cold, 

L flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound. ..to  specify 

ANTITUSSIVE/DEGONGESTANT/ANALGESIG 

‘EMPRAZIL-G’TABLETS 

Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 

‘Perazir®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Phenacetin 150  mg. 

irin 


WHAT’S  SO  HOT  ABOUT  HEAT?  Heat  was  man’s  first  therapy. 
Throughout  the  ages  everything  from  hot  mud  to  hot  sun,  natural 
thermal  baths  to  hot  water  bottles,  infrared  lamps  to  diathermy 
have  eased  our  discomforts.  Of  all  these  methods,  only  genuine 
shortwave  diathermy  has  made  it  possible  for  the  physician  to 
create  heat  deep  within  the  tissue,  where  it  is  most  needed. 


If  you  are  hot  for  heat,  descrip- 
tives  on  the  Bandmaster  and  a 
collection  of  scientific  and  clini- 
cal material  on  shortwave  dia- 
thermy are  yours  for  the  asking. 


without  an  appreciable  rise  in  skin  temperature.  The  Birtcher 
Bandmaster  has  for  15  years  been  the  standard  of  excellence  in 
shortwave  diathermy  throughout  the  U.S.  and  in  95  other  lands. 


Call: 


RICHARD  THAYER 


Territory  Manager 
St.  Petersburg 
OR  1-4141 


LOOMIS  KING 

Orlando 

647-4587 


J,  BUDD  DAVIS 

North  Miami  Beach 
947-8546 


MILTON  WINSTON 

North  Miami  Beach 
947-4544 


BALLAST  POINT  MANOR 


SANITARIUM 


Care  of  Mild  Mental  Cases,  Senile  Disorders 


Aged  adjudged  cases 
will  be  accepted  on 
either  permanent  or 
temporary  basis. 

Safety  against  fire  — by 
Automatic  Fire  Sprinkling 
System. 

Cyclone  fence  enclosure  for 
recreation  facilities,  seven- 
ty-five by  eighty-five  feet. 

Member  of 

American  Medical  Assn. 
American  Hospital  Assn. 
Florida  Hospital  Assn. 

P.  O.  Box  13467 
Tampa  11,  Florida 


and  Invalids 
Alcoholics  Treated 


5226  Nichols  St.  DON  SAVAGE 

Telephone  831-4191  Owner  and  Manager 
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why  does 
150  mg. 


do  more  than 
250  mg. 


of  other 
tetracyclines? 


Because  it  has  up  to  3V2  times  the  in  vitro  antibacterial  activity' .. .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding... all  providing  rapid,  higher  and  sustained /nv/Vo activity  with 
as  much  as  2 days’  extra  activity. 

ideclomyciN 

DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aeed— the  acutely  or  chronically  ill— when  the  offend. ng  organisms  are  tetracycline-senjifve. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage;  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1. Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Proctologic  Aid 

PROCTO-REST  is  a simple  device  that 
provides  a full  measure  of  convenience  in 
sigmoidoscopy  procedures.  It  is  designed 
to  establish  and  maintain  correct  position- 
ing of  the  patient.  Its  sturdy  construction 
and  formed  padding  provide  comfort  and 
induce  relaxation. 

Takes  only  seconds  to  unfold.  Has  lock- 
ing bracket  for  complete  safety.  Can  be 
used  on  any  examining  table. 

Folds  compactly  for  storage.  Fits  into  the  base  of  the  examining  table  or  a storage 
cupboard.  Supplied  in  gray,  white  or  brown  upholstery. 


urgica 


=VSi.-  ■/ 


SUPPLY  COMPANY 

Telephone:  ELgin  S-8391 
1050  West  Adams  Street 
Jacksonville  3,  Florida 


Out-Patient  Clinic  and  Offices 


James  A.  Becton,  M.D.  James  Keen  Ward,  M.D. 

P.  O.  Box  2896,  Woodlawn  Station,  Birmingham  6.  Ala.  Phone  WO  1-1151  and  \\'0  1-1152 


54 


Volume  51  /Number  1 


•Simon.  F.  & Bernstein  A.:  “The  Treatment  of  Obesity  in  Patients  with 
Cardiovascular  Disease,”  Angiology,  Jan.  1961. 

Plotz,  M.:  Modern  Management  of  Obesity.  J.A.M.A.  770:1513-1515 
fJuly  25)  1959. 

* Bernstein.  A.  & Simon.  F.:  “Treatment  of  Obese  Diabetics  and  Arterio- 
scierotics.”  Clin.  Med,  907-920.  May  1961. 


Address  . 
City 


Pat.#  2748052. 


REQUEST  SAMPLES  AND  LITERATURE 


OBETROL  PHARMACEUTICALS 

382  Schenck  Avenue,  Brooklyn  7,  N.  Y. 


OBETROL  PHARMACEUTICALS 

382  Schenck  Avenue  • Brooklyn  7,  N.Y. 


MINIMAL  SIDE  EFFECTS 

“In  the  cooperative  patient,  OBETROL  was  markedly  bene- 
ficial in  producing  the  desirable  weight  loss  with  minimal  side 
effects,  even  in  the  case  of  a high  percentage  of  patients  with 
cardiovascular  and  other  chronic  ailments  which  normally 
make  use  of  other  amphetamines  undesirable  because  of  side 
effects”  ’ 

WEIGHT  REDUCTION  EFFECTIVE 
IN  DIFFICULT  CASES 

"With  a daily  divided  dosage  of  30  milligrams  of  OBETROL  we 
were  able  to  obtain  appetite  depression  without  nervous  rest- 
lessness or  insomnia  ...”  ’ 

EFFECTIVE  WHERE  OTHER 
AMPHETAMINES  FAIL 

Twenty  six  patients  who  previously  had  been  unable  to  use 
other  amphetamines  in  any  dosage  sufficient  to  maintain  the 
anorectic  effect,  responded  favorably  on  this  medication. 

Contndndicutions'.  OBETROL  is  relatively  contraindicated  in 
hyperthyroidism,  hypertension,  coronary  artery  and  other  car- 
diovascular diseases,  anxiety  and  hyperexcitability.  Habituation 
may  occur  with  prolonged  use.  As  in  the  case  of  all  ampheta- 
mines, caution  should  be  used  in  treating  patients  with  these 
conditions. 


Each  OBETROL-IO  tablet  contains: 

Methamphetamine  Saccharate  2.5  mgm. 

Methamphetamine  Hydrochloride  2.5  mgm. 

Amphetamine  Sulfate  2.5  mgm. 

Dextroamphetamine  Sulfate 2.5  mgm. 


(OBETROL-20  tablets  contain  twice  this  potency) 


OBEXROli 

for  medical  management  of  obesity 


OBETROL  incorporates 
the  desired  action  of 
amphetamines  with  fewer 
side  reactions  reported. 
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or  obviste 
the  need  for 

transfusions 
and  their 
attendant 
dangers 

KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  -■  in  25  years  of  use 
no  report  of  an  untoward  reaction 


has  been  received;  however. 


Each  cc  contains:' 5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenol  0.25%;  sodium  carbonate  as  buffer. 
Complete  data  with  each  1 Occ  vial.  Therapy  chart  on  request. 


CHATHAM  PHARMACEUTICALS,  INC. 

^ Newark  2,  New  Jersey 

Distributed  in  Canada  by  Austin  Laboratories^  Ltd.  * Paris,  Ontario 


A COMPLETE  BUSINESS  SERVICE 
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FOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 


PM  FLORIDA 


233  Fourth  Avenue,  N.  E. 
St.  Petersburg,  Florida 
Phone  862-6903 


314B  John  Ringling  Blvd 

Sarasota,  Florida 
Phone  388-1604 


Box  514 

Miami  62,  Florida 
Phone  945-4055 


Affiliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 


HCY  CREME 


3%  lodochlorhydroxyquin 
1%  Hydrocortisone 

Provides  ANTIFUNGAL.  ANTIBACTE- 
RIAL, ANTI-INFLAMMATORY  AND  AN- 
TIPRURITIC action  in  dermatitis. 


GEVIZOL 


Each  5 cc.  tspfl  or  tablet  provides  100 
mg.  Pentylenetetrazol,  50  mg.  Nicotinic  acid. 
GEVIZOL  is  indicated  in  the  treatment  of  the 
mentally  confused,  emotionally  unstable, 
apathetic  aged  and  aging  patient.  For  the 
patient  complaining  of  dizziness  or  fog- 
giness. Reactivates  the  inactivated. 

QUALITY  SARON  ECONOMY 

PHARMACAL 
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HOW 


ORANGE  FIAVORED 


We  will  be  pleased  to  send 
professional  samples  on  request. 

THE  BAYER  COMPANY 


FRIENDS... 


New 

Orange  Flavored 
Bayer  Aspirin  for  Children 
is  sweet 

all  the  way  through, 
so  children 
take  it  readily. 

The  GRIP-TIGHT  CAP 
on  the  bottle 
helps  keep  them 
from  taking  it 
on  their  own. 

Bottles  of  50  tablets 
(IV4  grains  each) 

NOW! 

NEW  ORANGE  FLAVOR! 


Division  of  Sterling  Drug  Inc.  Dept.  1 12 
1450  Broadway,  New  York  18,  N.Y.J 
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YOUR  Patronage  Has  Made  Our  Growth  Possible 


Medical  Supply  Company 
of  Jacksonville 


Home  Office 
JACKSONVILLE 

4539  Beach  Blvd. 
Telephone  FL  9-2191 

ORLANDO 

1511  Sligh  Blvd. 
Telephone  GA  5-3537 


WHATEVER  your  first  requisites  may  be, 
we  always  endeavor  to  maintain  a 
standard  of  quality  in  keeping  with  our 
reputation  for  fine  quality  work — and  at 
the  same  time  provide  the  service  desired. 
Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting 
on  all  details. 


APPALACHIAN  HALL 

ASHEVILLE  Established  1916  NORTH  CAKULI.NA 


---  •'■-S'-- 

An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  Illnesses,  rest,  convales- 
cence, drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en 
suite. 

Wm.  Ray  Griffin  Jr.,  M.D.  Mark  A.  Griffin  Sr.,  M.D. 

Robert  A.  Griffin,  M.D.  Mark  A.  Griffin  Jr.,  M.D. 

For  rates  and  further  information  write  Appalachian  Hall,  AsheviUe,  N.  C. 
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NEW! 

Around  the  dock 
relief  for 

DISTRESS  OF 

COLDS 


SOCLOR  TIMESULE  CONTAINS: 


heniramine  maleate 10  mg. 

phedrine  HCI  65  mg. 


pecial  form  providing  prolonged 


A NEW  COMPREHENSIVE  RELIEF 


Butic  effect. 


ioclor  Timesule, 
actual  size 


MADE  POSSIBLE 


Schematic 
drawing  of 
Timesule  cell 
showing  dialysis 
rough  permeable 
coating. 


ALSO  AVAILABLE: 

ISOCLOR  TABLETS 
AND  LIQUID. 


• Relief  usually  starts  in  minutes — to  open  nasal  passages,  stop 
running  nose  and  eyes,  sneezing,  wheezing,  itching  and  post-nasal  drip 

• Relief  usually  lasts  up  to  12  hours  with  a single  oral  dose 

• Gives  both  upper  respiratory  decongestion  and  bronchodilatation  to 
relieve  chest  discomfort 

• With  minimal  drowsiness,  CNS  or  pressor  stimulation 


BY  THE  NEW  TIMESULE  RELEASE  MECHANISM 


Release  with  the  IsocTor  Timesule  is  at  a 
relatively  even,  constant  rate,  independent 
of  gastrointestinal  motility,  pH,  or  enzymatic 
activity.  Each  Timesule  pellet  is  actually  a 
micro  dialysis  cell,  consisting  of  a drug  core 
with  coating  of  dialyzing  membrane  of  pre- 
cisely controlled  permeability.  Approximately 
20%  of  active  drugs  are  released  within  one 
hour  and  80%  in  8 hours.  Peaks  and  valleys 
of  over-release  and  under-release  are 
minimized  for  constant,  controlled  relief  with 
minimum  side  effects. 


DOSE:  Adults:  One  Timesule  every  12 
hours,  or  as  directed. 

WARNING:  Use  with  caution  in  patients 
suffering  from  hypertension,  cardiac 
disease,  hyperthyroidism  or  diabetes. 
Patients  susceptible  to  the  soporific 
effect  of  chlorpheniramine  should  be 
warned  against  driving  or  operating 
machinery  should  drowsiness  occur. 


Send  for  Samples 
and  Literature 


CHARLES  C.  HASKELL  & COMPANY 

: 

DIV.  ARNAR-STONE  LABORATORIES,  INC. 

Richmond,  Virginia 



In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both  ‘Soma’  ( carisoprodol ) and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound-!-Codeine.  Dosage;  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


SomaCompound  & 

carisoprodol  200  mg.,  acetophenetidin  150  mg.,  caffeine  32  mg. 

SonufCompound+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

W ALLACE  LAB  ORATOR  lESyCraniurj.  N.J. 


CSO-919^ 


A Hospital  Using 
the  Modern  Concepts  of 
Intensive  Psychiatric 
Treatment 

Owned  and  Operated 
by  the 

Anclote  Manor  Foundation 
A Non-Profit  Organization 


MCLDTE 

MMDR 


SAMUEL  G.  HIBBS,  M.D.,  F.A.P.A. 

President  of  the  Board 
Chief  Consultant  in  Psychiatry 


AtfD/CAL  DIRECTOR 
Lorant  Forizs,  M.D. 

CLINICAL  DIRECTOR 
Walter  H.  Wellborn,  Jr.,  M.D. 

D/RECrOR  OF  TRAINING 
Theodore  H.  Gogliano,  M.D. 

STAFF  PSYCHIATRISTS 
Robert  G.  Zeitler,  M.D. 
Richard  L.  Meadows,  M.D. 
Chas.  J.  Saporito,  M.D. 

ADMINISTRATOR 
Fred  P.  Ryder,  M.H.A. 


The  hospital  is  oriented  for  Individual  Psy- 
chotherapy, Group  Psychotherapy,  Therapeutic 
Community,  all  Somatic  Therapies.  The  large 
staff  is  trained  for  Team  Approach.  Recreation 
by  prescription. 


Consultants  in  Psychiatry 
Walter  H.  Bailey,  M D.,  F.A.P.A. 
Arturo  Gonzalez,  M.D. 

Saul  C.  Holfzman,  M.D. 
Alfred  D.  Koenig,  M.D. 
Martha  W.  MacDonald,  M.D. 

Roger  E.  Phillips,  M.D. 

Zack  Russ,  Jr.,  M.D.,  F.A.P.A 
Peter  J.  Spoto,  M.D. 

Robert  G.  Steele,  M.D. 
Samuel  G.  Warson,  M.D.,  F.A.P.A. 


Member  Notional  Association  of  Private  Psychiatric  Hospitals, 

American  Hospital  Association,  Florida  Hospital  Association. 

Approved  by  American  Psychiatric  Association,  Accredited  by  Joint  Commission 
on  Accreditation  of  Hospitals. 

Located  at  TARPON  SPRINGS,  Florida  - Phone:  937-4211 


Look  into  her  eyes... She  needs  iron,  too 

PANTRINSIC-C 

Iron  with  Cobalt,  Vitamin  C and  Hesperidin 
NON-CONSTIPATING  • NO  G.l.  UPSET  • NO  DIARRHEA 

Ideally  suited  for  pregnant  patients 
Each  Two  PANTRINSIC-C,  round,  pink  tablets  S.C.  contain: 


Ferrous  Fumarate 300  mg. 

(as  Elemental  Iron  100  mg.) 

Hesperidin  250  mg. 

Ascorbic  Acid 250  mg. 

Cobalt  Chloride 10  mg. 

Stomach  Substance 100  mg. 

Whole  Liver 200  mg. 

Thiamine  HCI 5 mg. 

Vitamin  B-12 5 meg. 


Indications:  For  iron  deficiency  and  anemias  associated  with  blood  loss. 
• Malnutrition.  • Pregnancy,  etc. 

Dose:  Just  two  tablets  daily.  Available:  In  bottles  of  100  and  500  tablets. 

Write  for  samples  and  literature . . . 

THE  BROWN  PHARMACEUTICAL  COMPANY 

2500  West  Sixth  Street,  Los  Angeles  57,  California 


J.  Florida  M.A.  / Januory,  1964 
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patients 


AGHROCIDIN 

TETRACYCLINE  HCI-ANTIHISTAMINE-ANALGESIC  COMPOUND 


Each  Tablet  contains:  Caffeine 30  mg. 

ACHROMYCIN®  Tetracycline  HCI  . . 125  mg.  Salicylamide  150  mg. 

Acetophenetidin  (Phenacetin)  ....  120  mg.  Chlorothen  Citrate 25  mg. 


Effective  in  controlling  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic  relief 
in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  are  drowsiness,  slight  gas- 
tric distress,  overgrowth  of  nonsusceptible  organisms,  tooth  discoloration.  The  last  named  may 
occur  only  if  the  drug  is  given  during  tooth  formation  Oate  pregnancy,  the  neonatal  period,  early 
childhood).  Average  Adult  Dosage:  2 Tablets  four  times  daily. 

> 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


m confusion  and  apathy  ... 
...  to  Clarity  and  Interest 

Cerebro-Nicin" 

CAPSULES 

A safe  effective  cerebral  stimulant  and  vasodilator 
for  your  forgetful  aging  patient.  On  Cerebro-Nicin 
therapy,  your  patient  shows  improvement  in  social 
activity  and  relationships,  and  greater  concern 
with  personal  appearance. 


FORMULA: 

PTZ  (Pentamethylene 

Tetrazole)  100  mg 

Nicotinic  Acid  100  mg 

Niacinamide 5 mg 

Vitamin  C 100  mg 

Thiamine  HCI 25  mg 

Riboflavin 2 mg 

Pyndoxine  3 mg 

I Glutamic  Acid 50  mg 

INDICATIONS:  Apathy,  dizzy  spells 
mild  behavior  disorders,  mental  con 
fusion,  functional  memory  detects. 
AVERAGE  DOSE:  One  capsule  three 
times  daily. 

AVAILABLE:  Bottles  of  100  and  500 
capsules. 


CAUTION:  Most  persons  ex- 
perience a flushing  and  tin- 
gling sensation  after  taking 
a higher  potency  niacin- 
containing  compound.  As  a 
secondary  reaction  some 
will  complain  of  nausea  and 
other  sensations  of  discom- 
fort. This  reaction  is  tran- 
sient and  is  rarely  a cause 
for  discontinuance  of  the 
drug  if  the  patient  is  fore- 
warned to  expect  the  reaction. 

WARNING:  Contraindicated  in 
the  presence  of  epilepsy. 


Write  for  samples  and  literature ... 

I THE  BROWN  PHARMACEUTICAL  COMPANY 

2500  West  Sixth  Street,  Los  Angeles  57,  C.nlifornia 


J.  Florida  M.A./ January,  1964 
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TUCKER  HOSPITAL,  INC. 

212  West  Franklin  Street 
RiCHMONn.  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neurological 
patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic  disorders, 
mood  disturbances,  social  adjustment  problems,  involutional  reactions  and  selective 
psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  W.  Frederick  Young 


NEW  Design  . . . Appearance  . . . Versatility 

Burdick  EK-III  Dual-Speed 
Electrocardiograph 

The  all-new  Dual-Speed  EK-III  sets  a new  stand- 
ard in  high  fidelity  electrocardiography  for  record- 
ing the  fine  details  of  rapid  small  deflections. 
With  its  sensitive  recording  system  the  dual-speed 
paper  drive  with  50  mm.  per  second  speed  to  en- 
large the  horizontal  dimensions  of  heart  complexes 
becomes  highly  important.  Switch  from  standard 
25  mm.  to  50  mm.  and  back  again  with  no  transi- 
tional lag. 

Special  Features: 

Simplified  top-loading  paper  drive,  single  4-position 
.Amplifier/Record  switch,  convenient  ground  indica- 
tor, all-new  single-tube  stylus,  jacks  for  cardioscope 
and  D.C.  Input  connections,  rapid  lead  selection, 
standard  50  mm.  records,  modern,  clean  design. 
Without  sacrificing  quality  or  utility,  the  EK-III 
unit  is  compact  and  weighs  only  22J4  pounds. 
Call  or  write  us  for  full  details;  and  if  you  wish 
we  will  be  glad  to  demonstrate  the  EK-III  in 
your  office. 

Qnderson  Surgical  Supply  Go. 

EST.ABLISHED  1916 

Phone  CHerry  1-9589  Phone  896-3107  Phone  229-8504  Phone  376-8253 

1616  N.  Orange  Ave.  556  9th  St.  5.  Morgan  at  Platt  729  S.IV.  4th  Ave. 

Orlando  St.  Petersburg  Tampa  GainesviUe 


64 


Volume  51  Number  1 


and  well  placed  too/ 


The  ophthalmologist  knows  that  when  he  recommends 
a GUILD  OPTICIAN,  the  service  and  quality  which  are  a Guild 
tradition  help  to  make  his  patient  satisfied.  He  has 
confidence  that  his  guild  optici.an  will  get  the  job  done  right. 


Guild  of  Prescription  Opticians  of  Florida 


J.  Florida  M. A./ Jar^oary,  1964 
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FLORIDA  MEDICAL  ASSOCIATION 

735  Riverside  Ave.,  P.  O.  Box  2411 
Jacksonville  3,  Florida 
Officers 


WARREN  W.  QUILLIAN,  M.D.,  President Coral  Gablet 

SAMUEL  M.  DAY,  M.D.,  President-Elect Jacksonville 

H,  PHILLIP  HAMPTON,  M.D.,  Vice  President Tampa 

EUGENE  G.  PEEK  JR.,  M.D.,  Speaker  of  the  House  .....Ocala 

FRANKLIN  J.  EVANS,  M.D.,  Vice  Speaker Coral  Gables 

FLOYD  K.  HURT,  M.D.,  Secretary-Treasurer  ..  Jacksonville 

ROBERT  E.  ZELLNER,  M.D.,  Immediate  Past  President Orlando 

W.  HAROLD  PARH.AM,  Executive  Director Jacksonville 

Councils 

THOMAS  C.  KENASTON  SR.,  M.D.,  Chairman,  Council  on  .Allied  Professions  and  Vocations ..Cocoa 

JERE  W.  ANNIS,  M.D.,  Chairman,  Judicial  Council  Lakeland 

H.  PHILLIP  H.AMPTON,  M.D.,  Chairman,  Council  on  Legislation  and  Public  .Agencies Tampa 

BURNS  A.  DOBBINS  JR.,  M.D.,  Chairman,  Council  on  Medical  Economics  Fort  Lauderdale 

HUGH  CARITHERS  JR.,  M.D.,  Chairman,  Council  on  Medical  Education  and  Hospitals Jacksonville 

CH,\RLES  R.  SI.AS,  M.D.,  Chairman,  Council  on  Medical  Services  Orlando 

TH.AD  MOSELEY,  M.D.,  Chairman,  Scientific  Council. Jacksonville 

WALTER  C.  PAYNE  SR.,  M.D.,  Chairman,  Council  on  Special  Activities Pensacola 

EMMET  F.  FERGUSON  JR.,  M.D.,  Chairman,  Council  on  Specialty  Medicine Jacksonville 

MASON  ROMAINE  HI,  M.D.,  Chairman,  Council  on  Voluntary  Health  Agencies Jacksonville 
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P.  L DODGE  MEMORIAL  HOSPITAL 

formerly 

MIAMI  MEDICAL  CENTER 

M.  G.  Isaacson,  M.D. 

Medical  Director  and  President 

1861  N.W.  South  River  Drive 
Phone  379-1448 

A private  institution  for  the  treatment  of  ner- 
vous and  mental  disorders  and  the  problems  of 
drug  addiction  and  alcoholic  habituation.  Mod- 
em diagnostic  and  treatment  procedures  includ- 
ing — Psychotherapy,  Insulin,  & Electroshock, 
when  indicated.  Adequate  facilities  for  recrea- 
tion and  out-door  activities. 

Information  on  request 

Member  NAPPH  and  American  Psychiatric  Assn. 
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neither  tension,  nor  spasm, 
nor  stasis 

stays  this  patient 
from  his 

appointed  rounds 


especially  when 

UPPER  G.l.  COMPLAINTS 
have  biliary  implications 


for  biliary/intestinal  stasis 


WM 

JilillJUDUUlij 

iijyD  lA 

MIU 

250  mg.  (3%  gr ) 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily.  Precautions:  Observe  patients 
periodically  for  increased  intraocular  pressure  and  barbiturate  habituation  or  addiction;  caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehydrocholic  acid  may  cause  transitory  diarrhea;  belladonna 
may  cause  blurred  vision  and  dry  mouth.  Contraindications:  Biliary  tract  obstruction,  acute  hepatitis, 
glaucoma,  prostatic  hypertrophy.  Available:  Decholin-BB,  bottles  of  100  tablets.  Also:  Decholin®  with 
Belladonna  (dehydrocholic  acid,  250  mg.;  belladonna  extract,  10  mg.)  and  Decholin®  (dehydrocholic 
acid,  250  mg.),  bottles  of  100  and  500  tablets. 


AMES 


( 


Lib  : ,.i'y 

i.C..  . c.-i  SL  His  ^ . . i.  \ “1 

Z i 1 _ o 'v 


liev/  Yoi  - 29  W Y J 12-C't 


ICIY 


anxiety 

anxiety 

anxiety 

anxiety 

anxiety 


anxiety 

anxiety 


anxiety  ! 

anxiety 

anxiety  reduced  to  its  proper  perspective  | |n|^||J|y|® 

(chlopdiazepoxide  HCI) 


the  successor 
to  the  tranquilizers 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  5 mg  b.i.d.  to  q.i.d.  Cautions  — Occasional  side  effects,  often  dose-related,  are  drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregularities, 
nausea  and  constipation.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual  maintenance  dosages  should  be  determined. 
Advise  patients  against  possibly  hazardous  procedures  until  maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  com- 
bining with  other  psychotropics,  particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function,  and  in  long-term  treatment.  Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  for 
pregnant  patients.  Supplied — Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50  and  500. 


ROCHE 


oj  the  T'lorida  Meiical  Association 


Helps  to  make  the  epileptic’s  life  more  meaningful 


Effective  in  control  of  grand  mal  and  psychomotor  seizures,  this  agent  enables  the  epileptic 
patient  to  lead  a useful  life. 

Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic  effects 
are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to  exfolia- 
tion with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and 
excessive  motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric  distress,  nausea, 
weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia  has  been 
reported.  Nystagmus  may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates  dosage  should  be 
reduced.  Periodic  examination  of  the  blood  is  advisable. 


New 


( 


SAUHDfRS  BOOKS 


and 

Editions 


New!  The  1964  CURRENT  THERAPY  VOLUME 


This  just-revised  annual  volume  gives  you  today  s most 
suceessful  treatments  for  nearly  400  common  diseases 
and  disorders — from  abscess  to  zoster,  from  the  common 
cold  to  alcoholism.  Over  300  eminent  contributors  to 
1964  Current  Therapy  have  sifted  hundreds  of  new 
treatments  and  drugs — discarded  the  outmoded,  re- 
tained those  still  most  effective,  and  added  the  new 
and  more  successful.  These  concise  but  thorough  de- 
scriptions of  treatment  methods  bristle  with  practical 
facts  and  brisk  instructions.  Exact  dosages  are  given 
and  prescriptions  written  out  where  necessary.  This 
year’s  volume  contains  237  articles  in  which  some  sig- 
nificant changes  have  been  made  in  the  treatment 


method.  Here  are  but  a few:  Newer  knowledge  and 
Therapy  of  Chorea — Use  of  Flagyl  in  Therapy  of  Tricho- 
moniasis— Management  of  Transfusion  Reactions  and 
Shock — The  Neie  Vaccine  for  Prevention  of  Measles — 
Treatment  of  Episodic  Cerebral  Circulatory  Syndrome — 
Streptokinase  and  Fibrinolysin  in  Treatment  of  Stroke — 
Neuvr  Agents  in  Therapy  of  Bacterial  Pneumonia — 
Effective  Measures  in  Managing  Hemochromatosis  and 
Hemosiderosis — Improvements  in  Cardiac  Pacemaker — 
Newer  Treatment  of  Salmonella  Infections — Therapy  of 
Neurogenic  Raynaud's  Syndrome. 

An  Annual  Volume.  Edited  by  Howard  F.  Conn,  M.D.,  with  contri- 
butions  from  320  Leading  Authorities.  About  815  pages,  8'  x 10V2^- 
$13.00.  Just  Reaiiy! 


New!  Reuter's  ATLAS  OF  UR0L06IC  ENDOSCOPY 


Here  is  a beautifully  illustrated  and  effective  new  guide 
to  the  urologic  uses  of  the  endoscope.  A highly  informa- 
tive introductory  section  discusses  modern  instruments, 
recent  developments  in  endophotography,  and  other 
technical  advances.  Dr.  Reuter  covers  the  technique  of 
cystoscopy  and  techniques  of  transurethral  diagnosis 
and  surgery.  He  illuminates  the  details  of  transurethral 
prostatic  resection.  Precise  instructions  are  included  for 
handling  the  resectoscope,  and  such  useful  procedures 
as  electrocoagulation  with  the  button  electrode  are 
described.  The  second  half  of  the  book  is  devoted  to  a 
diagnostic  atlas  of  magnificent  endoscopic  views,  most 
reproduced  in  full  color,  and  accompanied  by  a brief 


legend  giving  the  history  and  symptoms  of  the  patient 
and  the  techniques  of  examination  (angle  of  vision, 
peculiarities  of  lens  and  irrigation,  degree  of  bladder 
distention).  Here  are  hut  a few  of  the  many  conditions 
and  anatomical  views  that  are  pictured:  Subacute  follic- 
ular cystitis  — .Many  varieties  of  bladder  stones — Dome 
of  atonic  bladder — Stricture  of  the  bladder  neck — Sarcoma 
of  the  bladder — Erupting  prostatic  abscess — Many  views 
showing  results  of  transurethral  prostatectomy — adenoma 
of  the  prostate. 

By  H.  J.  Reuter,  M.I).,  Private  L^rolo^ic  Hospital,  Stuttgart, 
(Germany.  Translated  by  Hubert  G.  W.  Frohmuller,  NI.D.,  Fellow 
in  Urology  of  the  Mayo  Clinic,  Rochester,  Minnesota.  114  pages, 
6Ys‘'  X with  178  figures,  105  in  color.  About  $15.00. 

New — Just  Ready! 


New  (2nd)  Edition!  Bockus'  GASTROENTEROLOGY 


Volume  I published  January,  1963  (Esophagus  and 
Stoniaeh).  Volume  II  Just  Ready  (Intestines, 
Colon  and  Peritoneum).  Volume  III  Ready  Sep- 
tember, 1964  (Liver.  Biliary  Passages,  Gall  Bladder, 
Pancreas).  This  is  the  New  ( Second)  Edition  of  a monu- 
mental work  on  all  known  primary  and  secondary  dis- 
orders of  the  digestive  tract  and  its  appendages.  Each 
disorder  is  discussed  in  a logical  pattern:  causative 
factors,  clincial  features,  diagnostic  aids,  differential 
diagnosis  and  therapy.  Illustrations  are  used  lavishly. 
Many  are  in  vivid  color.  Included  in  the  two  volumes 
now  completed  you’ll  find  new  chapters  on:  Oral  Mani- 
festations of  Internal  Disease;  Tests  Employed  in  the 
Study  of  Esophageal  Function;  Protein-Losing  Gastro- 
enteropathies;  The  Acute  Abdomen;  Peritoneoscopy; 


Lymphangiography;  etc.  You’ll  find  a new  section  of 
endoscopic  views  of  the  esophagus  and  stomach  in 
magnificent  color.  This  revision  incorporates  all  the 
advances  made  in  the  fields  of  cytology,  radiology  and 
biochemistry  as  they  relate  to  gastroenterology.  Newer 
and  more  effective  methods  of  therapy  are  evident 
throughout. 

By  Henry  L.  Bockus,  M.D.,  Emeritus  Professor  of  Medicine, 
University  of  Pennsylvania  (rraduate  School  of  Medicine.  With  con- 
tributions from  31  former  and  present  associates  at  the  University  of 
Pennsylvania  Medical  Schools.  Three  volumes,  totalling  about  3000 
pages,  7'  X 10',  with  about  600  illustrations,  many  in  color.  Volume  I, 
Esophagus  and  Stomach,  958  pages,  298  illustrations.  $25.00.  Published 
January,  1963.  Volume  II,  The  Small  Intestine,  Absorption  and 
Nutrition,  The  Colon,  Peritoneum,  .Mesentary  and  Omentum,  Gastroiri’ 
testinal  Parasites,  about  1280  pages,  with  about  200  illustrations. 
-About  $28.00.  Just  Ready.  Volume  III,  Liver,  Biliary  Traci  and 
Pancreas,  Secondary  Gastrointestinal  Disorders,  ready  September  1964. 

New  (Second)  Edition! 


I ! 

I W.B.  SAUNDERS  COMPANY  West  Washington  Square,  Phila.  5,  Pa.  I 


Please  send  and  hill  me:  Q Easy  Pay  Plan  ($5  per  month) 

I I 1964  Current  Therapy  . . . $13.00  Q Reuter’s  Urologic  Endoscopy  . . . About  $15.00 
Bockus’  Gastroenterology  . . . Q Vol.  One  $25.00.  Q Vol.  Two  About  $28.00.  Q Vol.  Three 

(when  ready) 


Name . . 
Address 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 

B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


-it : 


In  colds  and  sinusitis 

Neosyoepliriiie'sooner 

hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 

can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 
Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  ’A  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (’A'/o) 
and  children  (’AVo),  in  solutions  of  Vs,  ’A  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


l/l//f7fhrap 


(1639M) 
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ARTHRALGEN’  helps  fre<j 


ARTHRALGEN® 

Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


Arthralgen,  a better-tolerated  analgesic  formula- 
tion of  time-tested  ingredients,  works  faster  to  free 
the  arthritic  from  his  pain  without  salicylate  side 
effects.  Since  its  analgesic  components  require 
no  chemical  conversion  to  act  in  the  body,  Ar- 
thralgen’s  pain  relieving  benefits  are  immediately 
available  to  provide  a smoother,  more  rapid  ob- 
tundation of  pain  than  can  be  achieved  with  many 
true  salicylates. 

Arthralgen  is  especially  useful  for  the  prompt 
relief  of  early  morning  stiffness  and  pain  with  less 
risk  of  gastric  irritation.  And  since  Arthralgen 
contains  no  sodium  it  is  safe  for  long-term  use  in 


arthritics  who  have  other  conditions  which  nec 


sitate  sodium  restriction. 

ARTHRALGEN®-PR 

Each  tablet  contains: 

Salicylamide 250  r 

Acetaminophen 250  r 

Ascorbic  acid  (Vitamin  C) 25  r 

Prednisone 1 i 


The  basic  Arthralgen  formulation  plus  pred 
sone  is  indicated  for  patients  who  require  stero 
Prednisone  has  three  advantages  over  cortisc 
hydrocortisone,  and  ACTH.  They  are:  (1)  lac 
sodium  retention,  (2)  absence  of  increased  poj 
sium  excretion,  and  (3)  the  unlikelihood  of  ster 
induced  hypertension.*  * 

BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are  indicatecl 
the  management  of  rheumatoid  arthritis,  acf 


rthritic  joints  from 


ty  arthritis,  rheumatoid  spondylitis,  osteoar- 
tis,  bursitis,  fibrositis,  and  neuritis.  Arthralgen 
/ be  used  for  analgesia  in  colds,  flu,  and 
ous  myalgias. 

SAGE:  One  or  two  tablets  four  times  a day. 
IfBr  remission  of  symptoms,  dosage  should  be 
iituced  to  the  minimum  maintenance  level. 

'I'E  EFFECTS:  Nausea,  Gl  upset,  or  mild  salicy- 
may  rarely  occur.  Symptoms  of  hypercorticoid- 
roij  dictate  reduction  of  dosage  of  Arthralgen-PR. 

'^'i|eCAUTION  : Reduction  in  dosage  of  Arthral- 

^ji-PR  given  overa  long  period  should  be  gradual, 

'er  abrupt. 

?fC 

NTRAINDICATIONS:  Hypersensitivity  to  any 
redient. 


tered  only  with  care,  to  patients  with  peptic  ulcer, 
tuberculosis,  nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing's  syndrome  (or  Cushing's 
disease),  overwhelming  spreading  (systemic)  in- 
fection, or  predisposition  to  thrombophlebitis. 

Arthralgen-PR  is  generally  contraindicated  in 
patients  with  uremia  and  viral  infections,  including 
poliomyelitis,  vaccinia,  ocular  herpes  simplex,  and 
fungus  infections  of  the  eye.  It  is  also  contraindi- 
cated in  patients  with  chicken  pox  or  susceptible 
persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored)  and  Arthral- 
gen-PR (yellow,  scored)  tablets  are  available  in 
bottles  of  100  and  500. 

*Cohen,  et  al:  J.A.M.A.,  165:225,  1957. 


ed 

3C 


with  any  drug  containing  prednisone,  Arthral- 
vPR  is  contraindicated,  or  should  be  adminis- 


A.  H.  ROBINS  CO.,  INC. 

RICHMCND,  VIRGINIA 


When  you 
prescribe  for 
nasal 

congestion... 


remember 
‘Empirin’ 
Compound 
to  relieve 
common  cold 
discomfort 


•EMPIRIN’* 

; Compound 

#p.  1/2 

% r*l4  #{  iln^ 
lir  idiM 
0tttCnON& 

•y*rt*d  •*!  2 0«  Aol  «M*«d  A 24  ' 

♦ ID  t2  f^n.  1/2  doH.  K ^ 

IJJfdit*  r«c«n  a«»d  tof  “ 

aadar  b.  yo»r  ^y»dc*. 

WarafA0.~ >Xc*p  Hii*  and 

9«t  af  f*ae*> 

•m^  tUlftOUCHS  WfUCOMC  b CO 
W IU4>J  lac.  T*ei«ka#.  W.  \ 

^ UM  Mod*  U U ^ 


Also:  ‘Empirin’®  Compound  with  Codeine  Phosphate* 
gr.  Vs  —No.  1/gr.  !A  —No.  2/gr.  Vi  —No.  3/gr.  1 —No.  4 
'Warning— may  be  habit  forming 


76 


Volume  51  /Number  2 


When  your  patient  says: 


Na  I I PASTILLES 

ikoban 


BRAND  OF  LOBELINE  SULFATE.  MRT 


help  curb  the  smoking  habit 


■ Help  induce  a feeling  of  satiety  similar  to 
that  of  tobacco  because  of  lobeline’s  phar- 
macological relationship  to  nicotine. 

■ Permit  the  patient  to  indulge  his  oral  fixa- 
tion by  substituting  the  Nikoban  Pastille  ■ 
for  tobacco. 


■ Utilize  the  anorexic  effect  of  lobeline  to  help 
the  patient  who  is  drixen  to  compulsive  eat- 
ing when  he  discontinues  smoking. 

Encourage  patient  cooperation  through 
pleasant  taste. 


Dosage  and  Administration:  In  order  to  obtain  the  maximum  benefit,  a Nikoban  Pastille  should  be  sucked  slowly  and 
taken  according  to  the  schedule  below.  Whenever  possible  a pastille  should  be  taken  after  meals. 

1st  week:  I pastille  every  1 to  2 hours  for  a maximum  of  12  pastilles  daily.  2nd  week:  1 pastille  every  3 hours.  3rd  week:  1 
pastille  every  4 hours.  1th  week:  1 pastille  every  4 to  6 hours.  Thereafter  1 pastille  may  be  taken  at  infrequent  intervals 
whenever  necessary.  In  some  instances  there  may  at  first  be  a slight  astringent  burr  of  the  tongue  and  throat.  This  will 
usually  disappear  as  treatment  with  Nikoban  Pastilles  progresses  and  is  no  cause  for  concern. 

Caution:  It  is  advisable  neither  to  smoke  nor  to  use  a smoking  deterrent  during  pregnancy. 

Formulation:  Each  Nikoban  Pastille  contains  0.5  mg.  lobeline  sulfate  in  a pleasant  tasting  spiced-cherry  base. 


Availability:  In  packages  of  50  pastilles. 


References:  1.  Goodman,  L.  S.  and  Gilman.  A.:  The 
Pharmacological  Basis  of  Therapeutics,  New  York, 
Macmillan,  1960,  Ed.  2,  pp.  620-622:  2.  Edmunds, 
C.  W.:  J.  Pharmacol,  and  Exper.  Therap.,  1:27,  1909; 

3.  Hazard,  R.  and  Savini,  E.  Gand.,  92:471,  1963. 

4.  Dorsey,  J.  L.:  Ann.  Int.  Med.,  10:628,  1936:  5.  Ras- 
mussen, K.  B.:  Ugeskr.laeger,  118:222,  1956:  6.  Ejrup, 
B.:  Sven.  lak.  Tid.,  53:2634,  1956;  7.  Jochum,  K.  and 
Jost,  F,:  Munch,  med.  Wchnschr.,  103:618.  1961;  8. 
Jost,  F.  and  Jochum,  K.:  Med.  Klin.,  54:1049,  1959; 
9.  Smoking  and  Health,  Summary  and  Report  of  the 
Royal  College  of  Physicians  of  London  on  Smoking. 
New  York,  Pitman,  1962. 


M.  R.  THOMPSON,  Inc.,  Medical  Department-  «B 
711  l ifth  .\\cnue.  New  York,  New  York  10022 

Gentlemen: 

Please  send  me  a trial  supply  of  NIKOBAN  Pastilles, 

NAME M.D. 

ADDRESS 

CITY ZONE STATE 

TYPE  OF  PRACTICE 


M.  R.  THOMPSON,  INC.  • NEW  YORK,  NEW  YORK  10022 
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Special  cough  formula  for  children 

Pediacof 

Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 

Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
14  teaspoon;  from  1 to  3 years,  14  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 


Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 


Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 


Winthrop  Laboratories 
New  York,  N.Y. 


How  supplied:  Bottles  of  1 6 fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


1/^/nfhrop 


Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines'  ...a  favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency .. .all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose.  ^ 

IDECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and  others— in  the  young  and  aged  — the 
acutely  or  chronically  ill— when  the  offehding  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloration  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38:1950  (Nov.)  1959. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

7SI7.> 
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“They  keep  saying  I’m  sloppy  !” 


NicozoT  helps  you  restore 
your  geriatric  patients’  interest  in  themselves 


N icozoL  therapy  can  help  you  brighten  the  outlook 
of  your  aging  patients  who  tend  towards  (1 ) untidi- 
ness, (2)  irritability,  (3)  incompatibility,  (4)  lack 
of  interest,  and  (5)  loss  of  memory  or  alertness. 

The  Nicozol  formula  helps  improve  mental  acuity, 
increase  the  supply  and  use  of  oxygen  in  the  brain, 
improve  peripheral  circulation— without  excitation, 
depression,  or  other  untoward  effects. 

Nicozol  can  help  you  keep  your  aging  patients 
actively  alert  and  at  ease  with  themselves,  their 
families,  and  others. 

Supplied : Nicozol  tablets  (and  capsules)  in  bottles 
of  100  and  1000.  Nicozol  elixir  in  pints  and  gallons. 


I Division  of  A.  J.  Parker  Co. 
LABORATORIES 
Bryn  Mawr,  Pa.,  Winston-Salem,  N.C. 


Precautions:  May  produce  overstimulation  in  high 
doses.  Discontinue  if  muscular  twitchings  or  clonic 
convulsions  occur.  The  flush  produced  in  sensitive 
individuals  is  transient  and  harmless. 

Average  Dose : 1 to  2 tablets  (or  capsules)  3 times  a 
day.  1 teaspoonful  elixir  3 times  a day. 

Formula:  Each  tablet  or  capsule  contains: 

Pentylenetetrazol 100  mg. 

Nicotinic  Acid 50  mg. 

Each  teaspoonful  (5  cc.)  elixir  contains: 

Pentylenetetrazol 200  mg. 

Nicotinic  Acid 100  mg. 

(as  the  sodium  salt) 

Alcohol 5% 


Nicozoi: 
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“Upon  arising,  nose  was  open”  . or  how  another  happy 
patient  describes  the  nasal  decongestant  action  of  Dime- 
tapp  Extentabs*— how  would  your  patients  describe  it?/ In 
Sinusitis,  Colds,  U.R.I.,  up  to  10-12  hours’  clear  breathing 
on  one  tablet/ Also  available:  Dimetapp  Elixir,  for  t.i.d.  or 
q.i.d.  dosage.. 

Dimetapp  Extentabs 

[Dimetane®  (brompheniramine  maleate),  12.0  mg.; 
phenylpropanolamine  hydrochloride,  15  mg.; 
phenylephrine  hydrochloride,  15  mg.] 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 

• CLINICAL  . . .PT  riLf  , "COlCAL  OEPT.,  A.H.  ROBINC-  CO.,  INC. 


BRIEF  SUMMARY:  Indications; 
Dimetapp  reduces  nasal  secre- 
tions, congestion,  and  postnasal 
drip  for  symptomatic  relief  of 
colds,  U.R.I.,  sinusitis,  and  rhi- 
nitis. Side  Effects:  In  high  dos- 
ages, occasional  drowsiness 
due  to  the  antihistamine  or  CNS 
stimulation  due  to  the  sym- 
pathomimetics  may  be  ob- 
served. Precautions:  Administer 
with  caution  in  cardiac  or  pe- 
ripheral vascular  diseases  and 
hypertension.  Contraindica- 
tions: Antihistamine  sensitivity. 
Not  recommended  for  use  dur- 
ing pregnancy. 


The  discharged 
mental  patient . . . 
and  Thorazine^ 

brand  of  chlorpromazine 


“The  average  practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-institu- 
tionalized patients  by  regulation  of  medication,  reassurance,  manipulation  of  the  en- 
vironment where  necessary,  and  . . . other  technics. “ KUne,  n.s.:  Postgrad.  Med.  27:620  (May)  loeo. 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  SK&F)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient— and  often  his  family— also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  sk&f)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe”— with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a patient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine, sk&f) — regardless  of  dosage — over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  been 
successfully  used  for  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa- 
tients. Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include:  dry  mouth,  nasal  congestion,  constipation, 
miosis,  dermatological  reactions,  photosensitivity,  jaundice, 
hypotension,  increased  appetite  and  weight;  very  rarely, 
mydriasis,  agranulocytosis,  extrapyramidal  symptoms. 
Contraindications:  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  or 
available  literature. 

Smith  Kline  & French  Laboratories 
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for  fast  and  long- lasting  cough  control 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate  . . 5 mg.  ) 

(Warning:  May  be  habit-forming)  > 6.5  mg. 
Homatropine  methylbromide  1.5  mg. ) 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride  ....  10  mg. 

Ammonium  chloride 60  mg. 

Sodium  citrate 85  mg. 


in  a highly  palatable,  cherry-flavored  vehicle 
(methylparaben  0.13%  and  propylparaben  0.02% 
as  preservatives) 

INDICATIONS;  For  both  productive  and  nonpro- 
ductive cough.  For  relief  of  symptoms  in  trache- 
itis, bronchitis,  pneumonia,  pharyngitis,  bronchial 
asthma,  pertussis,  and  allied  conditions;  cough 


associated  with  allergy;  in  general,  whenever 
cough  medication  is  indicated. 

DOSAGE:  Average  adult  dose— 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6 to  12 
years,  Vz  teaspoonful;  3 to  6 years,  Vn  teaspoon- 
ful; 1 to  3 years,  10  drops;  6 months  to  1 year, 
5 drops;  after  meals  and  at  bedtime.  On  oral 
Rx  where  state  laws  permit.  U.S.  Pat.  2,630,400. 

CAUTION;  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  HCI 
and  in  patients  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arterio- 
sclerosis. In  these  patients  use  should  not  ex- 
ceed three  days.  Hycomine  Syrup  is  generally  well 
tolerated  but  in  some  patients  drowsiness,  dizzi- 
ness or  nausea  may  occur.  May  be  habit-forming. 


Literature  on  request 

ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


cut  Rx  writing  by  2/3 
in  colds, flu  or  grippe 


No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  analgesic  relief  of  common  cold, 
flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound. ..to  specify 

ANTITUSSIVE/DECONGESTANT/ANALGESIC 

‘EMPRAZIL-C^TABLETS 

Each  tablet  contains: 


Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 

‘Perazil’®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Phenacetin 150  mg. 

Aspirin 200  mg. 

Caffeine 30  mg. 


‘Warning  — may  be  habit  forming 

‘Emprazil-C’  Tablets  are  available  on  prescription  only. 
Dosage:  Adults  and  children  over  12  years  — 1 or  2 
tablets— 3 times  daily  as  required.  Children  6 to  12 
years  — 1 tablet  — 3 times  daily  as  required.  Caution: 
While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  chlorcy- 
clizine has  a low  incidence  of  antihistaminic 
drowsiness,  the  usual  precautions  should  be 
observed.  Supplied:  Bottles  of  100  tablets. 

Also  available  without  codeine  as 
‘EMPRAZIU®  TABLETS 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

‘S' BURROUGHS  WELLCOME  & CO  (U.S.A.)  INC. 

p Tuckahoe.  N.  Y. 


AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAN-400 

(MEPROBAMATE  400  MG.  SUSTAIIMEO  RELEASE] 


Simplified,  convenient  dosage  for  emotional  relief. 


ide  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 

; remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
as  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
lay  occur,  generally  developing  after  1-4  doses  of  the  drug. 

ontraindications:  Previous  allergic  or  idiosyncratic  reactions 
) meprobamate  contraindicate  subsequent  use. 

recautions:  Should  administration  of  meprobamate  cause 
rowsiness  or  visual  disturbances,  the  dose  should  be  reduced, 
•peration  of  motor  vehicles  or  machinery  or  other  activity 
squiring  alertness  should  be  avoided  if  these  symptoms  are 
resent.  Effects  of  excessive  alcohol  may  possibly  be  increased 
y meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


He«eos 


WALLACE  LABORATORIES  # Cranhury,  N.  J. 


THESE  STAINLESS-STEEL  PINS  TAKE  ON  THE  APPEARANCE  OF  TINY  FLAMING  CANDLES  BECAUSE  OF  THEIR  HIGH  PC 


This  pin  is  0.00032  of  an  inch  larger  than  perfect. 
As  a result,  it  is  rejected.  ■ Stainless-steel  pins 
like  this  are  used  to  mold  Lilly  capsules.  From 
each  tray  of  three  hundred  new  pins,  fifty  are 
selected  at  random.  The  diameter,  length,  taper, 
contour,  and  finish  are  carefully  measured.  If  the 
sensitive  electronic  measuring  devices  show  an 
imperfection  beyond  the  hairsplitting  limits,  the 


entire  tray  of  three  hundred  is  rejected.  ■ Lilly 
quality  control  draws  the  line  at  ±0.0003  of  an 
inch  for  some  dimensions  and  ± 0.0005  of  an  inch 
for  others.  A spht  hair  can  mean  the  difference 
between  perfection  and  rejection  . . . another 
of  the  many  important  controls  that  add  im- 
measurably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.  S.  A. 
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JOURNAL 

0^  the  Tlorida  Med  ical  ^Association 


The  February  Issue 

Marion  County  Medical  Society 

Continuing  a practice  initiated  in  February  1963,  The  Journal  presents  this 
issue  as  a special  number  featuring  contributions  from  a single  county  medical  so- 
ciety. Members  of  the  Marion  County  Medical  Society  have  prepared  the  scientific 
articles  and  editorials  this  month  and  are  to  be  commended  for  their  excellent  co- 
operation and  the  timely  diversified  material  submitted. 

We  congratulate  Dr.  Henry  L.  Harrell,  of  Ocala,  the  guest  editor  for  this  issue, 
on  the  service  he  has  graciously  and  competently  rendered  in  obtaining  the  authors 
and  sending  in  the  articles  on  schedule. 

To  the  contributors  we  express  sincere  appreciation.  We  are  pleased  to  offer 
their  efforts  in  this  special  issue  as  a challenge  to  the  members  of  other  county  med- 
ical societies  to  share  their  scientific  interests  and  editorial  ability  in  like  manner 
with  the  entire  membership  of  the  Association. 

T.M. 

The  Marion  County  Medical  Society  now  numbers  34.  Although  there  has  not 
been  the  tremendous  increase  in  number  of  members  that  has  occurred  in  other 
larger  centers  of  the  state,  there  has  been  a gradual  increase  and  we  can  definitely 
state  that  our  new  members  have  contributed  greatly  to  the  quality  and  adequacy 
of  the  medical  service  to  our  community. 

Although  we  are  provincial  and  somewhat  clannish  and  proud  of  our  county 
society,  we  are  not  isolated.  We  boast  one  of  the  living  e.x-presidents  of  the  Asso- 
ciation, Dr.  Eugene  G.  Peek  Sr.  His  son.  Dr.  Eugene  G.  Peek  Jr.,  is  following  in  his 
father’s  footsteps  by  participating  prominently  in  local  and  national  medical  states- 
manship. In  1961  Dr.  William  H.  Anderson  Jr.  was  president  of  the  Florida  Society 
of  Ophthalmology  and  Otolaryngology,  and  in  1960  Dr.  Harry  IM.  Edwards  was 
president  of  the  Florida  Pediatric  Society.  Dr.  Edwin  H.  Updike  is  the  president- 
elect of  the  Florida  Cancer  Society,  and  it  was  my  privilege  to  be  president  of  the 
Florida  Academy  of  General  Practice  in  1956.  Several  members  have  been  and  are 
current  members  of  important  state  committees. 

We  are  first  of  all  proud  of  the  quality  of  medical  care  we  furnish  our  patients, 
and  next  we  consider  it  a privilege  to  participate  in  all  activities  of  our  state 
Association. 

Henry  L.  Harrell,  M.D. 

Guest  Editor 

Ocala 
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Arteriography  in  a Community  Hospital 


Alexander  Goulard  Jr.,  M.D. 

Ogala 

Refinements  of  technique  of  arterial  radiog- 
raph}' are  accruing  rapidly.  Through  trial  and 
error  my  associates  and  I have  tried,  and  are  still 
trying,  to  develop  the  simplest,  safest,  and  most 
economical  techniques  for  e.xtracardiac  angiogra- 
phy that  can  be  used  at  the  small  or  medium  size 
community  hospital  level. 

Equipment 

.\11  the  equipment  that  is  essential  is  reason- 
able. One  hundred  to  two  hundred  dollars  will 
purchase  all  the  catheters,  needles,  guide  wires  and 
catheter  holders  (ordinary  ureteral  catheter  hold- 
ers for  storage  and  cold  sterilization)  required. 
.As  with  many  radiology  departments  we  use  radio- 
paque Odman  catheters  with  internal  diameters 
varying  from  1.3  mm.  (green)  and  1.57  mm.  (yel- 
low) to  1.85  mm.  (gray).**  The  basic  mechanism 
for  any  percutaneous  arterial  catheterization  is 
that  the  guide  wire  with  its  fle.xible  tip  in  ad- 
vance passes  through  the  needle  sheath,  the  needle 
sheath  is  then  removed,  and  the  tapered  catheter, 
after  being  threaded  over  the  guide  wire,  is  ad- 
vanced into  the  arterial  lumen  before  the  guide 
wire  is  removed.  The  catheter  is  the  same  size  as 
the  needle  sheath  and  thereby  plugs  the  hole  in 
the  artery.!-- 

Other  useful  needles  are  Cournand  for  direct 
carotid  arteriography,  lumbar  spinal  needles  for 
femoral  arteriography  and  the  17  gauge  Karras 
needle***  for  brachial  or  axillary  arteriography. 
The  small  Sedlinger  guide  wire  for  the  green  Od- 
man catheter  fits  nicely  in  the  Karras  needle 
sheath.  For  some  time,  the  items  mentioned  were 
all  the  equipment  present  in  the  community  hos- 
pital, and  for  the  most  part  adequate  arterial 
studies  were  obtained,  particularly  single  vessel 
brachycephalic  injection  and  cerebral,  femoral  and 
renal  artery  studies.  Before  the  use  of  a serio- 
graph  or  pressure  injector,  we  used  the  method 
of  Poutasse^  for  renal  artery  studies  modified  to 
the  extent  of  using  a retrograde  femoral  catheter 
in  place  of  direct  aortic  puncture.  Retrograde 
catheterization  has  the  advantage  of  accurate 


From  the  Department  of  Radiology,  Munroe  Memorial  Hos- 
pital, Ocala. 

‘Instruments  and  Catheters,  Shick  X-ray  Co.,  205  t\  . Wacker 
Drive.  Chicago,  111. 

"Instruments.  Xedmac,  Inc.,  5410  International  Parkway,  Min- 
neapolis 27,  Minn. 

‘"Becton-Dickinson  Co..  Rutherford.  X.  J. 


placement  of  the  tip,  relative  freedom  from  pain, 
and  complete  control  of  bleeding.  We  used  tri- 
methaphan  camphorsulfonate  (.Arfonad)  to  lower 
the  blood  pressure  and  obtain  better  filling  of  the 
renal  vessels.  This  required  the  presence  of  either 
an  internist  or  anesthesiologist,  and  when  the 
blood  pressure  of  an  otherwise  hypertensive  pa- 
tient suddenly  fell  below  100  mm.  Hg  systolic, 
the  patient  usually  experienced  nausea  and  an.xi- 
ety,  sometimes  vertigo  and  vomiting. 

.As  time  passed,  we  obtained  a seriograph. 
The  most  practical  for  our  purposes  is  the  San- 
chez, t costing  appro.ximately  $3,600.  An  Amplatz 
pressure  injector  was  also  obtained  at  a cost  of 
approximately  $1,000.  While  these  are  items  of 
some  expense,  they  are  among  the  most  reason- 
able of  their  type  of  equipment  and  not  beyond 
the  budgets  of  most  community  hospitals.  The 
seriograph  takes  the  guesswork  out  of  where  the 
bolus  of  dye  is  at  any  particular  instant,  and 
furthermore,  since  there  is  a time  differential  for 
the  filling  of  the  various  vessels,  the  optimum  fill- 
ing of  the  vessel  in  question  can  be  obtained  with- 
out the  overlapping  of  extraneous  vessels  seen 
with  single  long  exposures  (fig.  1).  The  pressure 
injector  operates  on  COj  sparklet  cartridges  and 
develops  an  effective  pressure  of  930  P.S.I.  with 
the  60  cc.  syringe.  A pressure  of  over  600  P.S.I. 
is  never  used  and  is  not  needed.  The  point  of  any 
injection  is  to  deliver  a bolus  of  about  20  to  25  cc. 
of  dye  in  one  second.  Unfortunately,  it  cannot 
be  done  by  hand  injection  with  the  size  catheters 
used.  While  larger  quantities  of  dye  may  be  used 
in  certain  e.xaminations  as  opposed  to  others,  if 
the  rate  is  maintained  at  approximately  20  cc./ 
sec.,  arterial  visualization  will  be  good. 

General  Technique  Considerations  for 
Catheterization 

We  prefer  to  puncture  and  catheterize  the 
largest  vessel  accessible  for  three  reasons.  (1)  It 
is  easier  to  puncture;  (2)  the  larger  the  vessel  the 
shorter  the  distance  the  catheter  need  be  ad- 
vanced; (3)  there  is  less  chance  of  dampening 
or  occluding  the  peripheral  pulse.  For  these  rea- 
sons, all  catheterizations  are  confined  to  either 
the  femoral  artery  at  the  inguinal  ligament  or  the 
axillary  artery.  The  axillary  artery  is  a particu- 
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Fig.  1.  — (a)  A single  three  second  exposure  start- 
ing at  about  midinjection  by  hand  pressure.  Note  over- 
lapping of  the  superior  mesenteric  over  the  left  renal 
artery;  the  splenic  artery  partly  overlies  the  upper  ma- 
jor branch  of  the  left  renal  artery,  (b)  A 3/20  second 
exposure  at  the  start  of  a high  pressure  injection  shows 
differential  filling  of  renal  vessels  before  other  vessels. 
G'^avitation  of  the  dye  at  least  partly  accounts  for  this. 
Tile  renal  arteries  originate  posteriorly  from  the  aorta, 
and  the  patient  is  supine. 

larly  good  artery  to  catheterize;  ^ it  is  but  a short 
distance  from  the  arch  of  the  aorta,  has  good  col- 
laterals and  usually  few  arteriosclerotic  changes, 
and  as  with  the  femoral  artery  direct  pressure 


Fig.  2.  — Right  axillary  catheterization  in  the  left 
posterior  oblique  view,  one  of  three  positions  used  for 
injection  of  arch  vessels,  with  50%  Hypaque.  Note  how 
the  catheter  occludes  the  right  vertebral  artery.  When 
it  was  pulled  back,  the  vertebral  artery  was  filled  by 
hand  injection. 

can  control  bleeding  (fig.  2).  We  have  not  seen 
even  temporary  obliteration  of  the  peripheral 
pulse  with  catheterization  of  the  a.xillary  artery, 
while  this  does  occur  with  brachial  artery  injec- 
tions or  catheterizations. 

The  technique  of  catheterization  is  as  previous- 
ly outlined.  The  only  caution  is  never  to  force 
the  guide  wire  into  the  vessel.  It  must  ride  free 
in  and  out  of  the  vessel  and  needle  sheath.  If  the 
guide  wire  is  in  any  way  damaged,  throw  it  away. 
We  prefer  heparin,  1 mg.  per  cubic  centimeter 
of  normal  saline,  to  fill  and  flush  the  catheter, 
with  the  total  dose  of  heparin  under  100  mg.; 
usually  it  is  30  mg.  The  catheter  is  advanced 
fluoroscopically  with  or  without  the  guide  wire 
extending  to  the  tip  of  the  catheter.  If  the  guide 
wire  is  in  place,  an  extension  tube  for  flushing 
with  heparin  is  used.^ 

As  an  alternate  method  to  catheterization,  the 
head  and  neck  vessels  may  be  examined  by  direct 
retrograde  pressure  injection  through  a needle  in 
the  brachial  or  axillary  artery.^  The  advantages 
are  that  it  is  technically  easier  and  is  the  pre- 
ferred method  to  study  the  vertebral  arteries  both 
in  the  neck  and  intracerebrally,  obtaining  at  the 
same  time  a right  carotid  artery  study  (fig.  3). 
The  disadvantages  are  considerable  recoil  with 
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Fig.  3.  — Direct  injection  of  the  left  brachial  ar- 
tery. There  are  two  areas  of  marked  arteriosclerotic 
narrowing  at  the  take-off  of  the  subclavian  artery  (ar- 
rows), also  some  narrowing  of  the  vertebral  artery  at 
the  take-off.  The  patient  had  "subclavian  steal”  syn- 
drome of  vertigo  with  pain  in  the  left  arm,  aggravated 
by  raising  the  arm,  and  is  now  symptom-free  after 
aortosubclavian  bypass. 

pres.siire  injection  through  the  stiff,  single  end 
hole  needle  with  which  we  have  had  our  share  of 
subintimal  injections  (fig.  4)  and  the  failure  to 
visualize  all  four  neck  vessels  with  a single  pro- 
cedure. The  best  policy  seems  to  be  a.xillary 
catheterization  for  all  four  neck  vessels  and  right 
brachial  injection  for  intracerebral  lesions  com- 
bined with  a left  carotid  artery  study,  as  indi- 
cated clinically. 

All  arterial  pressure  injections  are  performed 
with  the  patient  performing  the  \'alsalva  maneuver 
(respiratory  straining  against  the  closed  glottis). 
In  a hypertensive  patient  this  may  lower  the  sys- 
tolic pressure  as  much  as  50  mm.  Hg,  particularly 
if  the  injection  is  not  made  for  five  to  10  seconds 
after  the  start  of  the  forced  straining.  The  opaque 
medium  used  for  all  injections  is  50%  Hypaque 
or  60%  Conray  except  for  aortic  arch  studies 
where  75%  Hypaque  or  80%  Angioconray  is  used. 
While  some  media  may  have  advantages  over 
others,  we  think  the  difference,  particularly  in  the 
newer  media,  is  not  as  important  as  catheter  place- 
ment and  radiographic  technique. 

Noncatheter  Techniques 

In  the  vast  majority  of  cases  angiography  in 


Fig.  4.  — (a)  Direct  axillary  pressure  injection  sub- 
intimally.  A portion  of  the  dye  is  intraluminal  filling 
the  vertebral  artery;  the  remainder  outlines  the  sub- 
intima  of  the  innominate  and  carotid  arteries.  The  de- 
layed film  (b)  demonstrates  the  subintimal  cast.  The 
patient  had  pain  of  considerable  degree  and  transient 
right  hemiplegia  and  aphasia  for  two  hours.  The  left 
internal  carotid  artery  had  previously  been  demonstrated 
to  be  completely  occluded  at  the  bifurcation  and  the 
left  vertebral  artery  to  be  narrowed  at  its  take-off  from 
the  subclavian  artery. 


any  hospital,  but  particularly  in  a small  one,  is 
either  cerebral  or  iliofemoral.  The  importance  of 
renal  artery  studies,  however,  is  gradually  shifting 
this  imbalance.  The  technique  of  cerebral  angiog- 
raphy has  long  been  standardized  and  consists 
simply  of  injecting  one  of  the  carotid  or  vertebral 
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Fig.  5.  — Injection  of  8 cc.  of  50%  Hypaque  di- 
rectly into  the  left  carotid  artery  demonstrates  a lobu- 
lated  aneurysm  at  the  bifurcation  of  the  internal  carotid 
artery.  At  surgery  elsewhere,  two  adjacent  aneurysms 
were  ligated  at  the  junction  of  the  posterior  communi- 
cating and  internal  carotid  atreries. 

arteries  with  approximately  8 cc.  of  dye  and  ob- 
taining serial  or  long  exposure  films  of  the  intra- 
cerebral vessels  (fig.  5).  We  prefer  brachial  or 
axillary  artery  approach  to  the  vertebral  arteries. 

Femoral  arteriography  is  performed  by  direct 
puncture  of  the  artery  below  the  inguinal  liga- 
ment. Either  a 14  by  36  inch  cassette  or  two  14 
by  17  inch  cassettes,  one  with  a grid  and  one  in 
the  Bucky  tray,  will  cover  the  iliofemoral  region 
to  well  below  the  knee.  A two  to  three  second 
exposure  is  used.  An  aluminum  wedge  filter  is 
simple  to  make.  One  millimeter  of  aluminum  over 
the  thigh  graded  to  6 mm.  of  aluminum  at  the 
distal  extremity  (anode  side  of  x-ray  tube)  has 
worked  well. 

If  there  is  occlusion  of  the  femoral  artery, 
there  may  be  a delay  of  seven  to  10  seconds  from 
the  start  of  the  Injection  to  filling  of  the  distal 
major  vessel  or  collaterals  below  the  knee.  We 
have  found  it  a distinct  advantage  to  use  a large 
quantity  of  dilute  dye  injected  in  10  to  15  sec- 
onds; 25  cc.  of  50%  Hypaque  or  60%  Conray 
is  diluted  with  saline  to  50  cc.  and  a 10  second 
injection  time  is  used.  The  three  second  exposure 
starts  near  the  end  of  the  injection.  Dilution  of 
the  dye  has  the  marked  advantage  of  almost  com- 
pletely abolishing  the  pain  of  the  injection  and 
is  the  single  most  important  step  we  have  taken 
to  improve  our  femoral  arteriograms  (fig.  6). 

Either  opposite  retrograde  femoral  catheteri- 
zation or  direct  aortography  is  performed  for 
aortoiliac  occlusive  disease.  We  believe  that  the 


Fig.  6.  — Bilateral  femoral  arteriogram  performed 
with  diluted  50  per  cent  contrast  material,  half  and  half 
with  normal  saline,  50  cc.  of  solution  on  both  sides 
with  relatively  slow  hand  injection.  The  film  was  ex- 
posed near  the  end  of  injection.  Marked  arteriosclerotic 
change  but  no  major  vessel  obstruction  was  demon- 
strated. 

patient  should  be  selected  carefully  for  aortog- 
raphy to  the  extent  that  the  general  condition 
is  satisfactory  to  undergo  aortoiliac  surgery  be- 
fore direct  aortic  puncture  is  carried  out. 

Summary 

With  the  advent  of  even  simple  arterial  sur- 
gery such  as  occlusive  disease  of  the  extremity 
and  with  the  developments  in  hypertensive  renal 
artery  disease,  extracardiac  arterial  radiography 
must  take  its  place  at  the  local  community  level. 
Little  equipment  is  needed,  and  it  is  suggested 
that  the  physician  making  the  e.xaminations  not 
start  out  with  complicated  equipment  such  as  a 
seriograph  or  pressure  injector.  As  his  interest, 
proficiency,  and  persistence  progress,  these  tech- 
nical advantages  can  be  added  along  the  way. 
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Clinical  Recognition  of  Hyponatremia 


Carl  S.  Lytle,  M.D. 

Ocala 

Symptoms  of  hyponatremia  are  insidious,  grad- 
ually worsen,  then  explode,  often  like  a time 
bomb.  They  vary  all  the  way  from  nausea  and 
weakness  to  convulsions  and  coma.  The  cause 
often  is  not  recognized  immediately.  This  syn- 
drome should  therefore  be  considered  in  differen- 
tial diagnosis  with  cerebral  accident,  diabetic 
coma,  uremia,  encephalitis,  hepatic  coma,  heat 
stroke,  and  drug  into.xications  (barbiturate,  alco- 
hol, opium,  bromide,  or  carbon  monoxide). 

Manifestations  of  hyponatremia  suggest  inter- 
ference largely  wth  function  of  the  nervous  sj's- 
tem.  They  often  are  difficult  to  unravel  from  those 
of  the  primary  illness  itself,  which  is  usually  a 
malfunction  of  the  heart,  or  the  kidneys,  or  aldos- 
terone secretion,  or  pituitary  secretion,  or  the  un- 
known mechanism  seen  in  carcinoma  of  the 
lung.i-2 

Malfunction  of  the  brain  in  the  presence  of 
hyponatremia  has  been  the  subject  of  much  study. 
Yannett^  reported  that  the  response  of  the  brain 
to  dilution  of  extracellular  fluid  is  an  exception  to 
the  general  statement  that  cells  imbibe  water  and 
swell  under  these  conditions.  From  direct  tissue 
analysis  in  experimentally  induced  hyponatremia 
he  found  that  brain  tissue  did.  in  fact,  lose  potas- 
sium and  that  brain  cells  therefore  may  respond  to 
dilution  of  extracellular  fluids  without  net  gain  in 
intracellular  water,  and  thus  avoid  swelling.  En- 
closed as  the  brain  is  within  bony  confines,,  this 
response  is  fortunate.  .-K  response  by  the  brain 
similar  to  that  of  other  tissues  might  result  in  a 
serious  increase  in  pressure  after  a large  ingestion 
of  fluid. ^ 

.\1  though  hyponatremia  always  indicates  a 
relative  excess  of  water  over  solute  in  the  body,  it 
occurs  clinically  under  two  different  circumstances, 
namely  (1)  decreased  extracellular  volume,  and 
(2)  increased  extracellular  volume. 

Decreased  extracellular  volume  occurs  when 
fluid  and  electrolyte  are  lost  by  vomiting,  diar- 
rhea, profuse  sweating  and  other  means,  and  fluid 
is  replaced  by  water  intake  (with  no  electrolytes) 
either  by  mouth  or  intravenously.  In  this  case 
the  low  plasma  sodium  concentration  has  develop- 
ed an  effective  osmotic  pressure  which  is  soon  bal- 
anced by  movement  of  water  into  the  cells  to 
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obtain  equilibrium.  The  intracellular  fluid  vol- 
ume is  then  high  and  the  cells  expanded,  except 
in  the  brain  as  previous!}’  mentioned,  with  a 
shrunken  extracellular  fluid  volume.  Thus  there 
occurs  water  into.xication  in  the  cells,  which  is  the 
chief  danger  of  hyponatremia.  Administration  of 
water  and  3 to  5 per  cent  sodium  chloride  intra- 
venously is  indicated,  in  divided  doses  eight  to  12 
hours  apart. 

With  increased  extracellular  fluid,  hyponatre- 
mia occurs  when  excessive  fluids  are  given  post- 
operatively  because  of  an  overestimation  of  the 
fluid  needs,  and  5 per  cent  glucose  is  giv^en  alone. 
Reduction  of  fluids  and  salt  increase  will  rapidly 
correct  this  development  when  recognized  early. 
In  cases  of  cardiac  decompensation,  cirrhosis,  or 
the  nephrotic  syndrome  danger  of  hyponatremia 
also  exists  when  edema  is  present.  Restriction  of 
fluids  with  normal  salt  intake  is  indicated.  Infu- 
sions of  hypertonic  salt  solution  usually  are  con- 
traindicated. 

It  is  apparent,  therefore,  that  the  plasma 
sodium  concentration  alone  gives  no  information 
relevant  to  the  question  of  whether  the  body  has 
an  e.xcess  or  a deficit  of  sodium.  The  extracellular 
fluid  volume  is  the  dominant  factor  in  determining 
the  body  sodium  equilibrium. ^ 

Report  of  Cases 

Case  1.  — .A  man,  aged  87,  was  seen  in  the  office  with 
weakness  and  shortness  of  breath  on  July  21,  1963. 
Rales  were  present  over  the  chest  and  a two  plus  pitting 
edema  in  the  lower  extremities,  with  e'ectrocardiograohic 
changes  compatible  with  left  ventricular  ischemia.  Ben- 
droflumethiazide  with  potassium  chloride  and  Mercuhy- 
drin.  1 cc.,  were  prescribed. 

He  improved  during  the  next  three  days.  Mild  mental 
confusion  and  extreme  weakness  then  developed,  and  he 
was  hospitalized.  .A  convulsion  and  unconsciousness  oc- 
curred on  the  fifth  hospital  day,  at  which  time  laboratory 
findings  were:  serum  sodium,  130  mEq.  per  liter;  serum 
chloride,  77  mEq.  per  liter;  serum  potassium,  4.2  mEq. 
per  liter;  blood  urea  nitrogen,  14.4  mg.;  blood  sugar,  114.0 
mg.;  hemoglobin,  14.7  Gm.;  white  blood  cell  count,  8,560; 
and  hematocrit  level,  46  per  cent.  The  transaminase  level 
was  within  normal  limits  on  admission. 

He  remained  comatose,  but  after  a tracheostomy  was 
performed  and  electrolytes  brought  into  balance,  he  was 
out  of  bed  in  12  days  and  at  home  after  a total  of  30 
days’  hospitalization.  He  continues  well  after  one  year 
on  digitalis  alone. 

This  case  illustrates  the  unrecognized  cause  of 
the  prodromal  symptoms  of  mental  confusion, 
interpreted  as  cerebral  sclerosis  in  an  87  year  old 
man  in  whom  convulsions  suddenly  developed  be- 
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fore  hyponatremia  was  considered.  Correction  re- 
sulted in  full  recovery. 

Case  2.  — A woman,  aged  66,  had  been  on  hyperten- 
sion therapy  for  years,  taking  hydrochlorothiazide  with 
reserpine  (Hydropres),  SO  mg.  once  daily,  and  chlordiaze- 
poxide  hydrochloride  (Librium),  S mg.  four  times  a day. 

On  Aug.  1,  1962,  she  complained  of  headache,  weak- 
ness and  dizziness,  and  was  unable  to  do  her  housework. 
The  blood  pressure  was  180/110  mm.  Hg,  and  she  was 
admitted  to  the  hospital  immediately. 

The  course  in  the  hospital  was  unchanged  until  .\ugust 
14,  when  she  began  to  vomit,  mental  acuity  decreased 
slowly,  the  headache  became  more  severe  in  the  occipital 
region,  and  she  experienced  extreme  weakness.  No  local- 
ized neurological  signs  were  noted,  but  she  was  very  un- 
stable on  her  feet. 

■\t  this  point  an  electrolyte  study  revealed  a serum 
sodium  level  of  133  mEq.  per  liter;  serum  chloride,  92 
mEq.  per  liter;  and  serum  potassium,  4.2  mEq.  per  liter. 
Convulsions  developed  before  the  hyponatremia  was  cor- 
rected. \ blood  sugar  determination  was  98  mg.,  and 
blood  urea  nitrogen,  7 mg.  Intravenous  pyelograms, 
urinalysis  and  blood  culture  gave  negative  evidence,  a 
complete  blood  count  was  normal,  and  the  cholesterol 
level  was  232  mg.  Eyeground  examination  gave  negative 
results. 

Correction  of  the  hyponatremia  resulted  in  complete 
recovery,  and  now,  one  year  later,  the  patient  remains 
well. 

In  this  case  the  prodromal  symptoms  gave  a 
strong  impression  of  hypertensive  encephalopathy 
that  postponed  further  differential  diagnosis.  This 
case  also  illustrates  that  the  amount  of  extra- 
cellular hyponatremia,  as  judged  by  laboratory 
determination,  is  not  in  direct  proportion  to  the 
severity  of  symptoms.  It  is  the  extracellular  fluid 
volume  that  is  the  dominant  factor. < 

Case  3.  — A man,  aged  S4,  had  been  taking  dexameth- 
asone  (Decadron)  for  emphysema  for  three  years,  aver- 
aging two  tablets  a week  until  the  last  six  months,  when 
he,  himself,  increased  the  medication  to  one  to  three 
tablets  daily  for  control  of  gouty  arthritis. 

On  June  22,  1962,  he  was  hospitalized  with  fever  and 
malaise.  Pneumonitis  was  confirmed  by  x-ray  and  con- 
trolled in  one  week.  He  remained,  however,  with  no  ap- 
petite, some  nausea,  and  a full  feeling  in  the  abdomen. 
By  the  fourteenth  hospital  day  his  condition  had  worsen- 
ed, and  he  was  withdrawn,  depressed  and  uninterested 
in  his  surroundings.  He  had  pain  in  the  bladder  after 
voiding.  Dexamethasone  had  been  continued  at  one  to 
one-half  tablet  a day,  and  poly  thiazide  (Renese),  2 mg. 
daily,  was  added  on  admission. 

On  July  4,  the  electrolytes  were  determined  to  be:  se- 
rum sodium,  110  mEq.  per  liter;  serum  chloride,  S4  mEq. 
per  liter;  serum  potassium,  2.1  mEq.  per  liter  and  CO2 
combining  power,  30  mEq.  per  liter. 

Other  findings  were:  rheumatoid  arthritis  test,  weakly 
reactive;  total  blood  protein,  6.0  Gm.;  uric  acid,  9.7  mg., 
and  upper  gastrointestinal  series,  urinalysis  and  complete 
blood  count  normal.  Urological  consultation  and  surgical 
consultation  on  the  abdomen  yielded  no  evidence  of  dis- 
ease. The  patient  was  discharged  recovered  on  Julv  14, 
1962. 

The  mental  symptoms  here  were  overshadowed 
by  the  abdominal  complaints,,  particularly  disten- 
tion and  pain  in  the  bladder;  also,  it  is  remarkable 
that  no  convulsions  occurred  although  the  hypo- 
natremia by  laboratory  determination  was  severe. 
This  case  again  demonstrates  that  the  amount  of 


extracellular  fluid  is  the  dominant  factor  and  must 
be  determined  on  clinical  grounds  alone. 

Case  4.  — In  a woman,  aged  83,  with  an  intertrochan- 
teric fracture  treated  by  body  cast,  pyuria  developed  on 
Sept.  14,  19S8,  while  she  was  in  the  hospital.  Sensitivity- 
tests  indicated  the  proper  drug  to  be  nitrofurantoin  (Fura- 
dantin),  which  had  to  be  given  intravenously  after  Octo- 
ber 1 because  of  gastric  irritation;  also,  1,000  cc.  of  S per 
cent  glucose  was  given  in  this  manner  daily. 

Lethargy  gradually  developed,  and  in  10  days,  after 
much  nausea  and  vomiting,  and  increased  intravenous 
fluids,  she  was  unresponsive  and  vomited  any  type  of 
oral  intake.  An  electrolyte  study  on  October  10  revealed 
a serum  sodium  level  of  113  mEq.  per  liter;  serum 
chloride,  92. S mEq.  per  liter;  and  serum  potassium,  2.6 
mEq.  per  liter.  The  patient  recovered  after  correction  of 
the  electrolytes  and  was  out  of  bed  in  a chair  by  Octo- 
ber 21. 

This  case  illustrates  the  hyponatremia  that 
occurs  by  dilution,  accompanied  by  potassium 
washout. 

Case  S.  — A woman,  aged  87,  had  been  receiving  digi- 
talis and  a weekly  dose  of  mercurial  diuretic  for  four 
years.  Mental  confusion  developed  and  her  condition 
gradually  worsened  over  a four  day  period  until  she  was 
admitted  to  the  hospital  on  Nov.  27,  19S9.  .\t  this  time 
she  appeared  moribund  and  could  scarcely  answer  ques- 
tions with  an  unintelligible  mumble.  On  admission,  the 
serum  sodium  was  110  mEq.  per  liter;  serum  chloride, 
9S  mEq.  per  liter,  and  serum  potassium,  4.3  mEq.  per 
liter,  with  a normal  blood  urea  nitrogen  determination 
and  complete  blood  count.  The  urine  had  a trace  of  al- 
bumin and  contained  many  red  cells  and  white  cells. 
There  was  an  enlargement  of  the  liver  to  three  finger- 
breadths  below  the  costal  cage,  but  no  pretibial  edema 
was  present. 

Correction  of  the  sodium  balance  resulted  in  complete 
recovery  after  a stormy  three  weeks  of  diarrhea.  The 
patient  was  discharged  on  Jan.  2,  1960.  Two  and  one- 
half  years  later  she  succumbed  to  pneumonia. 

This  case,  believed  to  be  one  of  cerebral  acci- 
dent when  the  patient  was  admitted,  illustrates 
the  confusing  picture  that  is  presented  in  low 
sodium  syndrome.  A surprising  finding  through- 
out the  stormy  recovery  was  the  persistent  normal 
potassium  level. 

Comment 

These  experiences  show  that  the  milder  symp- 
toms are  anorexia,  headache,  apathy,  weakness, 
nausea,  vomiting  and  mental  confusion.  The 
severe  symptoms  are  convulsion  and  various  stages 
of  coma. 

The  whole  subject  of  fluid  and  electrolyte  bal- 
ance is  complicated. •'»’**  It  is  necessarily  so  in  order 
to  keep  42  quarts  of  water  and  15  heaping  tea- 
spoonfuls of  salt  containing  more  than  a dozen 
different  electrolytes  and  hormones  working  to- 
gether in  perfect  harmony  during  a normal  life- 
time, with  infinitely  wide  variation  in  intake  and 
loss  of  both  water  and  electrolytes.  This  struggle 
for  balance  is  further  compounded  by  the  modern 
use  of  diuretics,  hormones,  and  intravenous  fluids 
in  general  daily  practice. 
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When  convulsions  and  coma  are  present,  the 
patient  may  be  needlessly  subjected  to  spinal 
puncture  and  harmful  intravenous  fluids  unless 
the  serum  sodium  concentration  is  considered. 
One  should  always  remember  that  clinically  this 
laboratory  determination  must  be  related  to  the 
dominant  factor  of  the  extracellular  fluid  volume. 

Summary 

The  syndrome  of  hyponatremia  should  be 
added  to  the  list  of  probabilities  in  cases  that 
present  mental  manifestations  and  prostration. 

The  need  for  unraveling  this  syndrome  from 
the  underlying  condition  is  not  always  apparent 
unless  the  clinician  is  fully  oriented  on  the  wide 
range  of  symptoms.  In  one  case  in  this  series 
hyponatremia  was  not  recognized  during  14  days 
of  observation,  although  the  patient  was  seen  by 
more  than  one  consultant. 

The  exact  mechanism  of  the  mental  symptoms 
has  not  been  fully  explored,*  but  is  possibly  a 


depletion  of  the  potassium  in  the  brain  cells,^  in 
the  body’s  struggle  to  maintain  osmotic  equilib- 
rium without  cellular  swelling  within  the  bony 
confines  of  the  brain. 
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Cavernous  Sinus  Thrombosis 


Report  of  Case 

Robert  C.  Childress,  M.D. 

AND  West  Bitzer,  M.D. 

Ocala 

Cavernous  sinus  thrombosis  produces  pathog- 
nomonic physical  signs  by  inspection  and  should 
be  familiar  to  all  physicians,  although  it  is  an  un- 
common disease  in  this  antibiotic  era.  Those  fea- 
tures usually  present  are:  generalized  sepsis; 

venous  obstruction  of  the  retina,  conjunctivae, 
and  eyelids;  paresis  of  cranial  nerves  III,  IV,  and 
\T;  proptosis;  and  meningeal  irritation.*  Sources 
of  infection  producing  the  septic  thrombosis  are 
structures  of  the  face,  mouth,  ears,  and  mastoids. 
Shaw-  listed  the  initial  focus  as  facial  furuncle  in 
61  per  cent,  sinusitis  in  15  per  cent,  otitis  in  8 
per  cent,  infections  of  the  teeth  in  7 per  cent,  fa- 
cial erysipelas  in  5 per  cent,  other  infections  of  the 
mouth  in  2 per  cent,  and  unknown  in  2 per  cent. 
Nearly  always  fatal  prior  to  antibiotics,  this  dis- 
ease now  has  a relatively  good  prognosis  if  treated 
early  and  vigorously.  The  institution  of  antibiotic 
therapy  should  not  await  the  results  of  bacterio- 
logic  studies.  Since  the  causative  organism  is 
usually  a gram-positive  species,  Brown^  recom- 


mended therapy  with  penicillin  G.,  sodium  methi- 
cilin  (Staphcillin)  and  streptomycin.  The  use  of 
anticoagulants  has  been  somewhat  controversial.* 

Report  of  Case 

A SI  year  old  white  married  house  painter  complained 
of  diplopia  with  objects  side  by  side  and  left  frontal  and 
temporal  headaches  experienced  about  May  22  or  23,  1963. 
These  symptoms  were  of  fairly  acute  onset  and  accom- 
panied by  chills.  A week  later  he  noticed  swelling  of  the 
left  eye  and  redness  in  the  eye.  At  this  time  he  consulted 
a physician  and  was  treated  with  antibiotics,  and  skull 
x-rays  were  taken.  The  symptoms  persisted.  The  patient 
was  referred  to  one  of  us  (W.B.)  for  further  evaluation, 
at  which  time  the  impression  of  cavernous  sinus  throm- 
bosis was  made. 

There  was  a past  medical  history  of  chronic  recurrent 
purulent  nasal  discharge  with  large  crusts.  No  definite 
history  of  ear  or  mastoid  infection  was  elicited.  The 
patient  admitted  to  having  recurrent  sinus  headaches  in 
the  past,  but  not  in  the  last  few  months.  He  was  struck 
in  the  left  posterior  part  of  the  head  when  he  was  11 
years  old,  apparently  suffering  a skull  fracture  at  that 
time.  A systems  review  was  nonrevealing  except  that  the 
patient  had  “chest  congestion”  with  pleurisy  two  years 
ago. 

On  physical  examination,  the  patient  was  a well  de- 
veloped, well  nourished  middle-aged  man  who  complained 
of  severe  left-sided  headaches  and  had  a striking  proptosis 
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and  fixation  of  the  left  eye  with  marked  edema  and 
chemosis  on  the  left  side  of  the  face.  The  pupils  were 
normal  with  slight  dilatation  of  retinal  venules  on  the  left. 
There  were  typical  findings  of  atrophic  rhinitis  and  large 
crusts  with  some  mucopus.  This  was  cultured.  Irrigation 
of  the  maxillary  sinuses  was  clear.  Approximately  one 
third  of  the  teeth  were  missing.  The  head  and  neck 
otherwise  were  normal.  Neurological  examination  was  un- 
revealing except  for  the  fixation  of  the  left  eye.  There 
was  no  nuchal  rigidity. 

Examination  of  the  spinal  fluid  including  culture  gave 
negative  results.  The  white  blood  cell  count  was  10,000 
on  admission  with  a differential  count  of  segmented  forms 
55,  lymphocytes  23,  monocytes  7,  and  eosinophils  15.  On 
discharge,  the  white  bl'ood  cell  count  was  5,000  with  a 
normal  differential.  Skull  x-rays  were  normal,  and  the 
sinuses  were  interpreted  as  showing  chronic  pansinusitis. 

Course  in  the  Hospital. — The  patient  was  given  anti- 
biotic therapy  consisting  of  20  million  units  of  penicillin 
daily  by  continuous  intravenous  infusion  and  2 Gm.  of 
streptomycin  intramuscularly  dai'y ; three  days  later,  after 
results  of  the  nose  culture  showed  pseudomonas  organisms, 
the  patient  also  received  chloramphenicol  (Chloromyce- 
tin), 500  mg.  every  six  hours  by  mouth,  and  Coly-Mycin, 
50  mg.  every  six  hours  intramuscularly,  .^t  the  time  of 
hospitalization  he  was  given  anticoagulant  therapy  with 
heparin,  which  was  later  changed  to  warfarin  sodium 
(Coumadin).  Four  days  after  admission  on  June  11, 
1963,  less  edema  of  the  conjunctiva  of  the  left  eye  was 
noted,  but  some  early  edema  of  the  conjunctiva  of  the 
right  eye  was  present.  The  headache  persisted.  By  June 
17,  there  was  more  edema  of  the  conjunctiva  of  the  right 
eye,  but  less  edema  of  the  conjunctiva  of  the  left  eye, 
and  by  this  time  there  was  also  paralysis  of  the  right 
superior  and  inferior  rectus  and  oblique  muscles.  There 
was  return  of  function  of  the  left  superior  and  inferior 
recti  but  paralysis  of  the  lateral  and  medial  rectus  muscles 
on  the  left.  The  headache  had  subsided  by  June  18.  By 
June  25,  edema  of  the  conjunctiva  had  virtually  subsided 
in  both  eyes,  although  there  was  still  mild  bilateral  prop- 
tosis. Extraocular  movements  were  unchanged  except  for 
return  of  function  of  the  inferior  rectus  on  the  right  side. 
By  June  31,  there  was  some  function  of  the  left  literal 
and  medial  recti.  There  appeared  to  be  slight  blurring  of 
the  disk  margins  in  the  left  eye.  By  July  4,  there  was 
less  proptosis,  and  some  slight  improvement  was  noted  in 
all  extraocular  movements.  Improvement  continued  until 
the  patient  was  discharged  from  the  hospital  on  July  13. 

On  .August  1,  he  appeared  to  have  full  recovery  of 
extraocular  movements  on  the  right,  but  paresis  of  the 
left  medial  rectus  and  slight  diplopia  on  distant  vision. 
There  was  complete  return  to  normal  on  September  3, 
except  for  minimal  diplopia. 


Discussion 

Since  the  patient  had  been  receiving  anti- 
biotics prior  to  cultures,  we  are  uncertain  as  to 
the  etiologic  organism.  Pseudomonas  organisms 
were,  however,  cultured  from  the  nose,  and  since 
it  was  believed  they  could  be  a pathogen,,  appro- 
priate antibiotics  were  used  against  these  organ- 
isms in  addition  to  utilization  of  penicillin  and 
streptomycin  in  large  doses.  Treatment  was  con- 
tinued empirically  for  six  weeks.  The  source  of 
the  infection  in  this  patient  was  the  sinuses. 
Clinically  striking  features  were  absence  of  fever 
recorded  at  any  time  and  the  persistent  eosino- 
philia  (up  to  20  per  cent).  Brown^  suggested  the 
distinct  possibility  of  adrenal  insufficiency  due  to 
involvement  of  the  hypophysis,  and  one  of  his 
patients  suffered  acute  vascular  collapse.  Our 
patient  manifested  no  overt  clinical  signs  of 
adrenal  insufficiency. 

Summary 

A case  of  cavernous  sinus  thrombosis  is  pre- 
sented. The  patient  was  treated  with  antibiotics 
and  anticoagulants  over  a period  of  six  weeks,  and 
at  present  his  recovery  is  almost  complete. 
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New  products  are  always  significant  but  many  older  ones  of  real  value  have 
weathered  the  trend  toward  the  “new.”  One  of  the  real  standbys  in  the  treatment 
of  epilepsy,  and  one  in  use  since  1938,  is  DIPHENYLHYDANTOIN.  (See  adver- 
tisement of  Parke,  Davis  & Co.,  inside  front  cover.) 


The  brief  notes  on  the  drug  preparations  featured  in  the  advertising  section  of  this  issue  of 
The  Journal  were  prepared  by  Mr.  B.  S.  Rogers  of  Jacksonville,  representing  the  Florida  State 
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Renal  Papillary  Necrosis 

Report  of  Case 


Bernard  J.  Rumsch,  ]\I.D. 

Ocala 

Necrotizing  papillitis  of  the  kidney,  originally 
described  by  Friedreich^  in  1877,  has  since  be- 
come both  a pathological  and  clinical  entity.  The 
pathogenesis  has  been  a much  debated  issue. - 
Explanation  of  the  ischemic  necrosis  has  met  with 
difficulty  because  of  the  peculiar  medullary  blood 
supply  (fig.  1).  The  potential  shunting  of  blood 
between  the  arcuate  artery  and  the  juxtamedul- 
lary  glomerular  efferent  arterioles,  and  potential 
spastic  ischemia  of  the  papillary  regions  are 
plausible  explanations. 

The  lesion  is  most  often,  but  not  always,  as- 
sociated with  acute  and  chronic  pyelonephritis. 
It  is  especially  common  in  patients  with  diabetes 
and  associated  pyelonephritis.  Obstruction  of  the 
urinary  tract  is  regarded  as  a predisposing  factor. 
Chronic  overdosage  of  phenacetin  has  been  re- 
ported as  a contributing  factor  during  the  past 
decade.'*- 

Clinical  Course 

The  clinical  features  of  renal  papillary  necrosis 
consist  of  intensified  symptoms  of  pre-existing 
pyelonephritis:  fever,  lumbar  pain  associated  with 
colicky  ureteral  radiation  and  hematuria.  The 
urinary  sediment  on  microscopy  will  show  white 
blood  cells  with  clumping,  occasional  red  blood 
cells  and  casts.  There  may  be  migrating  sloughs 
of  renal  papillae.  Pyelography  may  reveal  scar- 
ring, asymmetry  of  chronic  pyelonephritis,  cavities 
and  sinuses  in  the  region  of  the  papillae. 

This  disease  should  always  be  considered  in 
the  differential  diagnosis  when  elderly  patients 
with  diabetes  are  showing  rapid  deterioration  in 
clinical  status  and  signs  of  active  pyelonephritis 
with  increasing  renal  decompensation.  It  should 
also  be  looked  for  in  urinary  obstructive  diseases, 
severe  systemic  infections  and  chronic  vascular 
diseases.  The  prognosis,  though  not  invariably 
fatal,  is  serious.  The  disease  may  be  aborted  by 
treatment  of  the  causative  source,  such  as  bacte- 
rial, obstructive  or  toxic,  and  so  warrants  early 
recognition. 

Report  of  Case 

\ Caucasian  woman,  aged  44  years,  was  first  examined 
by  her  local  medical  physician  in  November  1962  com- 


plaining of  sudden  onset  of  severe  pain  in  the  left  flank 
and  red  urine,  three  weeks  prior  to  her  visit.  Marked 
pyuria  was  noted  on  urinalysis  and  an  intravenous  pyelo- 
gram  revealed  a nonfunctioning  left  kidney.  The  patient 
showed  no  response  to  medication  and  was  referred  to 
a urologist,  at  which  time  a retrograde  pyelogram  revealed 
normal  findings. 

repeat  intravenous  pyelogram  in  January  1963 
revealed  evidence  of  only  slight  function  in  the  left  kidney. 
The  patient  was  advised  to  have  a nephrectomy,  which 
she  refused.  She  was  treated  with  various  antibiotics  to 
no  avail,  and  a subsequent  intravenous  and  retrograde 
pyelogram  revealed  a shrunken  (one-third  normal  size) 
left  kidney,  with  evidence  of  somewhat  improved  func- 
tion. The  infection,  however,  had  not  cleared.  In  May 
1963  she  was  hospitalized  with  the  complaint  of  severe 
abdominal  pain  in  the  right  lower  quadrant.  Bilateral 
renal  urine  specimens  revealed  pyuria. 

The  personal  history  indicated  a rectal  fistulectomy 
in  1944  and  a hysterectomy  in  1952.  The  patient  had  two 
normal  pregnancies,  the  last  delivered  18  years  ago.  She 
had  a 24  pound  weight  loss  in  the  past  six  months  and 
suffered  from  frequent  headaches  and  epigastric  burning, 
sometimes  provoked  and  sometimes  relieved  by  food. 

The  family  history  revealed  a 76  year  old  mother 
with  diabetes,  the  father  deceased  at  68  years  following  a 
“stroke,”  and  five  siblings  with  no  contributory  history. 

On  May  12,  1963  the  patient  was  admitted  to  the 
hospital  for  evaluation  and  surgery.  Physical  examination 
revealed:  temperature,  99  F.;  pulse  rate,  104  beats  per 
minute,  strong  and  regular;  respirations,  16  per  minute; 
and  blood  pressure,  152/98  mm.  Hg.  Examination  of  the 
heart  and  lungs,  including  chest  x-ray,  was  not  remark- 
able. .^t  the  costovertebral  angle  tenderness  was  noted 
bilaterally. 

Laboratory  studies  revealed:  hemoglobin  13.4  Gm.  per 
hundred  milliliters;  hematocrit  reading,  39.5  vol.  per  cent; 
white  blood  cell  count  9,650  with  segmented  neutrophil 
forms  60,  lymphocytes  33,  monocytes  1 and  eosinophils  6 
per  100  white  blood  cells  counted.  Erythrocytes  were  un- 
remarkable and  platelets  appeared  adequate  on  peripheral 
blood  smear.  Urinalysis  revealed:  slightly  cloudy  urine 
with  specific  gravity  1.004  and  pH  7,  albumin  1 plus, 
sugar  and  acetone  negative.  Microscopy  of  the  urinary 
sediment  revealed  many  epithelial  cells  and  numerous 
white  blood  cells  per  high  power  field  with  clumping. 
The  blood  urea  nitrogen  was  7.15  mg.  per  hundred 
millilters. 

The  surgical  specimen  consisted  of  a left  kidney  weigh- 
ing 110  Gm.  and  measuring  9.5  by  5.5  by  3.5  cm.  The 
capsule  stripped  with  ease  revealing  a finely  granular, 
lobulated,  tan  to  mottled  red-violet,  shiny  subcapsular 
surface.  The  cut  surface  revealed  a well  defined  corti- 
comedullary  differentiation.  The  cortex  was  injected  and 
measured  up  to  0.6  cm.  in  width.  Within  the  calyces, 
there  were  soft,  black  fragments  of  tissue  partially  ad- 
herent to  the  renal  medullary  papillae.  There  were  finely 
granular,  red  to  tan  cavernous  spaces  measuring  up  to 
0.5  cm.  in  diameter.  The  mucosa  of  the  renal  pelvis  was 
white  to  tan,  finely  granular  and  shiny. 

Microscopic  examination  revealed  broad  areas  of  in- 
flammatory round  cells  (lymphocytes  and  plasma  cells) 
extending  from  the  subcapsular  surface  to  the  medulla. 
There  was  a slight  increase  of  medullary  fibrous  stroma. 
The  glomeruli  were  prominent  and  engorged,  as  were  the 
intrinsic  blood  vessels  of  the  cortex,  with  sharp  definition 
of  the  corticomedullary  junction.  The  inflammatory  com- 
ponent of  the  renal  papillae  converted  to  polymorphonu- 
clear leukocytic  infiltrate  (fig.  2).  The  proximal  convo- 
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Fig.  1.  — (1)  Interlobar  artery;  (2)  Arcuate  artery; 
(3)  Arteriolae  verae  rectae;  (4)  Arteriolae  vasa  rectae. 
Diagram. 

luted  tubules  and  descending  loops  of  Henle  showed 
cloudy  swelling  of  the  lining  cells.  Some  of  these  tubules 
were  dilated  and  contained  fibrillar  to  amorphous  eosino- 
philic material  (fig.  3).  The  ascending  loops  of  Henle, 
distal  convoluted  tubules  and  collecting  tubules  were 
dilated,  showing  vacuolization  of  the  lining  cells  and  con- 
taining amorphous  eosinophilic  material  (fig.  3).  The 
mucosal  lining  of  the  renal  papillae  was  patchy  with  foci 
of  denudation  and  replacement  of  the  cellular  components 
by  outlining  fibrous  strpma  (figs.  2 and  4). 

The  pathological  diagnosis  was  severe  chronic  pyelo- 
nephritis with  acute  exacerbation  and  necrotizing  papillitis. 

The  patient  was  discharged  on  the  eighth  postoperative 
day.  She  continued  treatment  on  an  outpatient  basis  with 
chloramphenicol  (Chloromycetin)  and  nitrofuratoin  (Fur- 
adantin)  for  one  week,  followed  by  long  term  urinary- 
antibacterial  (Mandelamine)  treatment.  Improvement 
was  slow  but  progressive. 

Comment 

In  most  instances  chronic  pyelonephritis  pre- 
cedes the  episode(s)  of  renal  papillary  necrosis 
both  clinically  and  pathologically.  One  of  the 
alerting  features  of  the  disease  is  the  increasing 
severity  of  clinical  symptoms  and  signs  of  pye- 
lonephritis. The  patient  with  diabetes  who  is 
prone  to  infection  and  vascular  disease  should 
always  bring  to  mind  the  possible  diagnosis  of 
renal  papillary  necrosis  in  the  face  of  worsening 
pyelonephritic  symptoms.  As  is  the  rule  in  dif- 
ferential diagnoses,  entertaining  the  possibility  of 
a diagnosis  is  the  first  step  in  making  the  diag- 
nosis and,  conversely,  “out-of-mind,  out-of-a- 
diagnosis.” 

The  circulatory  aspect  of  renal  papillary  necro- 
sis, if  it  is  of  ischemic  nature,  readily  reminds  one 
of  the  peculiar  regional  circulation  of  the  papillae 
— in  fact,  so  peculiar  that  it  is  one  of  the  few 
anatomical  controversies  of  “modern  anatomy.” 
In  patients  with  and  without  diabetes  mellitus 
showing  severe  chronic  pyelonephritis,  one  of  the 
primary  lesions,  if  not  the  primary  lesion,  is  renal 
vascular  pathology.  The  Kimmelstiel-Wilson  syn- 
drome (diabetic  glomerulosclerosis)  is  not  discus- 
sed herein.  The  lesion  involves  the  capillary  walls 


Fig.  2.  — Sloughed  necrotic  papilla  with  clear  space 
ghost  remnants  of  collecting  tubules  (left).  Polymor- 
phonuclear leukocytic  infiltrate  and  denuded  mucosal 
lining  of  renal  papilla.  Increased  fibrous  stroma  of 
medulla  with  vacuolization  and  dilation  of  collecting 
tubules  (low  center).  Mag.  X 100.8. 


Fig.  3.  — Markedly  dilated  distal  convoluted  tubule 
(center),  dilated  Henle  loops  and  collecting  tubules 
with  amorphous  material  ("thyroidization”)-  Marked 
round  cell  inflammatory  infiltrate  and  engorged  promi- 
nent glomeruli  with  sharp  delineation  of  the  cortico- 
medullary  junction  (lower  left).  Mag.  X 100.8. 
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Fig.  4.  — Arrow  indicates  necrotic  papilla  within 
the  calyceal  space.  Scattered  collecting  tubules  of  me- 
dulla are  dilated.  Papilla  with  areas  devoid  of  mucosa 
and  increased  fibrous  stroma  (lower  right).  Mag.  X 25. 

of  the  glomeruli  and  does  not  pertain  to  the  papil- 
lary necrosis.  This  disease  entity  warrants  dis- 
cussion beyond  the  scope  of  this  paper.  The  con- 
current presence,  however,  of  diabetes  mellitus, 
chronic  pyelonephritis,  Kimmelstiel-Wilson  dis- 
ease and  renal  papillary  necrosis  must  not  be 
brushed  aside  unnoticed.  Polyarteritis  nodosa  is 
another  precursor  to  renal  papillary  necrosis. 

With  the  advent  of  recent  publications  of  cases 
pertaining  to  phenacetin  and  its  relation  (chronic 
overdose  usage)  to  renal  papillary  necrosis,  a con- 
fusing term,  particularly  to  the  clinician,  has 
come  to  the  fore,  namely  interstitial  nephritis 
without  the  very  necessary  adjectives:  acute  dif- 
fuse, acute  focal  or  chronic. 

If  the  term  “acute  diffuse”  is  referred  to,  the 
glomeruli  and  tubules  are  relatively  unaffected 
and  the  disease  entity  is  strictly  a mononuclear 
inflammatory  infiltration  involving  the  interstitial 
substance.  Though  very  severe  forms  may  pro- 
voke acute  renal  shutdown,  this  is  not  the  usual 
course  of  events.  Impairment  is  as  a rule  mild 
to  moderate,  clinically  characterized  by  albumi- 
nuria with  little  or  no  azotemia.  This,  however. 


does  not  say  that  phenacetin  is  not  related  to  the 
cases  of  renal  papillary  necrosis  reported. 

The  “acute  focal”  lesion  is  restricted  to  the 
corticomedullary  junction  or  medulla.  It  is  char- 
acterized by  mononuclear  infiltrate  and  attributed 
to  focal  reaction  from  drug  and  other  toxic 
stimuli. 

If  the  adjective  “chronic”  is  referred  to,  then 
this  is  none  other  than  the  disease  entity  presently 
grouped  under  the  title  of  chronic  pyelonephritis. 
The  morphological  pattern  is  that  of  chronic  pye- 
lonephritis involving  the  tubules,  glomeruli  and 
scarification. 

Diagnosis  of  renal  papillary  necrosis  is  made 
on  the  basis  of:  progressive  increasing  severity  of 
chronic  pyelonephritis  symptomatology;  finding 
ghost  remnants  of  sloughed  renal  papillary  tissue 
in  the  urinary  sediment,  either  on  routine  urinary 
sediment  microscopy  or  “Pap  smears”  of  urinary 
sediment  while  ruling  out  the  presence  of  malig- 
nant disease;  x-ray  evidence  in  the  retrograde  and 
intravenous  pyelogram  of  scarring,  asymmetry  of 
renal  pattern  and  evidence  of  cavities  and  sinuses 
in  the  papillary  regions. 

Summary 

A brief  history  and  discussion  of  the  disease 
entity  renal  papillary  necrosis  is  presented  in 
conjunction  with  a case  report.  Discussion  includes 
possible  pathogeneses,  clinical  course  of  the  dis- 
ease, principal  diagnostic  measures  and  pathology. 
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Six  out  of  10  persons  have  troubled  views  of  the  future,  according  to  one  study. 
This  could  be  one  reason  why  the  drug,  CHLORDIAZEPOXIDE,  has  become  so 
popular.  The  easy  to  remember  trade  name  of  this  drug  is  listed  on  the  back  cover 
advertisement  of  Roche  Laboratories. 
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Intensive  Care  Unit 

A Practieal  Plan 

for  the  Community  Hospital 


Edwin  H.  Updike,  ^I.D. 

Ocala 

Munroe  Memorial  Hospital  is  a modern  com- 
pletely air-conditioned  155  bed  general  hospital. 
It  is  the  only  hospital  in  Ocala,  is  supported  by 
both  the  city  and  county,  and  is  truly  the  com- 
munity hospital  for  about  60,000  people.  Our 
intensive  care  unit  has  been  in  operation  two 
years. 

The  initial  stimulus  that  resulted  in  our  inten- 
sive care  unit  was  the  necessity  for  providing 
proper  postoperative  nursing  for  an  increasing 
number  of  patients  subjected  to  elective  thoracic 
operations.  We  found  it  difficult  to  provide  ade- 
quately experienced  special  duty  nurses,  especially 
at  night.  A committee  from  the  medical,  nursing, 
and  administrative  staffs  studied  the  problem  and 
visited  intensive  care  units  in  operation  in  Sara- 
sota and  Jacksonville.  After  careful  planning  and 
briefing  of  the  hospital  staffs  the  unit  was  opened 
Oct.  1,  1961.  The  results  have  been  so  gratifying 
that  it  seemed  worth  while  to  document  our  ex- 
perience so  that  other  community  hospitals,  pre- 
sumably faced  with  similar  problems,  might  be 
encouraged  to  develop  similar  units. 

Plan  of  the  Unit 

A combined  medical-surgical  unit  seemed  most 
likely  to  suit  our  needs.  The  best  available  space 
was  a four  bed  ward  near  the  operating  and  re- 
covery rooms.  This  ward  was  already  equipped 
with  lights,  wall  o.xygen  and  electric  outlets,  and 
curtains  for  four  beds,  and  had  a lavatory  and 
sink.  We  made  minor  alterations,  connecting 
through  to  an  adjacent  storage  area  to  provide  ac- 
cessibility, and  installed  a central  nurses  desk, 
phone,  cabinets  and  icebox.  Space  was  limited, 
and  the  narrow,  large-wheeled  recovery  room  beds 
which  were  purchased  have  proved  durable  and 
efficient.  Wall  sphygmomanometers  were  installed 
for  each  bed  and  a piece  of  aluminum  pipe  sus- 
pended from  the  ceiling,  transverse  to  the  long 
axis  of  the  beds  at  about  their  midpoint.  This 
pipe  provides  a convenient  way  to  suspend  mul- 
tiple intravenous  solution  bottles  and  have  them 


out  of  the  way.  The  cost  of  these  alterations  was 
about  $850. 

In  order  to  have  instantly  available  service 
for  both  patient  and  doctor  the  room  was  equip- 
ped and  supplied  so  that  it  is  not  necessary  to  go 
to  central  supply  except  to  replenish  the  unit 
supply.  Intravenous  infusion  equipment,  tracheot- 
omy trays,  aspirating  suction  machines,  thoracot- 
omy and  gastrointestinal  negative  pressure  suc- 
tion machines,  intermittent  positive  pressure 
breathing  apparatus,  nebulizers,  and  all  common- 
ly used  and  emergency  injectable  and  intravenous 
medications  are  kept  on  hand.  The  cost  of  this 
equipment  was  about  $3,000. 

Unit  Staff  and  Cost 

The  unit  is  staffed  around  the  clock  with  an 
experienced  registered  nurse  and  an  aide,  except 
when  the  unit  is  empty.  When  there  is  only  one 
patient,  the  aide  is  kept  busy  but  available  on  a 
nearby  floor.  The  patient  is  constantly  tended  de- 
spite staff  requirements  for  meals,  coffee  breaks, 
et  cetera.  Staff  hours  and  salary  costs  are  shown 
in  table  1 for  a recent  three  month  period  (July- 
September  1963),  which  is  average  for  the  last 
year  or  more.  An  average  census  of  2.49  brings  in 
enough  revenue  at  our  rate  of  $35  per  day  to  pay 
the  salary  cost  plus  an  allowance  for  overhead  and 
depreciation.  This  is  economical  for  the  patient 
as  it  is  less  than  half  the  daily  cost  of  a semi- 
private room  plus  round  the  clock  private  duty 
nurses  and  rental  of  similar  equipment. 

Type  of  Patient  and  Results 

A typical  three  month  period  (October-Decem- 
ber  1962)  was  analyzed.  A total  of  66  patients 
(34  female  and  32  male)  was  treated  in  the  unit 
for  an  average  of  3.3  days.  The  average  hospital 
stay  of  these  patients  was  15.6  days.  There  were 
20  medical  patients  and  46  surgical  patients,  of 
whom  seven  were  trauma  victims.  Table  2 lists 
the  reasons  for  admission  to  the  unit. 

Fifty-one  of  the  patients  recovered  and  15 
died.  Table  3 lists  the  diagnosis  in  the  fatal  cases. 
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Table  1.  — Average  Monthly  Cost  of  Staffing 
Intensive  Care  Unit 

July-September  1963 


Total  nursing  shifts  per  month  92 

Shifts  staffed  with  registered  nurses  90 

Shifts  staffed  with  aides  77.50 

Daily  average  patient  census  2.49 

Patient  days  of  service  per  month  76.70 

Revenue  (days  of  service  times  S3 5)  $2,683.00 

Salary  expense  $2,100.00 


Table  2.  — Reasons  for  Admission  to 
Intensive  Care  Unit 

October-December  1962 


Surgical  46 

Multiple  injury  4 

Major  abdominal  trauma  2 

Major  abdominal  elective  surgery  28 

Thoracic  surgery  4 

Obstetrical  operation  1 

Miscellaneous  surgery  7 

Medical  20 

Myocardial  infarction  5 

Cerebrovascular  accident  3 

Congestive  heart  failure  4 

Overdose  of  sedatives  2 

Miscellaneous  6 

Total  66 


Table  3.  — Diagnosis  in  Patients  Who  Received 
Intensive  Care  and  Died 


Cardiovascular  disease  9 

Metastatic  carcinoma  3 

Postoperative  transurethral 

prostatic  resection,  uremia  1 

Intestinal  obstruction,  uremia  1 

Trauma,  multiple  injury  1 

Total  15 


The  average  age  of  these  patients  was  61.3  years 
with  a range  of  three  to  101  years. 

Benefits  of  the  Unit 

1.  The  care  of  the  most  critically  ill  is  con- 
centrated in  the  hands  of  a few  nurses  who  have 
a continuing  experience  with  this  type  of  case. 
They  become  more  acutely  aware  of  subtle  but 
significant  changes  in  the  patients’  condition  and 
with  increasing  familiarity  with  the  principles  and 
practice  of  intensive  care  are  able  to  institute 
remedial  measures  rapidly  and  effectively,  some- 
times even  before  the  attending  physician  can  be 
obtained.  These  nurses  develop  a confidence  in 
their  care  that  was  frequently  lacking  in  the  pri- 
vate special  duty  nurse  who  was  often  unfamiliar 
with  the  type  of  case  and  apprehensive  lest  she  do 
something  3\Tong.  This  confidence  born  of  experi- 
ence is  definitely  a plus  factor  in  the  recovery  of 
the  patient  as  well  as  a reassurance  to  the  family 
and  physician. 


2.  The  care  is  economical.  As  outlined,  this 
is  better  care  for  half  the  cost. 

3.  The  intensive  care  is  available  24  hours  a 
day,  on  a moment’s  notice  most  of  the  time,  and 
this  is  especially  useful  for  postanesthetic  recov'ery 
after  regular  operating  hours. 

4.  The  concentration  of  critically  ill  time- 
consuming  patients  in  one  area  improves  the  gen- 
eral hospital  care  by  allowing  the  regular  floor 
nurses  more  time  for  the  other  patients. 

5.  The  instant  availability  of  supplies,  equip- 
ment, and  assistance  enables  the  physician  to  use 
his  time  to  the  best  advantage  in  caring  for  the 
critically  ill  patient. 

Problems 

We  really  have  had  no  major  problems  other 
than  being  somewhat  cramped.  Relatives  have 
objected  very  little  to  the  limited  visiting  hours 
(one  visitor  for  five  minutes  once  an  hour),  per- 
haps partly  because  their  waiting  area  is  nearby 
and  we  make  a conscientious  effort  to  keep  them 
informed.  Physicians  have  cooperated  fully  when 
questions  regarding  which  patients  most  needed 
intensive  care  came  up,  and  we  have  not  had  to 
ask  the  service  chiefs  to  settle  any  such  problems. 

Summary 

For  two  years  we  have  operated  a four  bed 
combined  medical-surgical  intensive  care  unit.  An 
average  of  22  patients  per  month  spent  3.3  days 
in  the  unit  out  of  15.6  days  in  the  hospital.  The 
S3 5 daily  charge  covered  the  e.xpenses  wdth  the 
unit  62.2  per  cent  occupied.  This  cost  is  approxi- 
mately half  the  cost  of  similar  care  in  a semi- 
priv’ate  room  with  private  special  duty  nurses.  In 
addition  to  the  economy,  the  patient  benefits  from 
more  experienced  nursing  care,  the  hospital  bene- 
fits from  the  increased  nurses’  time  available  on 
the  floors  for  the  other  patients,  and  the  physician 
can  more  rapidly  and  effectively  do  his  w'ork  for 
the  critically  ill.  There  is  increased  confidence  on 
the  part  of  all  concerned  in  the  quality  of  the  care 
provided.  No  serious  problems  have  been  en- 
countered. 

Appreciation  is  expressed  to  Mr.  Ben  P.  Wilson,  Superin- 
tendent of  Munroe  Memorial  Hospital,  Ocala,  for  providing  the 
nursing  time  and  cost  analysis. 
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Home  Work 


P/'cJiifeHt'j 

Pafe 


Gone  is  the  day  when  our  youngsters  were  able  to  do  all  their  work  at  the  schoolhouse.  The 
schedule  is  so  full  and  the  curriculum  so  exacting  that  some  of  their  responsibilities  must  be  ful- 
filled after  the  regular  hours  and  at  night.  Similarly,  the  modern  physician,  as  a leader  in  society 
cannot  leave  his  office  at  five  in  the  afternoon  feeling  that  he  has  measured  up  to  his  duties  as  a 
professional  man  and  as  a citizen.  There  are  certain  pressures  in  contemporary  life  which  neces- 
sitate an  extra  effort.  Let  us  consider  for  a few  moments  some  of  these  added  duties,  which  may 
be  classified  as  home  work. 

Tremendous  advances  in  the  media  of  communications  during  recent  years  have  definitely 
influenced  attitudes  'of  people  toward  the  medical  profession.  Radio,  motion  pictures  and  tele- 
vision have  brought  to  the  general  public  much  medical  information  of  a technical  character. 
This  has  been  broadened  in  scope  and  distribution  by  articles  published  in  national  magazines, 
designed  primarily  for  reading  by  laymen.  These  publications  include  the  Reader’s  Digest,  Time 
and  Life.  Members  of  the  medical  profession  have  been  inclined  to  discount  the  value  of  this 
information  and,  on  'occasion,  have  thought  that  it  was  misinformation.  But  we  must  be  realistic 
about  the  results.  No  longer  is  the  physician  considered  the  sole  arbiter  and  judge  in  matters 
pertaining  to  the  public  health.  One  of  our  responsibilities  includes  detailed  and  objective  evalua- 
tion of  this  material  in  the  light  of  medical  advances,  and  interpretation  of  progress  resulting 
from  the  achievements  of  research.  The  average  patient  is  unable,  with  his  limited  scientific  back- 
ground, to  arrive  at  an  intelligent  opinion.  But  he  is  impressed,  and  it  is  strictly  up  to  the  doctor. 

We  also  have  responsibilities  to  each  other.  Attendance  at  the  regular  meetings  of  our  county 
medical  societies  has  not  been  good  for  the  past  few  years.  This  is  understandable,  but  not  jus- 
tifiable. The  component  county  society  is  the  unit  upon  which  our  entire  state  organization  is 
built.  The  success  'of  the  latter  depends  upon  the  enthusiasm  and  active  interest  of  the  former. 
It  requires  an  extra  effort  and  greater  self  discipline  to  attend.  But  more  general  and  active 
participation  in  county  medical  society  affairs  by  our  members  will  produce  a happier  and  better 
informed  state  organization.  \ few  dedicated  and  loyal  members  are  now  carrying  the  respon- 
sibilities and  doing  the  work  of  many.  .And  they  are  sometimes  ca'led  medical  politicians.  Various 
gimmicks  have  been  attempted  to  impr'ove  the  attendance  record.  One  of  the  most  successful 
methods,  adopted  hy  a few  larger  societies  in  urban  centers,  combines  a few  of  the  quarterly  hos- 
pital staff  meetings,  a social  hour  and  dinner  with  the  regular  monthly  business  and  scientific 
programs,  on  the  same  afternoon  and  evening.  Other  societies  are  trying  to  impose  a compulsory 
attendance  at  one  out  'of  four  regular  meetings,  despite  the  fact  that  doctors  resent  compulsion 
in  any  form.  The  answer  must  come  from  increased  enthusiasm,  more  interesting  programs,  and 
a desire  to  do  the  job  well. 

With  this  responsibility  for  regular  attendance,  there  are  certain  rights  and  privileges  asso- 
ciated with  membership  in  the  county  society.  Fringe  benefits  include  participation  in  certain 
types  of  group  insurance  which  would  not  be  available  to  us  as  individuals.  Life,  retire- 
ment, professional  liability,  health  and  accident  and  major  medical  protection  is  'Obtainable  at 
reasonable  rates.  Ethical  problems  or  professional  difficulties  are  reviewed  and  judged  by  a jury 
of  our  peers,  who  are  medically  trained,  and  not  a group  of  laymen.  In  addition,  there  is  the  fine 
privilege  of  friendship  and  association  with  a group  'of  wonderful  people  who  have  the  same  back- 
ground, interests  and  motivation  as  we. 

Our  profession  is  the  target  of  many  groups  who  are  anxious  to  utilize  our  talents.  To  combat 
their  harassments  requires  time,  imagination  and  effort.  We  value  our  freedom  t'o  practice  as 
individuals.  ,\nd  we  speak  of  the  profession  as  a private  enterprise.  Yet  we  are  surrounded  by 
restrictions,  many  of  which  are  essential. 

As  members  of  the  Florida  Medical  Association  our  responsibilities  to  the  medical  profession, 
to  each  other  and  t'o  our  patients  demand  extra  effort  and  greater  awareness.  Some  of  the  needs 
demanding  our  help  are  n'ot  primarily  medical,  but  may  be  educational,  political  or  civic  in  origin. 
Let  us  do  our  home  work  well.  Thus,  the  image  of  the  physician  will  be  presented  in  its  proper 
perspective,  and  not  distorted. 

Everyone  is  grateful  to  those  who  are  serving  the  Association  well.  But  this  is  a plea  to  the 
others,  who  are  willing  and  satisfied  to  “let  George  do  it.”  Anatomy,  pathology  and  physiology 
are  basic.  But  here  are  things  that  also  are  important,  and  they  are  not  in  the  books. 
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Editorials 


Medicine  — An  Art  as  Well  as  a Science 


“^ledicine  is  not  only  a science;  it  is  also  an 
art.”  “The  practice  of  medicine  is  an  art.  based 
on  science.”  “The  tendency  is  for  the  science  of 
medicine  to  obscure  the  art.  If  the  proper  per- 
spectives are  maintained,  they  supplement  each 
other.  One  would  not  belittle  scientific  advances 
in  medicine,  but  they  are  most  fruitful  if  applied 
when  the  art  of  medicine  has  laid  the  foundation 
in  the  quest  for  the  solution  of  a clinical  problem.” 

These  three  quotations  are  taken  from  Para- 
celsus, Sir  William  Osier  and  Garfield  G.  Duncan, 
early  sixteenth,  nineteenth  and  twentieth  century 
clinicians,  famous  for  bedside  instruction  methods 
as  an  instrument  of  medical  tutelage,  among  other 
things.  In  the  latter  half  of  the  twentieth  century, 
scientific  advances  have  made  tremendous  strides. 
Camouflage,  however,  obscuring  the  art  of  medi- 
cine, seems  to  be  in  the  making.  To  substitute 
protein-bound  iodine  determination  (radioactive 
and  chemical),  butanol-extractable  iodine,  radio- 
active iodine  thyroid  uptake  (count  and  scan- 
ning), radioactive  triiodothyronine  uptake  (eryth- 
rocyte and  serum)  for  Robert  J.  Graves’  very 
complete  clinical  description  of  thyroid  disease  is 
an  inexcusable  injustice  to  the  patient  and  every- 
one else  concerned.  This  is  not  to  belittle  our 
scientific  advances,  but  to  alert  the  clinicians  to 
be  selective  about  test  procedures  warranted  for 
confirmation  of  their  “prior-to”  entertained  differ- 
ential diagnoses,  or  progress  of  the  disease  in  ques- 
tion. It  is  in  this  sense  that  the  available  broad 
spectrum  of  test  procedures  can  best  serve  the 
clinician  and  his  patient. 

We  have,  in  every  hospital  today  “routine 
procedures,”  such  as  complete  blood  count,  urinal- 
ysis, serology  and  others,  depending  upon  the 
hospital  and  the  department  involved.  It  is  the 
clinician’s  discretion  that  prevents  liver  profile, 
renal  profile,  gallbladder  series,  upper  and  lower 
gastrointestinal  series,  ad  infinitum,  from  becom- 
ing routine  procedures.  We  are  aware  of  the  value 
of  these  test  procedures,  and  physicians  use  these 
tests  when  clinical  acumen  indicates  the  need. 

In  medical  school  and  postgraduate  training, 
routine  test  procedures  are  set  up  for  pattern  and 
memorization  to  avoid  omission  of  pertinent  data. 

It  is  a known  fact  that  interns  just  out  of 
training  have  a tendency  to  order  batteries  of  tests 


as  a reflex  habit.  This  is  a carry-over  from  re- 
quirements and  availability  of  tests  during  the 
training  period,  which  is  not  easily  overcome  once 
they  are  in  private  practice.  One  of  the  alerting 
signals  for  the  neoclinician  is  the  fact  that  some 
of  his  patients,  with  restricted  income,  cannot  af- 
ford extraneous  test-procedure  expenses.  Thus  the 
request  for  tests  can  become  limited  to  the  bare 
essentials  necessary  to  confirm  the  groundwork 
laid  by  the  art  of  clinical  investigation,  namely  a 
thorough  history  and  physical  e.xamination,  taxing 
to  the  maximum  the  utilization  of  four  of  our 
senses,  sight,  hearing,  smell  and  touch. 

There  is  much  to  be  acquired  through  scien- 
tific investigation  with  improvement  of  laboratory 
test  techniques  and  development  of  new  tests: 
true  blood  sugar  versus  blood  sugar  (reducing 
substances) ; serum  cholesterol  determinations 
(various  modifications  of  the  Liebermann-Bur- 
chardt  reaction) ; hemoglobin  determination  (car- 
bo-xyhemoglobin,  cyanmethemoglobin,  and  oxy- 
hemoglobin methods) ; electrophoretic  and  paper 
chromatography  techniques  for  serum  proteins, 
lipids,  hemoglobins,  all  for  the  purpose  of  aiding 
in  the  understanding,  diagnosing  and  treating  of 
existing  diseases  as  well  as  uncovering  yet  un- 
recognized diseases. 

One  of  our  setbacks  in  selection  of  test  proce- 
dures is  the  persisting  use  of  obsolete,  inadequate 
and  sometimes  long  since  replaced  test  procedures, 
for  example,  icterus  index,  Takata-Ara  test,  fast- 
ing blood  sugar  in  deference  to  a two  hour  post- 
prandial blood  sugar  level,  peripheral  blood  hemat- 
ocrit level  in  preparation  for  transfusion  of  sur- 
gical patients  when  a body  blood  hematocrit 
determination  is  readily  available,  red  blood  cell 
counts  without  the  valuable  red  cell  evaluation  of 
a differential  smear  and  many  others  It  is  under- 
stood and  appreciated  that  some  of  these  test  pro- 
cedures are  requested  out  of  habit;  others  are 
avoided  because  of  excessive  cost  to  the  patient. 
Inadequate  habits  in  medicine,  however,  must  be 
corrected,  and  cost  to  the  patient  can  be  mini- 
mized by  elimination  of  other  extraneous  tests 
with  proper  selectivity  of  more  informative  and 
serviceable  test  procedures. 

This  comment  brings  another  point  to  mind. 
A hospital  laboratory  can  render  better  efficiency 
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if  not  harassed  by  the  many  unselective  test  pro- 
cedures requested  in  a daily  routine.  The  clini- 
cians must  bear  in  mind  that  the  technologists, 
serving  them  and  their  patients,  are  not  in  a posi- 
tion to  determine  the  necessity  or  validity  of  a 
particular  test  procedure  requested  for  the  partic- 
ular patient.  Some  clinicians  are  even  indignant 
at  the  suggestion  of  a particular  test  or  diagnosis 
proposed  by  an  “impertinent”  but  alert  technolo- 
gist. It  is  solely  the  clinician  who  can  and  must 
make  these  decisions,  for  example,  blood  culture 
necessitated  at  a given  moment,  in  the  face  of  a 
sudden  rise  in  body  temperature  of  a giv'en  patient 
with  an  already  preformed  differential  diagnosis. 

Just  as  an  initial  blood  sugar  determination 
during  intravenous  administration  of  glucose  in 
water  is  unwarranted,  with  rare  exception,  so  a 
battery  of  initial  test  procedures  without  adequate 
clinical  evaluation  is  unwarranted  and  may  lead 
to  erroneous  conclusions.  Routine  cytology  (Pa- 
panicolaou smears)  has  successfully  supplemented 


cervical  biopsy  in  early  diagnosis  of  malignant 
disease;  however,  screening  with  all  tests  available 
is  a routine  procedure  is  an  unwarranted  abuse 
of  our  scientific  knowledge,  and  a poor  substitute 
for  the  gradually  fading  out  “art  of  medicine.” 
The  art  of  medicine  must  be  revitalized. 

If  laboratory  procedures  were  all  that  was 
needed  to  make  a diagnosis,  then  many  of  our 
scientific-minded  technologists  would  make  excel- 
lent diagnosticians.  In  such  case,  much  of  the 
time  spent  in  medical  training  and  e.xperience  of 
practice  could  be  considered  lost  efforts  in  medical 
training.  Fortunately,  such  is  not  the  case;  for 
the  astute  diagnostician  selects  but  few  test  pro- 
cedures to  confirm  and  isolate  his  prior-formed 
diagnosis,  based  on  completeness  of  history  and 
physical  examination.  This  is  the  art  on  which 
the  science  of  medicine  is  founded;  this  is  the 
manner  in  which  science  can  best  serve  medicine. 

Bernard  J.  Rumsch,  i\I.D. 

Ocala 


The  Present  Status  of  Anesthesiology 


In  the  darkness  with  a great  bundle  'of  grief 
the  people  march. 

In  the  night,  and  overhead  a shovel  of  stars  for 
keeps,  the  people  march: 

“Where  to?  what  next?” 
The  People,  Yes — Carl  Sandburg 

The  specialty  of  anesthesiology  has  grown 
steadily  since  its  beginning  in  the  1930s,  until  to- 
day there  are  some  7,000  members  in  the  Ameri- 
can Society  of  Anesthesiology.  About  3 per  cent 
of  the  physicians  in  this  country  are  now  practic- 
ing this  specialty.  With  this  growth  the  physician 
anesthetist  has  become  generally  accepted,  but 
because  of  expanding  uses  and  the  appearance  of 
problems  this  new  specialty  stands  today  as  if  on 
a plateau.  Behind  it  is  a struggle  to  survive  and 
become  securely  established.  This  struggle  has 
been  won.  Ahead  is  a difficult  and  a new  chal- 
lenge to  the  specialty.  The  challenge  is  not  to  its 
legitimacy  but  to  its  responsibility  under  the  so- 
cial convenant  of  medicine  to  give  to  the  best  of 
its  ability  the  care  it  has  been  recognized  as 
uniquely  competent  and  qualified  to  provide. 

Just  as  in  other  branches  of  medicine,  we  are 
faced  with  a shortage  of  anesthesiologists  in  the 
future.  In  a recent  survey  conducted  in  Philadel- 
phia among  medical  students  and  interns,  there 
appeared  a tendency  to  view  anesthesiology  as  a 
boring,  narrow,  unchallenging  and  technical  field. 
They  had  serious  doubts  as  to  whether  it  meas- 
ures up  to  their  standards  for  a physician’s  work. 
This  viewpoint  is  particularly  painful  to  those 


who  have  spent  much  time  and  effort  in  promoting 
this  field.  The  struggle  to  bring  about  new  tech- 
niques in  meeting  the  challenge  of  modern  surgery 
is  something  to  be  held  in  high  esteem  and  serves 
as  an  impetus  for  future  progress.  The  anesthesia 
courses  given  to  medical  students  should  be  inten- 
sified and  made  practical.  All  physicians  who  go 
into  the  surgical  specialties  should  also  have  a 
basic  knowledge  of  anesthesia  and  should  actually 
at  some  time  administer  the  anesthetic  to  orient 
them  in  the  many  difficult  situations  that  ma}" 
arise. 

Historically,  the  relationship  between  the  sur- 
geon and  the  anesthetist  has  been  strained.  It 
seems  that  the  anesthetist  must  take  the  blame 
when  anything  goes  wrong  with  a case.  It  will 
take  several  more  years  for  this  situation  to  right 
itself.  When  true  teamwork  e.xists,  and  both  par- 
ties work  for  the  welfare  of  the  patient,  the  bar- 
riers will  be  open  for  greater  harmony. 

Obstetricians  were  also  interviewed  in  the 
Philadelphia  survey.  Here  again  differences  were 
aired.  It  seems  that  there  is  a lack  of  anesthesia 
coverage  for  deliveries  in  some  localities.  There 
are  special  problems  here,  but  some  of  the  obsta- 
cles can  be  overcome,  and  I am  sure  that  the 
future  will  reveal  much  more  participation  by 
anesthesiologists  in  this  field. 

There  has  been  some  criticism  regarding  the 
“isolation”  which  many  anesthesiologists  attempt 
to  maintain  with  respect  to  nurse  anesthetists.  I 


J.  Florida  M. A. /February,  1964 


103 


think  this  is  unbecoming  to  us  as  doctors.  It  will 
be  many  years  before  anesthesia  will  be  totally  a 
physician’s  function;  so  until  that  time  we  should 
be  ready  to  help  when  a difficult  situation  arises. 

In  recent  years,  the  need  has  arisen  for  our 
services  outside  of  the  operating  and  delivery 
rooms.  Respiratory  difficulties  are  common,  and 
the  intubation  of  patients  followed  by  suitable 
mechanical  ventilation  has  been  lifesaving  in  the 
emergency,  recovery,  and  intensive  care  areas. 

With  the  great  progress  of  medicine  generally, 
the  specialty  of  anesthesiology  has  been  of  great 
service  to  the  profession.  I am  proud  to  have 
played  a small  part  in  this  improvement  and  have 
witnessed  a remarkable  change  in  the  last  20  years 
when  our  hospital  has  advanced  from  a mediocre 
to  a first  class  institution. 

John  D.  Lindner,  M.U. 

Ocala 


A Disgruntled  Member 

Show  me  a physician  who  takes  no  part  in 
organized  medicine  and  I will  show  you  a dis- 
gruntled member  of  the  Florida  Medical  Associa- 
tion. He  vents  his  envy,  compensates  for  his  in- 
adequacies, or  salves  his  conscience  by  making 
sarcastic  remarks  about  the  medical  politicians. 

Every  new  generation  has  a tendency  to  dis- 
parage the  old  adages  and  conceptions.  The  old 
one  that  works  is  the  source  of  the  most  happiness 
comes  in  for  fun-poking  particularly  in  the  last 
few  years  with  our  36  to  40  hour  work  weeks, 
et  cetera,  but  doctors  know  how  an  idle  brain 
really  is  the  “devil’s  workshop.”  When  a doctor 
becomes  so  highly  limited  that  medicine  only  in- 
terests him  in  his  own  practice  and  not  in  the 
county,  state,  nation  and  world,  he  is  losing  too 
much  of  his  work  potential.  A wonderful  way  for 
us  to  combat  minor  frustrations  is  to  throw  our- 
selves into  a job  which  we  know  would  benefit  all 
of  our  profession. 

There  are  so  many  aspects  of  work  in  the 
county  and  state  societies  that  the  particular  in- 
terest of  any  doctor  could  be  reached  if  he  would 
just  make  a start. 

Organizational  apathy  gets  none  of  us  any- 
where. A sense  of  duty  should  make  us  work  in 
our  medical  societies,  but  we  know  that  is  not 
enough  motivation.  The  plain  enjoyment  of  it 
should  be  enough  to  make  everybody  try  it.  It  is 
a wonderful  opportunity  to  swap  ideas  with  our 
colleagues  and  to  meet  some  really  superior 
people. 

Henry  L.  Harrell,  M.D. 

Ocala 


Association 

News 


Report  of  Delegates 
American  Medical  Association 
1963  Clinical  Meeting 

The  Seventeenth  Clinical  Meeting  of  the  American 
Medical  .Association  was  held  in  Portland,  Ore.,  on  De- 
cember 1 to  4,  1963.  The  final  registration  was  7,103,  in- 
cluding 3,144  physicians.  For  the  first  time  at  a Clinical 
Meeting,  but  for  the  sixth  time  since  its  inception,  the 
.AM.A  Layman’s  Citation  for  Distinguished  Service  was 
awarded.  The  recipient  was  Mr.  M.  Lowell  Edwards  of 
Santa  -Ana,  Calif.,  and  Brightwood,  Ore.,  a 65  year  old 
retired  engineer,  who  has  designed  and  built  artificial 
heart  valves  now  in  use  in  more  than  2,600  persons  with 
diseased  hearts. 

Dr.  Edward  R.  Annis,  .AM.A  president,  reporting  on 
the  recent  House  Ways  and  Means  Committee  hearings 
on  the  King-Anderson  Bill,  told  the  House  of  Delegates 
that  “the  combined  testimony  of  the  American  Medical 
.Association,  the  state  societies  and  our  allies  made  a far 
greater  impact  on  the  members  of  the  committee,  friend 
and  foe  alike,  than  at  any  other  time  in  the  history  of 
this  long  and  bitter  conflict.”  .Also,  Dr.  .Annis  reported 
that  under  questioning  by  Committee  Chairman  Wilbur 
Mills,  actuaries  of  the  Department  of  Health,  Education, 
and  Welfare  admitted  that  the  program  of  tax-paid  hos- 
pitalization and  related  benefits  for  the  aged  proposed  in 
the  King-.Anderson  Bill  would  require  a tax  rate  twice  as 
high  as  they  had  previously  claimed.  Dr.  Annis  was 
“commended  and  encouraged  in  his  great  Work  for  pri- 
vate enterprise  and  free  .American  medicine.” 

Tobacco  and  health,  the  rights  and  privileges  of  Ne- 
gro physicians,  revision  of  the  .AM.A  Constitution  and 
Bylaws,  voluntary  health  agencies  and  blood  banks  were 
among  the  major  subjects  acted  upon  by  the  House.  Ap- 
proval was  given  to  a Board  of  Trustees  proposal  that 
the  .American  Medical  Association  Education  and  Research 
Foundation  undertake  a “comprehensive  program  of  re- 
search on  tobacco  and  health.”  Agreeing  that  many  gaps 
exist  in  knowledge  about  the  relationship  between  smok- 
ing and  health,  the  House  declared  that  the  study  should 
be  “devoted  primarily  to  determining  which  significant 
human  ailments  may  be  caused  or  aggravated  by  smoking, 
how  they  may  be  caused,  the  particular  element  or  ele- 
ments in  smoke  that  may  be  the  causal  or  aggravating 
agent,  and  methods  for  the  elimination  taf  such  agent.” 

Two  proposals  related  to  Negro  physicians  were  con- 
sidered by  the  House.  In  adopting  a Board  report  bn 
hospital  staff  privileges,  the  House  urged  medical  staffs 
“to  study  the  question  in  the  light  of  prevailing  condi- 
tions with  a view  to  taking  such  steps  as  they  may 
elect  to  the  end  that  all  men  and  women  professionally 
and  ethically  qualified  shall  be  eligible  for  admission  to 
hospital  staff  privileges  on  an  equal  basis,  regardless  bf 
race.”  In  this  action  and  in  its  rejection  of  a proposed 
resolution — which  would  have  denied  the  rights  and 
privileges  of  AMA  membership  to  members  bf  any  state 
or  county  society  which  refuses  membership  to  any  quali- 
fied physician  because  of  race,  religion  or  place  of  national 
origin — the  House  reaffirmed  1950  and  1952  policy  actions 
on  this  subject. 

Comprehensive  revisions  and  rearrangements  of  the 
.Association’s  Constitution  and  Bylaws  included  changing 
Annual  and  Clinical  “Sessions”  tb  .Annual  and  Clinical 
“Conventions,”  and  “constituent”  to  “state.”  Two  types 
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of  membership,  “Active”  and  “Special,”  were  created. 
Active  Members  are  Regular  or  Service  Members.  Spe- 
cial Members  are  Associate,  Affiliate  and  Honorary  Mem- 
bers. Affiliate  Membership  will  be  available  to  American 
physicians  engaged  in  medical  missionary  and  similar  edu- 
cational and  philanthropic  labors  located  in  possessions  of 
the  United  States. 

In  approving  a Board  report  on  professional  relation- 
ships with  voluntary  health  agencies,  the  House  con- 
tinued its  policy  of  neither  approving  nor  disapproving 
these  organizations  and  maintained  its  position  of  offer- 
ing guidance  on  medical  aspects  of  their  programs.  It 
directed  attention  to  two  obligations:  a mutual  exchange 
of  information  and  opinion  enabling  the  medical  profes- 
sion and  the  agency  to  understand  each  other’s  policy 
and  practice,  and  on  the  part  of  a national  voluntary 
health  agency,  obtaining  the  advice  of  the  medical  pro- 
fession when  embarking  on  a national  medical  program. 

The  House  adopted  a policy  statement  pointing  out 
that  in  recent  years  there  has  been  a dramatic  growth 
in  blood  banking  facilities  in  the  United  States  and  de- 
claring that  “it  is  highly  essential  that  the  organization 
of  new  blood  banking  programs  and  the  modification  of 
existing  ones  should  have,  in  the  interest  of  public  health 
and  safety,  the  approval  of  the  county  or  district  medi- 
cal society  and,  therefore,  should  be  coordinated  with  ex- 
isting approved  blood  banking  facilities.”  Also  approved 
was  a floor  amendment  stating  that  since  a blood  bank 
can  well  be  considered  a medical  facility,  the  top  author- 
ity in  a blood  bank  should  be  a physician. 

Among  miscellaneous  actions,  the  House  changed  the 
name  'of  the  Council  on  Scientific  Assembly  to  the  Coun- 
ci' on  Postgraduate  Programs,  extended  .\M.\  Affiliate 
Membership  to  scientists  in  sciences  allied  to  medicine. 


and  expressed  gratification  that  the  work  of  the  Com- 
mittee on  Medicine  and  Religion  has  received  widespread 
acceptance  and  support  from  state  and  county  medical 
societies,  religious  groups  and  other  related  organizations. 
It  also  requested  the  AMA  to  seek  improvements  in  the 
format  of  its  American  Medical  Directory  to  make  it 
easier  to  use  and  approved  recommendations  for  criteria 
on  medical  examinations  for  driver  limitation  under  cer- 
tain specified  conditions. 

The  House  urged  that  the  term  “the  aging”  be  used 
instead  of  “the  aged”  in  all  statements  by  the  medical 
profession  regarding  older  persons  and  approved  the 
“Guides  for  Medical  Society  Committees  on  Aging,”  rec- 
ommending their  wide  distribution  and  use.  It  agreed 
that  a short  form  medical  record  may  be  used  in  cases 
of  a minor  nature  and,  in  general,  should  apply  to  hos- 
pital stays  of  48  hours  or  less.  In  addition,  the  House 
earnestly  recommended  that  the  state  medical  societies 
explore  the  advantages  of  implementing  Kerr-MiUs  pro- 
grams in  a manner  which  will  permit  the  care  of  bene- 
ficiaries under  voluntary  health  insurance  programs,  re- 
solved that  the  .\MA  attempt  to  have  removed  from  the 
Kefauver-Harris  Amendment  those  provisions  which  au- 
thorize the  U.  S.  Food  and  Drug  Administration  to  deter- 
mine the  effectiveness  of  drugs,  and  reaffirmed  the  Asso- 
ciation’s policy  of  opposing  the  inclusion  of  self-employed 
physicians  under  Social  Security. 

Respectfully  submitted, 

Jere  \V.  Annis,  M.D. 

Burxs  a.  Dobbins  Jr.,  M.D. 

Francis  T.  Holland,  M.D. 

Meredith  Mallory,  M.D. 

Reuben  B.  Chrisman  Jr.,  M.D.,  Chairman 


Deaths 


Blount,  Robert  Eames,  Leesburg:  born  in 
Evansville,  Ind.,  on  Nov.  26,  1908;  Indiana  Uni- 
versity School  of  Medicine,  Indianapolis,  Ind., 
1932;  interned  at  Indiana  University  Hospitals, 
Indianapolis,  and  continued  postgraduate  study 
at  Massachusetts  General  and  Boston  Lying-in 
hospitals;  engaged  in  the  private  practice  of  ob- 
stetrics and  gynecology  in  Fort  Lauderdale  for  25 
years  and  then  in  Leesburg  for  the  last  seven 
years;  during  World  War  II,  served  with  the 
Army  Medical  Corps  in  the  China-Burma-India 
Theatre  as  a flight  surgeon  with  the  rank  of  first 
lieutenant;  was  president  of  the  Broward  County 
chapter  of  the  American  Cancer  Society  for  three 
years;  held  membership  in  the  American  Medical 
Association,  Southern  Medical  Association  and 
Southeastern  Surgical  Congress  and  was  a founder- 
member  of  the  Florida  Obstetric  and  Gynecologic 
Society  and  a fellow  of  the  International  College 
of  Surgeons;  died  following  a heart  attack  on 
Oct.  20,  1963,  aged  54. 

Citron,  Adolph  Edward,  North  Miami  Beach; 
born  in  New  York  City  in  1904;  Boston  Llniver- 


sity  School  of  iMedicine,  1930;  served  in  the  Med- 
ical Corps  of  the  United  States  Army  from  1934 
to  1936;  had  training  in  his  specialty  of  allerg\- 
under  Dr.  Aaron  Brown  and  later  in  the  Allergy 
Clinic  of  Bellevue  Hospital,  New  York  City,  en- 
gaged in  the  private  practice  of  allergy  in  Bald- 
win, N.  Y.,  until  1960  when  he  came  to  Florida 
and  continued  to  practice  his  specialty  in  North 
iMiami  Beach;  held  membership  in  the  American 
iMedical  Association,  the  American  Academy  of 
Allergy,  the  American  College  of  Allergists  and 
the  Florida  Allergy  Society;  died  Aug.  12,  1963, 
aged  59. 

Fitzgerald,  Willard  Lee,  Miami;  born  in  Oko- 
lona.  Miss.,  on  Dec.  30,  1898;  Tulane  L'niversity 
School  of  Medicine,  New  Orleans,  1923;  served 
an  internship  in  Birmingham,  Ala.,  where  he  en- 
gaged in  the  private  practice  of  urology  until 
1931,  thereafter  continuing  his  practice  in  Miami; 
was  a veteran  of  World  War  I;  was  president  of 
the  Dade  County  Medical  Association  in  1961; 
was  a diplomate  of  the  American  Board  of  LTol- 
ogy,  held  membership  in  the  American  IMedical 
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Association  and  the  American  Urological  Society 
and  was  a fellow  of  the  American  College  of  Sur- 
geons; was  a member  of  the  Board  of  Governors 
of  the  John  T.  IMacDonald  Foundation  and  a 
founder  of  Doctors’  Hospital,  Coral  Gables; 
served  as  Clinical  Professor  of  Urology  at  the 
University  of  IMiami  School  of  iVIedicine;  died 
Oct.  30,  1963,  aged  64. 

Laffitte,  Lincoln  Sydnor,  Jacksonville;  born  in 
Lloyd  in  1892;  University  of  Pennsylvania  School 
of  Medicine,.  Philadelphia,  1926;  interned  at 
Watts  Hospital,  Durham,  X.  C.,  and  served  resi- 
dencies at  Bellevue  Hospital,  New  York  City, 
and  Grasslands  Hospital  Tuberculosis  Service, 
Valhalla,  X".  Y.;  as  a Rhodes  Scholar,  earlier  re- 
ceived his  bachelor’s  degree  in  physiology  at 
Exeter  College,  Oxford,  England;  while  at  Exeter 
during  World  War  I served  as  an  ambulance  driv- 
er with  the  Red  Cross  in  France  and  when  the 
L'nited  States  entered  the  war,  became  a first  lieu- 
tenant with  the  318th  Regiment  Field  Artillery; 
since  1934  had  engaged  in  the  private  practice  of 
internal  medicine  in  Jacksonville;  was  a past 
president  of  the  Duval  County  Medical  Society; 
held  membershi])  in  the  American  Medical  Asso- 
ciation and  the  American  Society  of  Internal 
Medicine,  and  was  a fellow  of  the  .American  Col- 
lege of  Physicians;  died  Xov.  9,  1963,  after  a 
lengthy  illness,  aged  71. 

Patterson,  James  Clyatt,  Sarasota;  born  in 
Troy,  Ala.,  on  Feb.  24,  1880;  Tulane  University 
School  of  iMedicine,  New  Orleans,  1910;  served 
an  internship  at  Charity  Hospital,.  New  Orleans; 
engaged  in  the  general  practice  of  medicine  and 
surgery  in  Malone  from  1910  to  1920,  in  Bartow 
from  1920  to  1925,  and  from  1926  to  1963  in 
Sarasota;  served  on  the  State  Board  of  Medical 
E.xaminers  from  1917  to  1921;  was  a former 
president  of  the  county  medical  societies  in  Jack- 
son,  Polk  and  Sarasota  counties;  in  1960  was 
cited  by  the  Sarasota  County  iMedical  Society  for 
50  years  of  service  in  his  profession;  held  mem- 
bership in  the  American  IMedical  Association; 
died  Dec.  3,  1963,  aged  83. 

Robinson,  Leigh  Fowler,  Fort  Lauderdale; 
born  in  Morgan  County,  Indiana,  on  June  20, 
1887;  Jefferson  Medical  College,  Philadelphia, 
1912;  served  internships  at  Deaconess  Hospital, 
Indianapolis,  Ind.,  and  Gouveneur  Hospital,  New 
York  City,  and  after  practicing  for  two  years  in 
Indianapolis,  served  a residency  at  State  Hospital, 


Raleigh,  N".  C.,  in  1916-1917;  spent  the  next 
three  years  in  the  Medical  Corps  of  the  Navy 
with  the  rank  of  lieutenant  and  was  assigned  to 
special  expeditionary  duty  with  the  Marines  in 
Santo  Domingo;  was  director  and  surgeon  of 
Hospital  for  Military  Government  of  the  Domini- 
can Republic  from  1920  to  1925,  and  since  1925 
had  practiced  general  surgery  in  Fort  Lauderdale; 
was  a charter  member  and  a past  president  of  the 
Broward  County  Medical  Association  and  had 
served  as  chairman  of  its  Executive  Committee,, 
Public  Health  Committee,  Legislative  Committee, 
Board  of  Censors,  Board  of  Trustees  and  Hos- 
pital Committee;  in  1939  was  President  of  the 
Florida  IMedical  Association,  served  two  or  more 
terms  as  chairman  of  the  Association’s  Executive 
Committee,  now  the  Board  of  Governors,  and  as 
chairman  of  the  Scientific  Committee,  Public  Re- 
lations Committee,  Medical  Service  Committee 
and  Subcommittee  of  the  Board  of  Governors  for 
Blue  Shield;  from  1946  to  1954  served  as  the  first 
president  of  Blue  Shield  of  Florida  and  thereafter 
for  years  as  honorary  chairman  of  its  Board  of 
Directors,  and  from  1952  to  1954  was  a member 
of  Blue  Shield  Commission  representing  Blue 
Shield  Plans  in  Southeastern  United  States;  was  a 
former  chairman  of  the  Florida  Judiciary  Com- 
mittee of  the  American  College  of  Surgeons  and 
a member  of  that  organization’s  Florida  Creden- 
tials Committee  from  1928  to  1958;  was  appoint- 
ed by  Governor  Spessard  Holland  in  1943  as 
chairman  of  Health  and  Housing  of  the  Florida 
Defense  Council;  held  membership  in  the  Ameri- 
can Medical  Association,  Southern  Medical  Asso- 
ciation, American  College  of  Surgeons,  Southeast- 
ern Surgical  Congress,  Seaboard  Surgical  Associa- 
tion and  American  Proctological  Society;  died 
Oct.  26,  1963,  aged  76. 

West,  Joseph  Ready,  Palm  Beach;  born  in 
Nashville,  Tenn.,  in  1920;  V^anderbilt  L'niversity 
School  of  Medicine,  Nashville,  1944;  interned  at 
Knickerbocker  Hospital.  New  York  City,  and 
served  residencies  at  St.  Mary’s  Hospital  in  West 
Palm  Beach,  and  Bellevue  Hospital,  New  York 
City;  engaged  thereafter  in  the  private  practice  of 
internal  medicine  in  Palm  Beach;  held  member- 
ship in  the  American  Medical  Association  and 
American  Geriatric  Association;  served  as  vice- 
chairman  of  the  Medical  and  Nursing  Commit- 
tee of  the  Palm  Beach  County  Chapter  of  the 
American  Red  Cross;  died  in  Nashville  follow- 
ing open  heart  surgery  on  Nov.  25,  1963,  aged  43. 
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Geriatrics — The  Physician  and  the 
Older  Patient 

The  recent  postgraduate  symposium  on  Geriat- 
rics— the  Physician  and  the  Older  Patient  given 
by  the  Mound  Park  Hospital  Foundation,  with 
the  joint  sponsorship  of  the  Department  of  iMedi- 
cal  Education  of  the  Mound  Park  Hospital,  the 
Medical  and  Research  Divisions  of  Bay  Pines 
Veterans  Administration  Center,  and  the  Ameri- 
can Academy  of  General  Practice,  was  a positive 
approach  to  the  better  management  of  the  geriat- 
ric patient. 

Among  those  participating  in  this  teaching 
course  were  Dr.  Maurice  E.  Linden,  Director  of 
the  Division  of  Mental  Health,  City  of  Philadel- 
phia; Dr.  Bacon  E.  Chow,  Associate  Professor  of 
Biochemistry  at  Johns  Hopkins  University;  Dr. 
Charles  H.  Barrows  Jr.,  Chief  of  the  Nutritional 
Biochemistry  Section  of  the  Gerontology  Branch, 
National  Institutes  of  Health,  National  Heart  In- 
stitute, Baltimore;  Dr.  William  C.  Spring  Jr., 
Secretary  of  the  Council  on  Drugs  of  the  Ameri- 
can Medical  Association;  Dr.  Edward  Henderson, 
Editor-in-Chief  of  the  Journal  of  the  American 
Geriatrics  Society;  Dr.  H.  Max  Houtchens,  former 
Chief  of  the  Psychology  Division  of  the  Veterans 
Administration  Central  Office,  Washington,  D.  C.; 
and  Dr.  Charles  K.  Donegan,  President  of  the 
American  Society  of  Internal  Medicine. 

The  guest  faculty,  augmented  by  a faculty  of 
staff  physicians,  gave  an  intensive  and  impressive 
course,  and  the  subject  matter  covered  the  various 
fields  of  medicine,  surgery,  orthopedics  and  die- 
tetics, as  well  as  certain  socioeconomic  factors  as 
related  to  the  older  patient. 

Dr.  Spring  said  that  in  consideration  of  the 
medical  problems  of  the  aged,  all  too  often  it  is 
assumed  that  if  miracles  cannot  be  performed, 
nothing  less  is  worth  while.  When  drugs  are  prop- 
erly used,  they  play  an  important  role  in  the 
management  of  geriatric  problems.  He  said  that 
proper  drug  usage  has  what  may  superficially  ap- 
pear to  have  a negative  side,  especially  in  geriat- 

Under  this  heading,  The  Journal  presents  information 
gathered  by  Florida  physicians  attending  the  various 
medical  meetings.  The  thoughts  expressed  are  those 
reported  by  the  author  and  are  not  intended  as  scientific 
references. 


rics,  and  that  in  this  field  precautions  essential  to 
proper  drug  usage  are  particularly  in  need  of 
being  stressed. 

In  general,  he  said,  nature  alone  does  a very 
efficient  job  in  handling  much  of  what  ails  us  from 
time  to  time.  This  is  less  true,  however,  in  the 
geriatric  individual,  who,  therefore,  should  have 
even  more  careful  individualization  of  therapy, 
when  nature  needs  assistance,  than  does  the  pa- 
tient in  his  prime.  As  far  as  possible,  any  thera- 
peutic regimen  should  also  fit  into  rather  than 
disrupt  the  patient’s  pattern  of  living. 

Dr.  William  K.  Barton,  staff  surgeon,  speaking 
on  the  risks  and  results  of  surgery  in  the  elderly, 
said  that  there  are  many  situations  where  the  pa- 
tient is  an  extremely  poor  risk,  but  the  disease  is 
not  curable  without  surgery,  such  as  ruptured  ab- 
dominal aneurysm,  intestinal  obstruction,  and  per- 
forated viscera.  We  should  consider  the  life  ex- 
pectancy of  the  elderly  at  the  various  ages  since 
in  evaluating  the  surgical  risk,  we  should  at  least 
think  that  the  patient  will  live  long  enough  to  en- 
joy the  benefits  of  the  surgery.  In  lessening  the 
surgical  risk,  the  single  most  important  factor  is 
that  of  maintaining  as  near  normal  physiology  as 
possible,  and  during  surgery  when  it  is  necessary 
to  alter  that  physiology,  the  period  of  time  that 
it  is  to  be  altered  should  be  kept  as  short  as  possi- 
ble. Various  other  factors  must  be  considered  in 
the  evaluation  of  surgical  risk,  such  as  obesity, 
nutritional  status,  loss  of  protein  blood  elements, 
salts,  chronic  illness,  debilitated  states,  underlying 
heart  disease,  liver  disease,  and  other  conditions 
in  which  the  risk  may  be  greatly  increased. 

Dr.  Irwin  S.  Leinbach,  staff  orthopedic  sur- 
geon, spoke  on  special  treatment  of  the  aged 
arthritic  patient.  He  emphasized  that  no  surgical 
measures  should  be  taken  unless  there  is  reason- 
able assurance  that  they  will  decrease  pain  and 
improve  function.  He  covered  the  subjects  of 
rheumatoid  arthritis,  osteoarthritis  and  the  sur- 
gical treatment  of  arthritis  of  the  hip. 

There  is  little  doubt  that  a thorough  under- 
standing of  geriatric  medicine  must  play  an  im- 
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portant  role  in  everyday  practice.  The  geriatric 
patient  is  bound  to  occupy  an  ever  increasing 
place  in  the  patient  load,  and  the  need  for  a ra- 
tional and  intelligent  approach  necessarily  becomes 
more  pronounced. 

M.  A.  Barton,  M.D. 

St.  Petersburg 

The  Florida  Orthopedic  Society 

The  Florida  Orthopedic  Society  held  its  spring 
meeting  on  Saturday,  May  18,  at  the  Diplomat 
Hotel,  Hollywood.  The  moderator,  Wallace  E. 
tinier,  M.D.,  of  the  University  of  Miami  School 
of  Medicine  and  Jackson  Memorial  Hospital,  Mi- 
ami, introduced  the  guest  speaker,  William  H. 
Bickel,  M.D.,  President-Elect  of  the  Academy  of 
Orthopaedic  Surgeons  and  head  of  the  orthopaedic 
section  at  Mayo  Clinic,  Rochester,  Minn.  Dr. 
Bickel  spoke  on  “Problems  and  Complications  in 
Hip  Surgery.”  In  summary,  he  said: 

Frequently,  if  the  problem  hip  is  analyzed 
carefully,  complications  and  troubles  can  be  avoid- 
ed. The  patient  himself  must  be  selected  careful- 
ly, taking  into  consideration  his  physiologic  age 
and  his  temperament  as  well  as  his  physical  status. 

The  operation  selected  for  a specific  hip  should 
serve  the  purpose  it  is  designed  for  and  fit  the 
situation  at  hand.  Consideration  must  be  given  to 
the  occupation  and  desires  of  the  patient.  There 
are  “standing  hips  and  walking  hips  and  sitting 
hips.” 

Many  times  the  problem  is  complicated  by 
previous  significant  disease,  such  as  tuberculosis  or 
pyogenic  infections,  and  any  surgical  procedure  is 
doomed  to  failure  and  the  patient  to  miserable 
disaster  if  this  problem  is  not  under  control. 

Previous  operations  which  have  failed  for  a 
multitude  of  known  and  some  unknown  reasons 
represent  the  bulk  of  the  hip  complications  which 
present  themselves  for  salvage.  The  problem  then 
resolves  itself  into  what  does  one  have  left  to 
work  with  and  what  can  be  reconstructed.  The 
problem  varies  in  every  case  and  best  laid  plans 
for  reconstruction  sometimes  have  to  be  altered 
at  the  operating  table.  It  is  important  that  the 
surgeon  be  familiar  with  the  multitude  of  proce- 
dures possible  and  have  the  equipment  at  hand  to 
do  the  best  possible  job. 

Finally,  it  is  believed  that  the  postoperative 
care  and  rehabilitation  are  as  important  as  a prop- 
erly executed  operative  procedure.  If  stability  is 
desired,  proper  immobilization  must  be  secured 
for  an  adequate  length  of  time.  If  mobility  is 


desired,  a good  program  of  muscle  and  bone  resti- 
tution should  be  outlined  and  followed.  Full  am- 
bulation and  weight  bearing  can  be  attained  only 
when  the  muscles  are  strong  and  the  bone  is  suffi- 
ciently hard  to  permit  what  is  demanded  of  them. 

One  can  suggest  specific  operative  procedures, 
but  every  case  is  different  and  the  choice  should 
depend  on  the  situation  presented  and  the  experi- 
ence of  the  surgeon  with  the  varied  procedures 
available. 

The  remainder  of  the  program  was  produced 
by  the  members  of  the  Florida  Orthopedic  Society. 
The  first  presentation  was  by  Xewton  C.  McCol- 
lough,  M.D.,  of  Orlando,  who  spoke  on  an  oper- 
ative procedure  similar  to  the  original  Girdlestone 
procedure,  but  titled  by  the  speaker  as  “Let  ’er 
Fly.”  Dr.  McCollough  reported  30  cases  of  pseudo- 
arthrosis of  the  hip.  Eight  patients  had  non- 
union of  a subcapital  fracture  with  absorption  of 
the  neck  of  the  femur  but  with  retention  of  the 
head  of  the  femur.  The  other  patients  showed  the 
result  of  removal  of  the  head  and  neck  of  the 
femur  in  painful  osteoarthritis.  Twenty-four  of 
these  patients  achieved  a good  result,  four  had  a 
fair  result,  and  one  had  a poor  result.  The  major- 
ity could  walk  well  with  a cane  and  had  no  pain. 
Those  with  fair  results  had  some  pain.  The  pa- 
tient with  the  poor  result  was  never  able  to  get 
out  of  bed  or  ambulate  without  pain. 

Dr.  McCollough  stressed  redevelopment  of  the 
hip  musculature  by  using  resistive  e.xercises  as  the 
most  important  factor  in  producing  a painless  or 
relatively  painless  hip  and  good  gait.  The  result- 
ing gait  could  be  accepted  as  a good  gait  if  one 
allows  for  a “toe-out”  which  was  the  result  of 
the  external  rotation.  A good  range  of  motion  was 
present  in  abduction,  flexion  and  adduction,  but 
internal  rotation  was  often  poor  or  absent.  Xot  a 
single  one  in  his  series  had  less  than  90  degrees  of 
flexion.  The  upward  excursion  of  the  trochanter 
when  weight  was  placed  entirely  upon  the  affected 
foot  averaged  from  inches  to  Yi  inch.  The 
amount  of  lift  utilized  was  sufficient  to  make  the 
patient  comfortable  and  varied  from  none  to  1 or 
inches,,  the  average  being  in  the  neighborhood 
of  1 inch. 

Another  presentation  was  given  by  James  R. 
Brandon,  M.D.,  of  West  Palm  Beach,  on  “Some 
Experiences  with  Bilateral-lateral  Lumbar  Spine 
Fusion.”  Dr.  Brandon  reviewed  15  cases  and  cited 
the  technical  difficulties  of  increased  operating 
time  and  increased  blood  loss,  as  compared  with 
classical  spine  fusion  methods.  Measures  to  cope 
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PRO-BANTHINE 

BP..O  OP  propantheline  bromide 


For  Ten  Years... 
the  Standard  Anticholinergic 

Many  studies  by  many  investigators  over  many 
years  have  established  Pro-Banthlne  (propantheline 
bromide)  as  the  standard  anticholinergic  in  the  man- 
agement of  peptic  ulcer  and  other  gastrointestinal 
disorders. 

It  Is  Effective— Hundreds  of  comparative  laboratory 
and  clinical  trials  and  innumerable  gratified  patients 
have  made  Pro-Banthlne  (propantheline  bromide) 
the  most  widely-prescribed  medication  in  its  class. 
It  Is  Selective  — Its  major  effect  is  on  the  gastrointes- 
tinal and  urogenital  tracts.  Secondary  activity  when 
noticeable  seldom  passes  the  point  of  temporary 
annoyance. 

It  Is  Dependable  — Moderate  doses  reduce  gastric 
secretion  and  acidity  and  diminish  gastrointestinal 
hypermotility.  The  usual  dosage  may  be  safely 


doubled  or  tripled  to  suppress  symptoms  in  patients 
with  severe  or  refractory  conditions. 

These  qualities  have  won  such  wide  recognition 
in  standard  texts  on  pharmacology  and  therapeutics 
that  to  prescribe  Pro-Banthlne  (propantheline  bro- 
mide) is  truly  to  prescribe  “by  the  book.” 

The  usual  adult  dosage  is  one  tablet  of  15  mg. 
with  meals  and  two  at  bedtime. 

Side  Effects  And  Cautions— Urinary  hesitancy,  xer- 
ostomia, mydriasis  and,  theoretically,  a curare-like 
action  may  occur  with  Pro-BanthTne  (propantheline 
bromide).  It  is  contraindicated  in  patients  with  glau- 
coma or  severe  cardiac  disease. 

Pro-Banthlne  (propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

G.  D.  SEARLE  & CO. 

CHICAGO,  ILLINOIS  60680 

Research  in  the  Service  of  Medicine 
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with  these  problems  were  suggested.  Preliminar}- 
evaluation  of  the  cases  suggested  the  following 
impressions: 

1.  The  convalescent  period  seemed  less  pain- 
ful than  with  the  usual  spine  fusion  and  the  pa- 
tient was  active  sooner. 

2.  The  incidence  of  nonfusion  appeared  to  be 
less  than  b}'  other  techniques. 

3.  The  laminae  were  not  covered  by  a massive 
graft,  suggesting  an  easier  procedure  should  a sub- 
sequent disc  exploration  be  required.  Dr.  Brandon 
thought  that  a larger  series  and  longer  follow-up 
would  be  required  for  valid  conclusions. 

A third  presentation  was  given  by  the  chair- 
man of  the  Department  of  Orthopedics  at  the 
University  of  Florida  College  of  iNIedicine, 
Gainesville,  William  F.  Enneking,  i\I.D.,  who 
spoke  on  “Salvage  Procedure  of  the  Hand.”  A 
seven  year  old  boy  was  presented  who  had  sus- 
tained a loss  of  the  thumb,  index  and  long  finger 
as  a result  of  a dynamite  blast.  The  transfer  of 
the  index  toe  of  the  contralateral  foot  was  utilized 
to  reconstruct  the  hand  and  provide  the  patient 
with  a thumb  with  sensation,  motion  and  a suit- 
able cosmetic  appearance.  Dr.  Enneking  showed 
that  these  objectives  had  been  realized  in  a four 
year  follow-up  of  the  case. 


The  fourth  presentation  was  a discussion  by 
Philip  C.  Lichtblau,  iM.D.,  West  Palm  Beach, 
and  Dr.  iMiller  on  “The  Smashed  Heel.”  Both 
physicians  had  a patient  who  had  similar  prob- 
lems as  the  result  of  a fall  from  a height  which 
had  left  the  patient  with  bilateral  painful  heels  as 
the  final  residual  following  a long  series  of  oper- 
ative procedures  to  correct  this  distressing  situa- 
tion. The  presentation  stressed  there  was  not  the 
usual  problem  relative  to  the  fracture  of  the 
os  calcis  in  these  two  cases  but  rather  one  of  a 
crushing  of  the  heel  pad  and  the  protective  soft 
tissues  in  association  with  the  crushing  of  the 
bone  which  left  the  patient  with  the  residual  of 
a smashed  heel.  No  solution  was  pointed  out  for 
the  future  care  of  this  type  of  injury,  but  there 
was  an  indication  that  the  triple  arthrodesis  or 
operative  fusions  that  had  been  suggested  in  the 
past  are  of  no  avail  in  this  type  of  case.  It  was 
suggested  that  restoration  of  the  height  of  the  os- 
calcis  would  make  shoe  wear  easier  and  partial 
denervation  aids  in  the  relief  of  pain. 

Wallace  E.  ^Miller,  IM.D. 

Associate  Professor  of  Orthopaedics 
University  of  ^Iiami  School  of  ^Medicine 
Miami 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both  ‘Soma’  ( carisoprodol ) and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  ("numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage;  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Soma  Compound  ^ 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SomaCompound+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

WALLACE  LABOR.\TORIES  j Cranbury,  N.J. 
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News 

The  third  sectional  meeting  of  the  American 
College  of  Surgeons  is  being  held  in  New  Orleans 
at  the  Roosevelt  Hotel  on  May  16-19. 

A Conference  on  Bone  Tumors  is  being  pre- 
sented by  the  Duval  Orthopedic  Society  in  con- 
junction with  the  North  Florida  Radiological  and 
Pathological  Society  on  February  22  at  the  Du- 
val Medical  Center  in  Jacksonville  beginning  at 
9:00  a.m.  Speakers  are  Drs.  H.  Jaffe,  pathology, 
and  H.  Jacobson,  radiology,  of  New  York  City, 
and  Dr.  William  F.  Enneking,  orthopedics,  of 
Gainesville. 

Glaucoma  screening  is  being  conducted  at  the 
Florida  State  Fair  in  Tampa,  February  4-15, 
sponsored  by  the  Florida  Society  of  Ophthalmol- 
ogy and  Otolaryngology  and  the  Florida  Society 
for  the  Prevention  of  Blindness  in  cooperation 
with  the  Florida  State  Board  of  Health.  Dr.  Hugh 
E.  Parsons  of  Tampa  is  the  medical  chairman  and 
serving  on  the  committee  with  him  are  Drs.  Ber- 
nard T.  Bell  and  Orville  N.  Nelson  of  St.  Peters- 
burg. All  tonometry  will  be  done  by  ophthal- 
mologists and  referrals  made  to  the  family  physi- 


cian or  an  ophthalmologist  in  the  local  com- 
munity. 

The  Annual  Watson  Clinic  Seminar  has  been 
scheduled  for  March  7 at  Lakeland. 

The  Sixth  Annual  Medical  Forum  sponsored 
by  the  Lee-Hendry  County  Medical  Society  and 
the  Lee  County  Chamber  of  Commerce  is  being 
held  March  4-5  in  the  Exhibition  Hall  at  Fort 
iMyers. 

A Cancer  Seminar  is  being  presented  March 
6-7  by  the  Pinellas  County  Unit  of  the  American 
Cancer  Society  at  the  Fort  Harrison  Hotel  in 
Clearwater.  The  program  begins  at  9:00  a.m. 
each  day. 

The  Fourth  Annual  Meeting  of  the  Florida 
Cleft  Palate  Association  will  be  held  in  Jackson- 
ville February  7-8  at  the  George  Washington 
Hotel. 

The  1964  Atlanta  Graduate  Medical  Assem- 
bly has  been  scheduled  for  February  17-19  at  the 
Biltmore  Hotel  in  Atlanta.  Specialties  being  fea- 
tured on  the  program  include  medicine,  surgery, 
cardiology,  obstetrics,  gynecology  and  pediatrics. 
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Woman’s  Auxiliary  to  the  Florida  Medical  Association 


What  Is  It?  Your  Wife — in  association  with  other  physicians’  wives. 

Purpose?  To  help  promote  and  preserve  the  valuable  “Medical  Image”  you  have 

helped  create. 


Why?  V our  Wife  with  other  wives  can  strongly  augment  your  F.M..\.  programs. 

Organization  Wives,  working  together,  can  be  a powerful  force  directed  toward  the  lay 

community.  She  is  respected  by  her  non-medical  clubwomen. 


Advantages  to 
Your  Wife 


Activities 


She  will  be  well  informed. 

She  will  be  able  to  help  influence  medical  legislation. 

She  will  Work  toward  goals. 

She  can  help  solidify  intra  medical  relations. 

She  can  have  a voice  in  making  Auxiliary  policies. 

All  this  helps  you. 

Contrbiuted  $4,083.00  to  — ERF  in  1962-63. 

Expanded  your  FMA  Safety  Program. 

Sponsors  132  Para-Medical  Clubs. 

Eleven  scholarship  loans  outstanding  amounting  to  $1,850.00. 
Supports  you  and  your  FM.\. 


Our  Goal 
When? 

Now 


Long  term  goal  is  100%  membership  in  every  county  in  Florida. 

When  each  physician  and  his  wife  is  aware  ’of  the  aims  and  achievements 
of  the  .\uxiliary. 

Xew  members  are  needed.  Florida’s  total  paid  membership  is  only  50%  of 
eligible  wives.  What  about  your  wife? 


If  your  wife  is  a member  just  say,  “Thank  You” — she  will  understand. 

If  your  wife  is  not  a member  ask  her  to  exercise  her  privilege  by  joining  the  .\uxiliary  so  as  to 
help  “Preserve  and  Enhance  the  Heritage  of  .American  Medicine.” 


Mrs.  Willard  L.  Fitzgerald 


Inadequate  cerebral  blood  flow— often  due  to  cerebral  arteriosclerosis  — may 
result  in  the  "senility  syndrome”  with  its  pattern  of  mental  confusion,  mem- 
ory lapses,  depression,  fatigue,  apathy  and  behavior  problems.T3 

43%  increase  in  cerebral  blood  flow"" 

In  patients  with  cerebrovascular  insufficiency,  EisenbergA  measured  a 43  per- 
cent increase  in  blood  flow  in  the  brain  following  administration  of  Arlidin 
(nylidrin  HCI)  orally  for  more  than  two  weeks  beginning  with  a dosage  of 
12  mg.  t.i.d.  and  increasing  to  18  mg.  t.i.d.  There  was  a decrease  in  cerebral 
vascular  resistance  in  most  instances. 

Winsor  and  associates3  found  Arlidin  (nylidrin  HCI)  "of  particular  value 
clinically  in  relieving  some  of  the  symptoms  of  cerebral  vascular  insufficiency 
(vertigo,  lightheadedness,  mental  confusion,  diplopia).” 

arlidin 

nylidrin  HCI 

Indicated  whenever  an  increase  in  blood  supply  is  desirable  in  circulatory 
insufficiencies  of  the  extremities,  brain,  eye  and  ear.  Use  with  caution  in  the 
presence  of  a recent  myocardial  lesion,  severe  angina  pectoris  and 
thyrotoxicosis.  Contraindicated  in  acute  myocardial  infarction. 

references:  1.  Madow,  L.:  Penn.  M.  J.  62:861,  June  1959.  2.  Stieglitz,  E.  J.:  Geriatric  Medicine, 
ed.  2,  PhSadeiphia,  Saunders,  1949  p.  274.  3.  Winsor,  T.,  et  al.:  Amer.  J.  Med.  Sciences  239:594, 

May  1960.  4.  Eisenberg,  S.:  ibid,  July  1960. 

u.  s.  vitamin  & pharmaceutical  corporation 

Arlington-Funk  Laboratories,  division  • 800  Second  Avenue,  New  York,  N.Y.  10017 


In  Chronic  Illness:  B and  C vitamins  are  therapy 


An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 
STRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 
In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B,  (ThiamineMononitrafe)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B*  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B|j  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 

^^^^LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


OBEXROi; 

for  medical  management  of  obesity 


OBETROL  incorporates 
the  desired  action  of 
amphetamines  with  fewer 
side  reactions  reported. 


MINIMAL  SIDE  EFFECTS 

“In  the  cooperative  patient,  OBETROL  was  markedly  bene- 
ficial in  producing  the  desirable  weight  loss  with  minimal  side 
effects,  even  in  the  case  of  a high  percentage  of  patients  with 
cardiovascular  and  other  chronic  ailments  which  normally 
make  use  of  other  amphetamines  undesirable  because  of  side 
effects”  ' 

WEIGHT  REDUCTION  EFFECTIVE 
IN  DIFFICULT  CASES 

“With  a daily  divided  dosage  of  30  milligrams  of  OBETROL  we 
were  able  to  obtain  appetite  depression  without  nervous  rest- 
lessness or  insomnia  ...”  ‘ 

EFFECTIVE  WHERE  OTHER 
AMPHETAMINES  FAIL 

Twenty  six  patients  who  previously  had  been  unable  to  use 
other  amphetamines  in  any  dosage  sufficient  to  maintain  the 
anorectic  effect,  responded  favorably  on  this  medication.  '•“ 

Contraindications:  OBETROL  is  relatively  contraindicated  in 
hyperthyroidism,  hypertension,  coronary  artery  and  other  car- 
diovascular diseases,  anxiety  and  hyperexcitability.  Habituation 
may  occur  with  prolonged  use.  As  in  the  case  of  all  ampheta- 
mines, caution  should  be  used  in  treating  patients  with  these 
conditions. 

Each  OBETROL-IO  tablet  contains: 

Methamphetamine  Saccharate  2.5  mgm. 

Methamphetamine  Hydrochloride  2.5  mgm. 

Amphetamine  Sulfate  2.5  mgm. 

Dextroamphetamine  Sulfate 2.5  mgm. 

{OBETROL-20  tablets  contain  twice  this  potency) 


Pit. *2748052. 


OBETROL  PHARMACEUTICALS 

382  Schenck  Avenue,  Brooklyn  7,  N.  Y. 


•Simon.  F.  & Bernstein  A.:  “The  Treatment  of  Obesity  in  Patients  with 
Cardiovascular  Disease,”  Angiology.  72:32-37,  Jan.  1961. 

^ Plotz,  M.:  Modern  Management  of  Obesity,  J.A.M.A.  770:1513-1515 
(July  25)  1959. 

•Bernstein,  A.  & Simon,  F.:  “Treatment  of  Obese  Diabetics  and  Arterio- 
scierolics,”  Clin.  Med.  907-920,  May  1961. 


REQUEST  SAMPLES  AND  LITERATURE  ^ 

I 

OBETROL  PHARMACEUTICALS  I 

382  Schenck  Avenue  • Brooklyn  7,  N.  Y.  ^ 

Dr. I 

Address | 

City State  | 

\ I 

I 
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CLASSIFIED 

Advertising  rates  for  this  column  are  $5.00  per 
insertion  for  ads  of  25  words  or  less.  Add  20c  for 
each  additional  word. 

WANTED:  General  Practitioner,  Internist,  Pedi- 

atrician, to  join  surgeon  in  new  clinic.  Exciting  growth 
enterprise  in  finest  Cape  Canaveral  location.  Arrange- 
ments open.  Write  69-484,  P.O.  Box  2411,  Jackson- 
ville, Fla. 


WANTED;  Pediatrician,  ENT,  Internist  and  Der- 
matologist for  new  medical  building  ready  Feb.  IS. 
Adjacent  to  hospital  in  beautiful  location  on  Gulf  of 
Mexico.  Fine  practice  opportunity.  Write  69-510,  P.O. 
Box  2411,  Jacksonville,  Fla. 

VV'ANTED:  Pediatrician  for  association  with  two 

obstetricians.  Office  space,  basic  equipment  and  guar- 
anteed income  are  available  for  an  acceptable  man. 
Write  69-551,  P.O.  Box  2411,  Jacksonville,  Fla. 

.W.\ILABLE:  For  $90  enjoy  professional  suite  of 
4 rooms  air-conditioned  in  Medical  Arts  Building,  503 
W.  Platt,  Tampa.  Phone  251-1600. 

GENER.^L  PR.\CTITIONER  wanted  for  full  time 
poup  practice  in  Central  Florida  in  Fall  of  1963.  This 
is  a large  established  practice  in  pleasant  community. 
Please  send  resume  to  69-543,  P.O.  2411,  Jacksonville, 
Fla. 


WANTED:  Nose  and  throat  man.  Obstetrician, 

Dermatologist,  Internal  Medicine.  Arrangements  open. 
Growing  community.  Phone  John  O.  Rao,  M.D.  847- 
2833,  Kissimmee,  Fla. 

INTERNIST;  Miami  general  surgeon  expanding 
practice  forming  group.  Salary  $250.  weekly  then 
progressive  partnership.  Building  new  medical  office. 
State  all  particulars  first  letter.  Write  69-558,  P.O. 
Box  2411,  Jacksonville,  Fla. 

OFFICE  SPACE  FOR  RENT;  Medical  suite,  ap- 
proximately  600  sq.  ft.  in  separate  consultation,  two 
treatment  and  laboratory  rooms.  Share  secretary  and 
reception  room.  New  professional  building,  excellent 
furnishings.  Suitable  for  specialty  or  general  practice. 
Clarence  H.  Schilt,  M.D.,  2161  McGregor  Bldg.,  Ft. 
Myers,  Fla. 

W.\NTED:  An  Internist  to  join  three  man  group 

practice  in  internal  medicine  in  southeastern  section  ‘of 
the  state.  First  year  guarantee  $15,000  with  limited 
partnership  and  eventual  full  partnership.  Write  69- 
562,  P.O.  Box  2411,  Jacksonville,  Fla. 

W.'W'TED:  General  Practitioner  for  Clinic-Hos- 
pital. Salary  open — plus  bonus.  Write  69-535,  P.O. 
Box  2411,  Jacksonville.  Fla. 

GENER.'XL  SURGEON;  Board  qualified  Associa- 
tion, Miami  general  surgeon  expanding  practice  form- 
ing group.  Salary  first  year  $250.  weekly  then  pro- 
gressive partnership.  Building  new  medical  office. 
State  all  particulars  first  letter.  Write  69-557,  P.O. 
Box  2411,  Jacksonville,  Fla. 

GENERAL  PRACTITIONER;  Miami  general  sur- 
geon  expanding  practice  forming  group.  Salary  $250. 
weekly  then  progressive  partnership.  Building  new 
medical  office.  State  all  particulars  first  letter.  Write 
69-559,  P.O.  Box  2411,  Jacksonville,  Fla. 

WANTED:  General  Practitioner  desires  young 

associate.  Active,  growing  practice.  No  investment 
required.  Every  second  weekend  off  with  time  off  for 
meetings  and  vacations.  Salary  or  percentage  to  begin 
with  early  partnership.  Open  staff  hospital.  Wanted 
now  or  July  1st.  Send  full  particulars  first  letter. 
Write  69-552,  P.O.  Box  2411,  Jacksonville,  Fla. 

LOCATION  W.ANTED;  Board  certified  Surgeon 
desires  relocation  private  practice  in  area  in  need  of 
qualified  surgeon.  VVTite  69-564,  P.O.  Box  2411,  Jack- 
sonville, Fla. 


INTERNIST  OR  GENERAL  PRACTITIONER: 
Physician  established  here  for  10  years  in  a rapidly 
growing  community  wishes  to  have  another  physician 
to  share  completely  furnished  1,500  sq.  ft.  office  space, 
equipped  with  x-ray,  EKG,  Diathermy,  etc.  Write  to 
POMPANO  BEACH  MEDICAL  BLDG.,  2701  At- 
lantic Blvd.,  Pompano  Beach  or  call  WH  1-2420. 

GENERAL  PRACTITIONER  WANTED:  Join 

actively  growing  General  Practice,  Dade  County,  Flor- 
ida. Salary  $18,000  first  year;  $24,000  second  year; 
partnership  third  year.  No.  investment  needed.  Resume 
to  69-561,  P.O.  Box  2411,  Jacksonville,  Fla. 

FORT  L.\UDERDALE  SPECIALISTS’  SUITES: 
One  remains  for  rent.  New  quality  colonial  building 
planned,  with  M.D.  and  D.D.S.  In  front  Holy  Cross 
Hospital  off  Federal  Highway.  Write  M.D.,  1601  E. 
Broward  Blvd.,  Fort  Lauderdale,  Fla. 

FOR  RENT : Complete  office,  seven  rooms,  water- 

front Doctors  Building.  $225.  per  month.  Air-condi- 
tioning, heat,  hot  water,  janitor  service.  Downtown. 
Free  parking  for  patients.  Contact  S.  J.  Wilson,  M.D., 
309  N.E.  River  Drive,  Fort  Lauderdale,  Florida. 

NEW  SUNRISE  GOLF  VILLAGE  SHOPPING 
CENTER:  Located  in  a rapid  growing,  established 

community  of  2,100  people.  Has  private  professional 
space  available  for  good  doctor.  Profession  center  fin- 
ished to  your  specifications.  80%  residents,  growing 
families.  20%  retired.  Contact  Mr.  VV'.  D.  Scham- 
berger,  77  Sunset  Strip,  Fort  Lauderdale,  Fla.  Area 
305  LU  1-5012.  

OBSTETRICIAN  - GYNECOLOGIST  WANTED: 
To  associate  with  two  man  group.  Large  established 
practice  in  Miami;  Board  eligible  or  certified;  prefer 
under  age  35.  Write  P.O.  Box  384,  Miami  Shores,  Fla. 

PR.^CTICE  FOR  SALE:  Profitable,  well  estab- 
lished urban  family  practice  in  south  Gulf  coast  area. 
Outstanding  opportunity  to  take  over.  Office  building, 
fully  equipped.  Will  finance.  Leaving  for  residency 
July  1.  Write  69-566,  P.O.  Box  2411,  Jacksonville,  Fla. 

GENERAL  PRACTITIONER  W.\NTED  for  coun- 
ty  supported  medical  clinic.  Major  duties  involve  gen- 
eral diagnostic  screening  and  treatment.  40  hour  week; 
two  weeks  vacation ; two  weeks  sick  leave ; social  se- 
curity, and  group  insurance  benefits.  Please  send 
resume  and  any  request  for  more  information  to: 
Occupant,  P.O.  Box  772,  Main  Post  Office,  Orlando, 
Fla. 

WANTED:  Would  like  to  associate  with  Plastic 
Surgeon  in  Florida  after  October  1964.  Have  D.D.S., 
three  years  Oral  Surgery  prior  medical  school.  Write 
699  North  Evergreen,  Memphis,  Tenn.  or  call 
275-2589. 

GENER.^L  SURGEON  desires  association  with 
surgeon  or  medical  group  in  Jacksonville  area.  South- 
erner. Family.  Experienced  surgeon  Of  exemplary- 
character,  good  habits,  excellent  health,  age  53.  Amer- 
ican Board  of  Surgery.  Florida  license.  Excellent  ref- 
erences. Write  69-568,  P.O.  Box  2411,  Jacksonville, 
Fla. 

GENERAL  SURGICAL  RESIDENT:  Board  eligi- 
ble July  1964.  Florida  license,  with  broad  training 
background,  multilingual,  seeks  partnership  with  es- 
tablished surgeon,  preferably  in  Dade  County.  Par- 
ticulars, references,  photo  supplied  on  request.  W rite 
69-569,  P.O.  Box  2411,  Jacksonville,  Fla. 

PEDIATRICIAN  to  associate  in  small  group,  in- 
cluding another  pediatrician  with  large  practice.  Pro- 
gressive, guaranteed  salary-,  plus  bonus.  Write  69-570, 
P.O.  Box  2411,  Jacksonville,  Fla. 

GENER.\L  PR.\CTITIONER  for  association  with 
group  in  Cape  Kennedy  area.  Thriving  potential, 
guaranteed  salary,  plus  bonus.  Write  69-571,  P.O. 
Box  2411,  Jacksoncdlle,  Fla. 
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INTERNIST  WANTED:  In  Cape  Kennedy  area 
for  association  with  small  group.  Guaranteed  month- 
ly salary,  plus  participating  bonus  and  congenial  asso- 
ciates. Write  69-S72,  P.O.  Box  2411,  Jacksonville,  Fla. 

"Immediate  opening  for  Florida  licensed 

.Anesthesiologist.  Working  with  well  established  group. 
Contact  Dade  County  Medical  .Association,  2 Coral 
VV^ay,  Miami.  FR  1-2601. 

PEDI.ATRICIAN  WANTED:  To  take  over  active 
growing  practice  in  East  Coast  town.  Leaving  for 
association  in  metropolitan  area.  Unusual  'opportunity. 
Write  69-573,  P.O.  Box,  Jacksonville,  Fla. 

PR.ACTICE  .AV.AIL.ABLE:  Complete  Radiological 
offices.  .Approximately  2,800  sq.  ft.  2 Kelley-Koett 
diagnostic  machines,  1 Kelley-Koett  therapy,  dark 
room,  large  waiting  room  and  6 dressing  rooms.  Two 
offices  with  additional  film  reading  room  and  secre- 
tary’s office.  .Air-conditioned  and  heated.  Furnished 
or  unfurnished.  Sufficiently  qualified  and  experienced 
technical  and  administrative  staff  available.  Florida 
license  required.  Contact  Dade  County  Medical  Asso- 
ciation, 2 Coral  Way,  Miami.  FR  1-2601. 

OTOLARYNGOLOGIST:  Board  certified,  Florida 
license.  Experienced  plastic,  ear  and  neck  surgery. 
White.  Male,  age  42.  Locating  S.E.  Florida  family 
reasons,  seeks  association  with  group  or  established 
specialist.  Write  69-574,  P.O.  Box  2411,  Jacksonville, 

Fla^ 

W.ANTED:  Pediatrician  (Or  other  specialist)  for 
fine  practice  opportunity  from  Feb.  1.  Five  examin- 
ing rooms,  two  offices,  waiting  room.  .Air-conditioned. 
Free  parking.  Tri-county  area.  Reasonable  rent.  Write 
Gurney  K.  Young,  31 1 S.  8th  St.,  Ft.  Pierce,  Fla. 

GENER.AL  SURGEON:  Board  certified,  former 
Fellow  in  Surgery  at  The  Lahey  Clinic.  White,  male, 
aged  47,  seeking  location  in  Southeast  Florida.  Fam- 
ily reasons.  Seeking  association  with  established  spe- 
cialist or  group.  VVrite  69-575,  P.O.  Box  2411,  Jack- 
sonville, Fla.  

PO^Tl65r WANTED:  General  Practitioner  just 
out  'of  service.  Can  help  in  or  take  over  your  prac- 
tice until  July  1,  1964 — then  starting  residency.  Write 
69-576,  P.O.  Box  2411,  JacksonvOl^Fla^ 

STeAV  MOD^N  mItMC.a'l  offices  adjacent  to 

dentist  and  pharmacy,  available  equipped  to  phy- 
sician. Located  in  shopping  center  in  a fast  growing 
area  7 miles  north  of  Orlando.  Wonderful  oppor- 
tunity. Write  Box  3006,  Forest  City,  Fla.  Phone  TE 
8-3249. 


Meetings 

February 

Central  Florida  Medical  Meeting,  Tenth  .Annual,  Orange 
County  Medical  S'ociety,  February  15,  Cherry  Plaza 
Hotel,  Orlando. 

March 

Sixth  .Annual  Medical  Forum,  Lee-Hendry  County  Medi- 
cal Society  and  Lee  County  Chamber  of  Commerce, 
March  4-5,  Exhibition  Hall,  Fort  Myers. 

Cancer  Seminar,  Pinellas  County  Unit  of  .American  Can- 
cer Society,  March  6-7,  Fort  Harrison  Hotel,  Clear- 
water. 

.Annual  Seminar,  Watson  Clinic,  March  7,  Lakeland 

“Evolving  Concepts  in  Pulmonary  Diseases,”  Depart- 
ment of  Radiology,  University  of  Miami  School  of 
Medicine  and  Jackson  Memorial  Hospital,  March  18- 
21,  Hotel  Fontainebleau,  Miami  Beach. 

Southeastern  Surgical  Congress,  March  21-28,  S.  S.  Han- 
seatic sailing  from  Port  Everglades,  Fort  Lauderdale. 

“Principles  in  the  Rehabilitation  of  the  Physically  Handi- 
capped,” Crippled  Children’s  Society  of  Dade  County, 
March  2-6,  Rehabilitation  Center,  Miami. 


reduce 

or  obviete 
the  need  for 

trensfusions 
end  their 
attendant 
dangers 


KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 
y' with  a predisposition 


^'^^renteral  hemostat 

Each  cc  contains:' 5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenol  0.25%;  sodium  carbonate  as  buffer. 

Complete  data  with  each  1 Occ  vial.  Therapy  chart  on  request. 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 
Distributed  in  Canada  by  Austin  Labaratories,  Ltd.  • Paris,  Ontario 


J Florida  M. A., ^February,  1964 
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Protects  your 
angina  patient 
better  than 
vasodilators  alone 

‘Miltrate’  contains  both  pentaerythritol 
tetranitrate,  which  dilates  the  patient’s 
coronary  arteries,  and  meprobamate, 
which  relieves  his  anxiety  about  his  con- 
dition. Thus  ‘Miltrate’  protects  your  angi- 
na patient  better  than  vasodilators  alone. 

Pentaerythritol  tetranitrate  may  infre- 
quently cause  nausea  and  mild  headache, 
usually  transient.  Slight  drowsiness  may 
occur  with  meprobamate  and,  rarely,  al- 
lergic reactions.  Meprobamate  may  in- 
crease effects  of  excessive  alcohol.  Con- 
sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Like  all  nitrate-con- 
taining drugs,  ‘Miltrate’  should  be  given 
w'ith  caution  in  glaucoma. 

Dosage:  1 or  2 tablets  before  meals  and  at  bed- 
time. Individualization  required. 

SuppUed:  Bottles  of  50  tablets. 

CML-9646 

Miltrate^ 

meprobamate  200  mg.+ 
pentaerythritol  tetranitrate  10  mg. 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 


/ Convention 
/ Press 

/J j 2is  W.  Church  St. 

/ if /I  Jacksonville,  Florida 

! QUALITY 

/ BOOK  PRINTING 

/ PUBLIC  A TIONS 

/ BROCHURES 

WHATEVER  your  first  requisites  may  be, 
we  always  endeavor  to  maintain  a 
standard  of  quality  in  keeping  with  our 
reputation  for  fine  quality  work — and  at 
the  same  time  provide  the  service  desired. 
Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting 
on  all  details. 


YOUR  Patronage  Has  Made  Our  Growth  Possible 


Medical  Supply  Company 
of  Jacksonville 


Home  Office 
JACKSONVILLE 

4539  Beach  Blvd. 
Telephone  FL  9-2191 

ORLANDO 

1511  Sligh  Blvd. 
Telephone  GA  5-3537 
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nothing,  that  is,  except  the  ' 

sedative-antispasmodic  action  of 


••  .'T;' 
- ' h</: 


There’s  nothing 
like  a vacation" 
for  relaxing  stress-induced 
smooth  muscle  spasm 


Side  Effects:  No  serious  toxic  reactions  are  to  be  expected. 
Dryness  of  the  mouth,  blurred  vision,  difficult  urination,  and  flush- 
ing and  dryness  of  the  skin  may  occur  with  excessive  and  pro- 
longed dosage.  Precautions:  Use  with  care  in  incipient  glaucoma 
or  urinary  bladder  neck  obstruction.  Contraindicated  in  acute 
glaucoma,  advanced  hepatic  or  renal  disease,  or  idiosyncrasy  to 
any  component. 


In  each  Tablet,  Capsule  In  each  Prescribed  by 

or  5 cc.  Elixir  Extentab  more  physicians 

0.1037  mg hyoscyamine  sulfate  ...  0.3111  mg.  than  any  other 

0-0194  mg atropine  sulfate  0.0582  mg.  antispasmodic 

0.0065  mg hyoscine  hydrobromide  0.0195  mg.  _wp»  nvpr 

16.2  mg.  W gr.)  Phenobarbital  ^ (V,  gr.)  48.6  mg.  ^ 

(Warning:  May  be  habit  forming) 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

*This  one  at  Big  Basin,  California 


Ui  is  almost  invariably  a presenting 
symptom  in  cases  of  skeletal  muscle 

In  some  instances,  the  pain  subsides  on  relaxation  of  the  muscles  in  spasm.  In  others, 
relaxant  therapy  alone  fails  to  give  adequate  relief,  and  supplementary 
analgesia  (and  possibly  sedation)  are  indispensable,  as  in  cases  of: 


provocative  paill,  when  muscle  spasm  is  triggered  by  some  painful 
underlying  musculoskeletal  defect. 


residual  pain,  when  relaxation  of  severe  spasticity  leaves  a degree 
of  myalgia  that  tends  to  reinvoke  spasm. 


severe  paill^  when  the  degree  of  pain  is  such  as  to  cause  persistence 
of  symptoms  in  spite  of  relaxant  therapy. 

etyiOtlOUally  a^^ravated  pailly  when  anxiety  or  agitation  creates  tension 
that  thwarts  the  efficacy  of  both  relaxant  and  analgesic  medication. 

In  such  cases,  Robaxisal  and  Robaxisal-PH  have  proven  highly  effective  in  assuring  decisive 
and  comprehensive  relief.  The  Robaxisal  formula— of  Robaxin  (methocarbamol), 
the  potent  muscle  relaxant,  together  with  aspirin,  the  time-tested  and  proved  analgesic- 
produces  higher  plasma  salicylate  levels  than  equivalent  doses  of  aspirin  alone,  and  serves 
effectively  to  control  both  spasm  and  pain.  Robaxisal-PH’s  combination  of 
Robaxin  (methocarbamol)  with  the  analgesic-sedative  ingredients  of  the  Piienapiien 
formula— including  phenobarbital— helps  additionally  to  ease  apprehension. 


ROBAXISAE 

Each  pink-and-white  laminated  Tablet  contains: 

Robaxin  (methocarbamol,  Robins) 400  mg.  Aspirin  (5  gr.).... 

U.s.  Pat.  No.  2770649 

ROBAXISAE-PH 

Each  green-and-white  laminated  Tablet  contains: 

Robaxin  400  mg.  Phenacetin  (IV2  gr.) ...  97  mg.  Hyoscyamine  sulfate  0.016  mg. 

(methocarbamol,  Robins)  Aspirin  (E^  gr.) 81  mg.  Phenobarbital  iVs  gr.)  8.1  mg. 

(Warning:  May  be  habit  forming) 


“PAIN  & SPASM” 
-a  two-headed  dragon! 


Robaxisal  and  Robaxisal-PH  are  indicated  in 
strains  and  sprains,  painful  disorders  of  the  back, 
“whiplash”  injury,  myositis,  pain  and  spasm  asso- 
ciated with  arthritis,  torticollis,  and  headache  asso- 
ciated with  muscular  tension. 

Side  effects  such  as  lightheadedness,  slight  drowsi- 
ness, dizziness  and  nausea  may  occur  rarely  in 


patients  with  intolerance  to  drugs,  but  they  usually 
disappear  on  reduction  of  dosage. 

Contraindicated  for  patients  hypersensitive  to  any 
component  of  the  formulations.  There  are  no  spe- 
cific contraindications  to  methocarbamol,  and  un- 
toward reactions  are  not  to  be  expected. 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


Comtanl  diagnostic  and  cardiac  distress 
information  around  the  clock  — with  immediate 
alarm  if  irregularities  in  heart  rhythm  occur  — 
are  automatically  provided  by  this  new  Sanborn 
i'iso-Monitor.  This  compact,  integrated  bedside 
system  — for  recovery  room,  intensive  care  or 
OR  use  — includes  a built-in  electrocardiograph, 
pacemaker,  cardiotachometer  and  eight 
illuminated  alarm  indicators. 

Voiir  patient's  ECG  is  recorded  automatically 
for  10  seconds  at  either  pre-set  intervals  or  at 
the  onset  of  any  of  four  distress  conditions.  It 
can  also  be  taken  during  pacing,  for  valuable 
knowledge  of  the  patient’s  response  to  pacing. 
Heart  rate  is  continuously  displayed  on  the 
front  panel  meter,  which  has  adjustable  upper 
and  lower  thresholds  to  activate  alarms. 
Bradycardia,  tachycardia,  peripheral  pulse  loss, 
arrest  and  each  QRS  complex,  as  well  as 
operating  conditions  of  the  Viso-Monitor,  are 
shown  by  warning  lights.  Internal  or  external 
pacemaking  current  is  provided  by  the 
instrument,  with  adjustments  for  current  and 
rate  and  positive  safeguards  to  prevent 
accidental  pacing.  Audible  alarm  is  supplied  by 
an  optional  Remote  Alarm  unit,  which  also 
duplicates  visual  indicators  and  heart  rate 
meter  of  main  instrument.  The  new  Model  780 
Viso-Monitor  is  SI 850,  the  Remote  Alarm  unit 
S250,  and  DC  Defibrillator  SI 370 
(F.O.B.  Waltham,  Mass.,  continental  U.S.A.). 


your 

heart  pationt 
is  in 
good 
hands 


SANBORN  COMPANY  • 


MEDICAL  DIVISION  • WALTHAM  54,  MASSACHUSETTS 

A Subsidiary  of  Hewlett-Packard  Company 


Miami  Branch  Office  2907  N.  \V.  7th  St.,  305  635-6461 
St.  Petersburg  Resident  Representative 
337  22nd  Ave.  N.,  862-3229 
Jacksonville  Resident  Representative 
2720  Park  St.,  384-3453 
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NEW! 

Around  the  dock 
relief  for 

DISTRESS  OF 

COLDS 


>OCLOR  TIMESULE  CONTAINS: 


leniramine  maleate 10  mg. 

hedrine  HCI  65  mg. 


lecial  form  providing  prolonged 


A NEW  COMPREHENSIVE  RELIEF 


utic  effect. 


pcior  Timesule, 
actual  size 


MADE  POSSIBLE 


Schematic 
drawing  of 
Timesule  cell 
howing  dialysis 
Pugh  permeable 


coating. 


ALSO  AVAILABLE: 

ISOCLOR  TABLETS 
AND  LIQUID. 


• Relief  usually  starts  in  minutes  — to  open  nasal  passages,  stop 
running  nose  and  eyes,  sneezing,  wheezing,  itching  and  post-nasal  drip 

• Relief  usually  lasts  up  to  12  hours  with  a single  oral  dose 

• Gives  both  upper  respiratory  decongestion  and  bronchodilatation  to 
relieve  chest  discomfort 

• With  minimal  drowsiness,  CNS  or  pressor  stimulation 


BY  THE  NEW  TIMESULE  RELEASE  MECHANISM 


Release  with  the  Isoclor  Timesule  is  at  a 
relatively  even,  constant  rate,  independent 
of  gastrointestinal  motility,  pH,  or  enzymatic 
activity.  Each  Timesule  pellet  is  actually  a 
micro  dialysis  cell,  consisting  of  a drug  core 
with  coating  of  dialyzing  membrane  of  pre- 
cisely controlled  permeability.  Approximately 
20%  of  active  drugs  are  released  within  one 
hour  and  80%  in  8 hours.  Peaks  and  valleys 
of  over-release  and  under-release  are 
minimized  for  constant,  controlled  relief  with 


DOSE:  Adults:  One  Timesule  every  12 
hours,  or  as  directed. 

WARNING:  Use  with  caution  in  patients 
suffering  from  hypertension,  cardiac 
disease,  hyperthyroidism  or  diabetes. 
Patients  susceptible  to  the  soporific 
effect  of  chlorpheniramine  should  be 
warned  against  driving  or  operating 
machinery  should  drowsiness  occur. 


Send  jor  Samples 


minimum  side  effects. 


and  Literature 


CHARLES  C.  HASKELL  & COMPANY 

Richmond,  Virginia 


DIV.  ARNAR-STONE  LABORATORIES,  INC. 


ho  were  the 
intreatables”? 


rom  their  inception  with  cortisone,  to  the  present- 
ay  variants  of  the  steroid  molecule,  the  corticoster- 
ids  have  presented  a therapeutic  paradox.  The 
eneficial  action  against  infla,mmation  and  allergy  as 
ell  as  several  undesirable  metabolic  effects  are  all, 
pparently,  the  results  of  the  same  basic  physiologic 
ction.i 

ome  of  these  associated  metabolic  reactions  made  it 
isky  or  otherwise  undesirable  to  treat  with  steroids 
irge  numbers  of  patients  in  various  categories  who 
^ould  otherwise  have  benefited  from  such  manage- 
lent.  These  “untreatables”  were  overweight,  had 
ardiac  disease,  hypertension,  or  pulmonary  fibrosis 
ssociated  with  congestive  heart  failure.  Also  in 
his  category  were  those  patients  whose  emotional 
ymptoms  were  aggravated  by  earlier  steroids. 

But  the  advent  of  ARISTOCORT®  Triamcinolone  in 
.958  — the  result  of  biochemical  and  pharmacologic 
■esearch  which  successfully  stripped  away  many 
mportant  undesirable  hormonal  effects  from  the 
)rimary  anti-inflammatory  action  — dramatically 
;hanged  this  picture.  This  steroid  did  not  overstimu- 
ate  the  appetite,  or  cause  the  excessive  weight  gain 
nduced  by  other  steroids  it  proved  to  have  one  of 
the  best  records  of  any  steroid  for  not  causing  edema, 
)r  salt-and-water  retention  and  the  incidence 

of  undesirable  euphoria  with  this  agent  was  remark- 
ably low.2’  1^*  What  is  most  significant  is  that  these 
benefits  have  stood  the  test  of  more  than  5 years  of 
widespread  use.  And,  of  course,  the  avoidance  of 
these  distressing  hormonal  effects  benefited  all  pa- 
tients requiring  steroids,  not  just  those  in  the  special 
categories,  as  demonsti’ated  by  wide  clinical  use. 


Side  Effects.  Since  it  may,  under  some  circumstances, 
produce  any  of  the  unwanted  effects  common  to  all 
cortisone-like  drugs,  discrimination  should  always  be 
exercised  in  administering  ARISTOCORT®  Triam- 
cinolone. Any  of  the  Cushingoid  effects  are  possible, 
as  are  purpura,  G.I.  ulceration,  increased  intracranial 
pressure  and  subcapsular  cataract.  Corticosteroids 
generally  may  mask  outward  signs  of  bacterial  or 
viral  infections.  Catabolic  effects  to  watch  for  include 
muscle  weakness  and  osteoporosis.  Weight  loss  may 
occur  early  in  treatment  but  is  usually  self-limiting. 

Contraindications.  While  the  only  absolute  contra- 
indications are  tuberculosis  and  herpes  simplex,  there 
are  some  I'elative  contraindications  i peptic  ulcer, 
glomerulonephritis,  myasthenia  gravis,  osteoporosis, 
fresh  intestinal  anastomoses,  diverticulitis,  throm- 
bophlebitis, psychic  disturbance,  pregnancy,  infec- 
tion) to  weigh  against  expected  benefits. 

While  no  steroid  can  cure  a susceptible  disorder, 
many  patients  who  would  otherwise  be  confined  in  a 
state  of  invalidism  have,  on  ARISTOCORT®  Triam- 
cinolone, been  able  to  pursue  active,  useful  lives. 

licfcrences:  1.  Levine,  R.:  Rationale  for  the  Use  of  Adrenal  Steroids. 
Paper  presented  at  Annual  Convention.  Medical  Society  of  the  State 
of  New  York,  New  York,  May  13-17,  1963.  2.  Hollander,  J.  L.:  Clinical 
Use  of  Dexamethasone.  JAMA  172:306  (Jan.  23)  1960.  3.  Boland, 
E.  W.:  Chemically  Modified  Adrenocortical  Steroids.  JAMA  174:835 
(Oct.  15)  1960.  4.  McGavack,  T.  H.:  The  Newer  Synthetic  Adreno- 
cortical Steroids  in  Therapy.  Nebraska  Med.  J.  H:3'n  (Aug.)  1959.  5. 
Freyberg,  R.  H.:  Berntsen.  C.  A.,  Jr.,  and  Heilman,  L.:  Further  Ex- 
periences with  Al,  9 Alpha  Fluoro,  16  Alpha  Hydroxyhydrocortisone 
(Triamcinolone)  in  Treatment  of  Patients  with  Rheumatoid  Arthritis. 
Arthritis  Rheum.  1:215  (June)  1958.  6.  Cahn,  M.  M.  and  Levy,  E.  J.: 
Triamcinolone  in  the  Treatment  of  Dermatoses.  Amcr.  Practit.  10:993 
(June)  1959.  7.  AMA  Council  on  Drugs:  New  and  Nonofiicial  Drugs. 
JAMA  169:255  (Jan.  17)  1959.  8.  McGavack,  T.  H.;  Kao,  K.-Y.  T.; 
Leake,  D.  A.;  Bauer,  H.  G„  and  Berger.  H;  E. : Clinical  Experiences 
with  Triamcinolone  in  Elderly  Men.  Amer.  J.  Med.  Sci.  210:720  (Dec.) 
1958.  9.  Fernandez-Herlihy,  L.:  III.  Use  and  Abuse  of  Corticosteroid 
Therapy-The  Structure  and  Biologic  Activity  of  the  Corticosteroid 
Hormones  and  ACTH,  Med.  Clin.  N.  Amer.  44:509  (Mar.)  1960.  10. 
McGavack.  T.  H.:  Triamcinolone:  A Potent  Anti-inflammatory  Sodium 
Excreting  Adrenosteroid.  Clin.  Med.  0:997  (June)  1959. 


maximum  steroid  benefit-minimum  steroid  penalty 


Aristocort 

Triamcinolone 

1 mg.,  2 mg.  or  4 mg.  tablets 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

229  3 


TUCKER  HOSPITAL,  INC. 

212  West  Franklin  Street 
RiCHMONn.  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neurological 
patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic  disorders, 
mood  disturbances,  social  adjustment  problems,  involutional  reactions  and  selective 
psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  W.  Frederick  Young 


Proctologic  Aid 

PROCTO-REST  is  a simple  device  that 
provides  a full  measure  of  convenience  in 
sigmoidoscopy  procedures.  It  is  designed 
to  establish  and  maintain  correct  position- 
ing of  the  patient.  Its  sturdy  construction 
and  formed  padding  provide  comfort  and 
induce  relaxation. 

Takes  only  seconds  to  unfold.  Has  lock- 
ing bracket  for  complete  safety.  Can  be 
used  on  any  examining  table. 

Folds  compactly  for  storage.  Fits  into  the  base  of  the  e.xamining  table  or  a storage 
cupboard.  Supplied  in  gray,  white  or  brown  upholstery. 


SUPPLY  COMPAN’^ 

Telephone:  ELgin  S-8391 
1050  West  .Adams  Street 
Jacksonxille  3,  Florida 
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THE  FIRST 
OBJECTIVE 
IN  RELIEVING 
SINUS 
HEADACHE 
ISA 

PATIENT 


The  second,  of  course,  is  relieving  the  headache.  Head- 
ache gone,  sinus  clear.  The  patent  patient  may  not  know 
it,  but  his  sinus  headache  disappeared  because  in  addi- 
tion to  analgesia,  the  tablet  he  took  also  relieved 
congestion.  That’s  how  Ursinus  works. 

Each  lnlay-Tab®contains  the  completely  soluble  analgesic 
Calurin®  (brand  of  calcium  carbaspirin)  equivalent  to 
300  mg.  aspirin,  plus  the  time-tested  decongestant 
Triaminic®  50  mg.  (phenylpropanolamine  hydrochloride 
25  mg.,  pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.).  Use  with  caution  in  presence  of 
hypertension,  heart  disease,  diabetes,  or  thyrotoxicosis. 

If  drowsiness  occurs,  patient  should  not  engage  in  activ- 
ities requiring  maximum  alertness.  Usual  dose  is  one 

Inlay-Tabfourtimesaday.  headache  GONE,  SINUS  CLEAR. 

HAVE  YOU  TRIED 

URSINUSm, 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 


J.  Florida  M. A. /February,  1964 
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THE  DUVALL  HOME 
for  RETARDED  CHILDREN 

A home  offering  the  finest  custodial  care  with  a 
happy  home-like  environment.  We  specialize  in  the 
care  of  infants,  hed-ridden  children  and  Mongoloids. 

For  further  information  write  to 
MRS.  A.  H.  DUVALL  GLENWOOD,  FLORIDA 


Patronize  Your 

Independent  X-ray  Dealer 
He’ll  be  around  when  you  need  him 

BOB  WAGNER  X-RAY 

P.  O.  Box  8161 
Jax  11,  Florida 
RA  4-3434. 


P.  L DODGE  MEMORIAL  HOSPITAL 

formerly 

MIAMI  MEDICAL  CENTER 

M.  G.  Isaacson,  M.D. 

Medical  Director  and  President 

1861  N.W.  South  River  Drive 
Phone  379-1448 

A private  institution  for  the  treatment  of  ner- 
vous and  mental  disorders  and  the  problems  of 
drug  addiction  and  alcoholic  habituation.  Mod- 
ern diagnostic  and  treatment  procedures  includ- 
ing — Psychotherapy.  Insulin,  & Electroshock, 
when  indicated.  Adequate  facilities  for  recrea- 
tion and  out-door  activities. 

Information  on  request 

Member  NAPPH  and  American  Psychiatric  Assn. 


Out-Patient  Clinic  and  Offices 


HILL  CREST  SANITARIUM 

Established  in  1925 

FOR  NERVOUS  AND  MENTAL  DISEASES 
AND  ADDICTION  PROBLEMS 


James  A.  Becton,  M.D.  James  Keen  Ward,  M.D. 

P.  O.  Box  2896,  Woodlawn  Station,  Birmingham  6,  Ala.  Phone  WO  1-1151  and  WO  1-1152 
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When  you  put  patients  on  “special”  fat  diets. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey'vetriedit.they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert’s  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Of  thetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc,,  Baltimore  29,  Maryland. 


* AMA  Couacil  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:41  M23  (Aug* 
ust  4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo* 
sitioQ  of  Certain  Margarines,  JAMA  179:719 
(March  3.  1962). 


J.  Florida  M. A. /February,  1964 
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too,  is 
compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  a bit  of  quick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 


The  distinctive  PREMIERE  suite 

By  -Hxunl£±xrtu 

Smartly  styled  and  finished  entirely  in  lifetime  ma- 
terials. Wood-grained  Formica  in  gray  or  cream, 
satin-finish  stainless  steel  and  bright  chrome  create 
a contemporary,  fully  Professional  atmosphere  — and 
the  Premiere  will  keep  its  dignified  look  for  a lifetime. 
Five  essential  pieces  in  the  suite;  table,  instrument 
cabinet,  treatment  cabinet,  waste  receptacle  and  stool. 
The  table  is  extra  large  and  has  a new  contour 
upholstered  top  to  give  patients  more  comfort  and 
security.  Other  innovations  on  the  table  include  ad- 
justable chrome  legs  for  leveling  or  raising  the  table. 
The  usual  features  of  Hide-A-Roll,  treatment  basin 
and  pull-out  step  are  included. 

Versatility  is  the  keynote  of  the  Premiere  suite.  The  upper  section  of  the  instrument  cabinet  can  be 
used  separately  as  a wall  cabinet  and  the  lower  section  as  a treatment  stand.  This  option  allows  a greater 
variety  of  room  arrangement  according  to  personal  preference  and  requirements. 

See  the  new  Premiere  and  other  Hamilton  suites  in  wood  and  steel  now, 

Qnclerson  Surgical  Supply  Co. 

EST.ABLISHED  1916 

Orlando  Phone  896-3107  Phone  229-8504  Phone  376-8253 

Phone  CHen-y  1-9589  556  9th  St.  S.  Morgan  at  Platt  729  S.W.  4th  Ave. 

1616  N Orange  Ave.  St.  Petersburg  Tampa  Gainesville 
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A CORNERSTONE  OF 
CARDIAC 


The  Dictionary  defines  a cornerstone  as  something  of 
fundamental  importance,  just  as  Pil.  Digitalis,  (Davies,  Rose) 
and  Tablets  Quinidine  Sulfate  Natural  (Davies,  Rose)  are  of 
fundamental  importance  in  treating  your  cardiac  patients.  These 
preparations  represent  60  years  of  experience  and  dependability 
in  the  manufacture  of  pharmaceuticals. 

Pil.  Digitalis  (Davies,  Rose),  0.1  Gram  (approx.  Ij/^  grains) 
which  comprise  the  entire  properties  of  the  leaf,  provide  a 
dependable  and  effective  means  of  digitalizing  the  cardiac 
patient,  and  of  maintaining  the  necessary  saturation. 

Tablets  Quinidine  Sulfate  Natural,  0.2  Gram  (approx.  3 grains) 
are  alkaloidally  assayed  and  standardized,  insuring  uniformity 
and  therapeutic  dependability.  Each  tablet  is  scored  for  the 
convenient  administration  of  half  dosages. 


Davies,  Rose  & Company,  Limited  - Boston  18,  Mass. 


DO -2 
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ADVANTAGES  - 

Chelated  Iron  PLUS  4 Chelated  Minerals 
• High  Therapeutic  Effectiveness  • Less 
Irritation  — even  on  empty  stomach  • 
No  Tooth  Stain  • Less  Toxic  • B-Vitamins 
for  Added  Hemopoietic  Activity  • Pleas- 
ant Flavor  • Economical 


FORMULA  - 

Each  5 cc.  (one  teaspoonful)  contains: 

Iron  (os  Ferrous  Betaine  Citrate) 30  mg. 

Cobalt  (as  Cobaltous  Betaine  Citrate)  . 0.1  mg. 

Manganese  (as  Manganese  Betaine  Citrate)  . . 1.0  mg. 

Zinc  (as  Zinc  Betaine  Citrate) 1.25  mg. 

Magnesium  (as  Magnesium  Betaine  Citrate)  6.0  mg. 

Vitamin  B-1 1.5  mg. 

Vitamin  B*2 1.2  mg. 

Vitamin  B-12 6.0  meg. 

Niacinamide  10  mg. 

Panthenol  10  mg. 


In  an  exceptionally  pleasant  tasting  base. 


The  FIRST  Hematinic  to  Contain 
BOTH  CHELATED  IRON  and  CHE- 
LATED MINERALS  Assuring  a 
Truly  Flavorful,  Better  Tolerated 
Iron  Therapy. 


KELATRATE 

LIQUID  HEMATINIC 

CHELATED  IRON-MINERALS 
and  VITAMINS 


Comprehensive  literature  and 
samples  on  request. 


. J. 


T 


U T A G & CO 

DETROIT  34, 
MICHIGAN 


APPALACHIAN  HALL 


ASHEVILLE 


EstabUshed  1916 


NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convales- 
cence, drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en 
suite. 

Wm.  Ray  Griffin  Jr.,  M.D.  Mark  A.  Griffin  Sr.,  M.D. 

Robert  A.  Griffin,  M.D.  Mark  A.  Griffin  Jr.,  M.D. 

For  rates  and  further  information  write  Appalachian  Hall,  Asheville,  N.  C. 
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some  may 
need  the 
combined 
formula 


OK^s;r  1 

ACHROCIDIN 

TETRACYCLINE  HCI-ANTIHISTAMINE-ANALGESIC  COMPOUND 


Each  Tablet  contains:  Caffeine 30  mg. 

ACHROMYCIN®  Tetracycline  HCI  ..  125  mg.  Salicylamide  150  mg. 

Acetophenetidin  (Phenacetin)  ....  120  mg.  Chlorothen  Citrate 25  mg. 


Effective  in  controllingtetracycline-sensitive  bacterial  infection  and  providing  symptomatic  relief  in 
allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  are  drowsiness,  slight  gastric 
distress,  overgrowth  of  nonsusceptible  organisms,  tooth  discoloration.  The  last  named  may  occur 
only  if  the  drug  is  given  during  tooth  formation  (late  pregnancy,  the  neonatal  period,  early  child- 
hood). Average  Adult  Dosage:  2 Tablets  four  times  daily. 


LEDERLE  LABORATORIES.  A Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River,  New  York 


A COMPLETE  BUSINESS  SERVICE 


lie’ll  like  the  way 
it  tastes 


3y  liquefying  secretions  in  the 
espiratory  tree,  Cheracol  makes  it  easier 
or  the  patient  to  cough  — in  accord 
vith  the  physiologic  defense  mechanism. 


Upjohn 
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FOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 


PM  FLORIDA' 


233  Fourth  Avenue,  N.  E. 
St.  Petersburg,  Florida 
Phone  862-6903 


314B  John  Ringling  Blvd 

Sarasota,  Florida 
Phone  388-1604 


Box  514 

Miami  62,  Florida 
Phone  945-4055 


Arfiliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 


HCY  CREME 


3%  lodochlorhydroxyquin 
1 % Hydrocortisone 

Provides  ANTIFUNGAL,  ANTIBACTE- 
RIAL, ANTI-INFLAMMATORY  AND  AN- 
TIPRURITIC action  in  dermatitis. 


GEVIZOL 


Each  5 cc.  tspfl  or  tablet  provides  100 
mg.  Pentylenetetrazol,  50  mg.  Nicotinic  acid. 
GEVIZOL  is  indicated  in  the  treatment  of  the 
mentally  confused,  emotionally  unstable, 
apathetic  aged  and  aging  patient.  For  the 
patient  complaining  of  dizziness  or  fog- 
giness. Reactivates  the  inactivated. 


/ 


QUALITY  SARON  ECONOMY 

PHARMACAL 

CORPORATION 


P St.  Petersburg 


Florida 


© 1964,  THE  UPJOHN  COMPANY 
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FLORIDA  MEDICAL  ASSOCIATION 

735  Riverside  Ave.,  P.  0.  Box  2411 
Jacksonville  3,  Florida 


Officers 


WARREN  W.  QUILLIAN,  M.D.,  President  

SAMUEL  M.  DAY,  M.D.,  President-Elect  

H.  PHILLIP  HAMPTON,  M.D.,  Vice  President  

EUGENE  G.  PEEK  JR.,  M.D.,  Speaker  of  the  House  

FRANKLIN  J.  EVANS,  M.D.,  Vice  Speaker 

FLOYD  K.  HURT,  M.D.,  Secretary-Treasurer  

ROBERT  E.  ZELLNER,  M.D.,  Immediate  Past  President. 
VV.  H.^ROLD  PARH.AM,  Executive  Director 


.....Coral  Gabli 

Jacksonville 

Tampa 

- Ocala 

Coral  Gables 

Jacksonville 

Orlando 

Jacksonville 


Councils 

THOMAS  C.  KENASTON  SR.,  M.D.,  Chairman,  Council  on  Allied  Professions  and  Vocations - Cocoa 

JERE  W.  .ANNIS,  M.D.,  Chairman,  Judicial  Council  — - - Lakeland 

H.  PHILLIP  HAMPTON,  M.D.,  Chairman,  Council  on  Legislation  and  Public  Agencies  Tampa 

BURNS  A.  DOBBINS  JR.,  M.D.,  Chairman,  Council  on  Medical  Economics  ..  Fort  Lauderdale 

HUGH  A.  C.^RITHERS  JR.,  M.D.,  Chairman,  Council  on  Medical  Education  and  Hospitals Jacksonville 

CHARLES  R.  SLA.S,  M.D.,  Chairman,  Council  on  Medical  Services  ..  Orlando 

TH.-\D  MOSELEY,  M.D.,  Chairman,  Scientific  Council.— — Jacksonville 

WALTER  C.  P.^YNE  SR.,  M.D.,  Chairman,  Council  on  Special  .Activities - Pensacola 

EMMET  F.  FERGUSON  JR.,  M.D.,  Chairman,  Council  on  Specialty  Medicine— — Jacksonville 

MASON  ROM.AINE  HI,  M.D.,  Chairman,  Council  on  Voluntary  Health  Agencies - ...Jacksonville 


BALLAST  POINT  MANOR 

SANITARIUM 

Care  of  Mild  Mental  Cases,  Senile  Disorders 
and  Invalids 
Alcoholics  Treated 

Aged  adjudged  cases 
will  be  accepted  on 
either  permanent  or 
temporary  basis. 

Safety  against  fire  — by 
Automatic  Fire  Sprinkling 
System. 

Cyclone  fence  enclosure  for 
recreation  facilities,  seven- 
ty-five by  eighty-five  feet. 

Member  of 

American  Medical  Assn. 
American  Hospital  Assn. 
Florida  Hospital  Assn. 


522G  Nichols  St.  DON  SAVAGE  P.  O.  Box  13467 

Telephone  831-4191  Owner  and  Manager  Tampa  11,  Florida 
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Don't  feel  sorry  for  ACETEST®  Reagent  Tablet  — It  still  does  a good  job.  But 
new,  improved  KETOSTIX®  “dip-and-read”  test  for  ketone  bodies  in  urine, 
serum,  or  plasma,  is  more  convenient.  It’s  faster  (only  15  seconds)  and  more 
sensitive.  When  you  use  KETOSTIX  Reagent  Strips  you  don’t  even  need  a med- 
icine dropper.  Simply  dip  and  read  KETOSTIX  and  get  a more  defini- 
tive detection  of  ketone  bodies.  Still  like  ACETEST  Reagent  Tablets? 

That’s  okay,  but  remember,  we  said, “KETOSTIX  Reagent  Strips  are 
more  modern.’’  □ Ames  Company,  Inc.,  Elkhart,  Indiana. 


AIVIES 


Library 

'Kev/  Yoric  Acaiomy  of  Medicine 
1 2 East  103rd  St 
[Uev  York  29  N Y J 12-64 


MCIY 

Jety 


ai  lA 

anxiety 

anxiety 

anxiety 


anxiety 

anxiety 

anxiety 

anxiety 


anxiety 

anxiety 

anxiety  reduced  to  its  proper  perspective 

(chlordiazepoxide  HCI 


ROCHE 


the  successor 
to  the  tranquilizers 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatr 
patients:  5 mg  b.i.d.  to  q.i.d.  Cautions  — Occasional  side  effects,  often  dose-related,  are  drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregularitie 
nausea  and  constipation.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual  maintenance  dosages  should  be  determine 
Advise  patients  against  possibly  hazardous  procedures  until  maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  cor 
bining  with  other  psychotropics,  particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usu 
precautions  in  impaired  renal  or  hepatic  function,  and  in  long-term  treatment.  Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  fi 
pregnant  patients.  Supplied  — Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50  and  500. 


oj  the  Tlorih  Meiical  Association 


epilepsy  may  limit 
opportunity... 


Dilantin 

(diphenylhydantoin) 


PARKE-DAVIS 


extends  horizons 


This  agent  "...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients— With  judicious  use,  it  may  be 
said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent; 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®'containing0.1  Gm.and0.03  Gm. 

♦Roseman,  E.:  Neurology  11:9  1 2,  1961.  33664 


PARKE-DAVIS 


PA/tf<£.  CAVIS  A COMPAMf.  Otfmt.  *t73i 


Help  protect  the  kidneys  and  other  threatened  organs 


When  treatment  of  hypertension  is  effective  the  danger 
of  damage  to  the  renal  system  is  reduced.’’^  “Hyperten- 
sive patients  suffer  from  vascular  deterioration  roughly 
proportional  to  the  severity  of  the  hypertension . . . Reduc- 
tion of  blood  pressure  to  normotensive  levels  reduces 
or  arrests  the  progress  of  vascular  damage  with  a re- 
sultant decrease  in  morbidity  and  mortality.”*  Because 
Rautrax-N  lowers  blood  pressure  so  effectively,  it  will 
help  provide  this  important  protection  not  only  for  the 
kidneys  but  also  for  the  heart  and  brain  of  your  hyper- 
tensive patients.  Rautrax-N  is  effective  in  mild,^  moder- 
ate,or  severe  hypertension."  ® 

Dosage:  Initially,  1 to  4 tablets  daily  preferably  at 
mealtime.  For  maintenance,  1 or  2 tablets  daily. 

Side  effects  and  precautions:  Rauwolfia  preparations 
may  cause  reversible  extrapyramidal  symptoms  and 
emotional  depression.  Caution  indicated  in  use  with 
depression,  suicidal  tendencies,  peptic  ulcer.  Minor  side 
effects:  diarrhea,  weight  gain,  nausea,  drowsiness.  Ben- 
droflumethiazide  may  cause  reversible  hyperuricemia 
and/or  gout,  unmask  latent  diabetes,  increase  glycos- 


uria in  diabetics.  Caution  indicated  in  use  for  patients 
on  digitalis,  with  severely  damaged  kidneys,  renal  in- 
sufficiency, increasing  azotemia,  cirrhosis.  Contraindi- 
cated in  complete  renal  shutdown.  Minor  side  effects: 
leg  or  abdominal  cramps,  pniritis,  paresthesias,  mild 
rashes. 


Supply:  RuM/rax-N— capsule-shaped  tablets  providing 
50  mg.  Raudixin®  [Rauwolfia  serpentina  whole  root],  4 
mg.  Naturetin®  [bendroflumethiazide],  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified— 50  mg.  Rau- 
dixiu  [Rauwolfia  serpentina  whole  root],  2 mg.  Nature- 
tin  [bendroflumethiazide],  and  400  mg.  potassium 
chloride,  in  capsule-shaped  tablets.  For  full  information, 
see  your  Squibb  Product  Reference  or  Product  Brief. 


References:  (1)  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol. 
9:920  (June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.:  Penn- 
sylvania M.  J.  6J:545  (Apr.)  1960.  (3)  Berry,  R.  L.,  and  Bray, 
H.  P.:  J.  Am.  Geriatrics  Soc.  70:516  (June)  1962.  (4)  Hutchison, 
J.  C. : Current  Therap.  „ 

Res.  4:610  (Dec.)  1962.  oQUIBB  S 

(5)  Feldman,  L.  H.:  North  Squibb  Quality  (ffiljiHrR 

Carolina  M.  J.:  23:248  —the  Priceless  Ingredient 


(June)  1962. 


SQUIBB  DIVISION 


Olin 


RAUTRAX-N  RAUWOLFIA  SERPENTINA  WHOLE  ROOT  (50  MG.). 
BENDROFLUMETHIAZIDE  (4  MG.)  WITH  POTASSIUM  CHLORIDE  (400  MG.),  SQUIBB 
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Special  cough  formula  for  children 

Pediacof 


Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 

Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
Va  teaspoon;  from  1 to  3 years,  V2  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 


Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 


Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 


Winthrop  Laboratories 
New  York,  N.Y. 


How  supplied:  Bottles  of  16  fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


W/nfhrop 
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The  one  tranquilizer  that 

BELONGS 
IN  EVERY 
PRACTICE 


it’s  versatile:  The  years  have  proved  that  ‘Miltown’  (meprobamate]  is  the  one  tran- 
quilizer that  is  helpful  in  almost  every  aspect  of  daily  practice.  Virtually 
any  of  your  patients,  regardless  of  age,  can  be  given  the  drug  with 
confidence,  either  as  a primary  treatment  or  as  an  adjunct  to  other  therapy. 
Outstanding  record  of  safety:  Over  eight  years  of  clinical  use  among  millions 
of  patients  throughout  the  world  — plus  more  than  1500  published  reports 
covering  the  use  of  the  drug  in  almost  every  field  of  medicine  — support 
your  prescriptions  for  ‘Miltown’  (meprobamate].  This  is  why  it  “belongs 
in  every  practice.” 


dependable:  ‘Miltown’  (meprobamate]  is  an  established  drug.  There  are  no  surprises 
in  store  for  you  or  your  patient.  You  can  depend  on  it  to  help  your 
patients  through  periods  of  emotional  distress  — and  to  help  maintain 
their  emotional  stability. 


easy  to  use:  Because  ‘Miltown’  (meprobamate]  is  compatible  with  almost  any  other 
kind  of  drug  therapy,  you’ll  find  it  fits  in  easily  with  any  program  of  treat- 
ment you  are  now  using.  It  will  not,  therefore,  complicate  treatment  of 
patients  seen  in  clinical  practice. 


BRIEF  SUMMARY:  Indications : Anxiety  and  tension  states,  and  all  conditions  in  which 
anxiety  and  tension  are  symptoms.  Side  Effects:  Slight  drowsiness  may  occur  and,  rarely, 
allergic  or  idiosyncratic  reactions,  generally  developing  after  1-4  doses  of  the  drug.  Contra- 
indications: Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subse- 
quent use.  Precautions : Should  administration  of  meprobamate  cause  drowsiness  or  visual 
disturbances,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in 
small  quantities,  to  patients  with  suicidal  tendencies.  Massive  overdosage  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction:  withdraw 
gradually  after  prolonged  use  at  high  dosage.  Complete  product  information  available  to 
physicians  on  request. 

USUAL  ADULT  DOSAGE:  1 or  2 400  mg.  tablets  t.i.d. 

SUPPLIED;  400  mg.  scored  tablets,  200  mg.  coated  tablets. 


CH.969< 


rhe  insomniac  The  tense,  nervous  patient  The  heart-disease  patient  The  surgical  patient 


|irl  with  dermatosis  Tension  headache  The  woman  in  menopause  Anxious  depression 


nenstrual  tension  The  agitated  senile  patient  The  alcoholic  The  problem  child 


the  original  brand  of 
meprobamate 


The  G.I.  patient 


WALLACE  LABORATORIES 
Cranbury,  N.J. 


After  Surgery:  B and  C vitamins  are  therapy 


Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
of  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
surgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B|  (ThiamineMononitrate)  10  mg. 

Vitamin  62  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule 

daily,  for  the  treatment  of 

vitamin  de- 

ficiencies.  Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y, 

72a2'4| 


or  longer  with  just  I tablet, 
rarely  causes  constipation. 


Each  scored  yellow  Percodan* 
Tablet  contains  4.50  mg. 
oxycodone  HCI  (Warning: 

May  be  habit-forming), 

0.38  oxycodone  terephthalate 
(Warning:  May  be  habit-forming), 
0.38  mg.  homatropine  terephthalate, 
224  mg.  as'pirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

In  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderately  severe  pain, 

Percodan  assures  speed,  duration, 
and  depth  of  anaigesia  by  the 
oral  route . . . acts  within  5 to  15 

minutes usually  provides 

uninterrupted  relief  for  6 hours 


PERCODAN 

® 


throughout  the  wide 
middle  range  of  pain— 
control  with  one 
analgesic  formula 


Average  Adult  Dose-1  tablet  every  6 hours.  Precautions,  Side  Effects  and  Contraindications-The  habit-forming  potentialities  of 
Percodan  are  somewhat  less  than  those  of  morphine  and  somewhat  greater  than  those  of  codeine.  The  usual  precautions  should  be 
observed  as  with  other  opiate  analgesics.  Although  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  Percodan  should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan  formula  but  with  only  half  ' 
the  amount  of  salts  of  oxycodone  and  homatropine.  Both  products  are  on  oral  Rx  in  all  states  where  laws  permit. 

Narcotic  order  required.  Literature  on  request,  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 

*U.  S.  Pat«.  2,628,185  and  2,907,788 


Butazolidin® 

brand  of  phenylbutazone 

Tablets  of  100  mg. 

Proved  by  over  a decade 
of  clinical  experience. 

Geigy  Pharmaceuticals 
Division  of  Geigy 
Chemical  Corporation 
Ardsley,  New  York 


Butazolidin® 

alka 

Each  capsule  contains: 
phenylbutazone,  100  mg. 
dried  aluminum 
hydroxide  gel,  100  mg. 
magnesium 

trisilicate,  150  mg. 

homatropine 
methylbromide,  1.25  mg. 


& It  works! 


an  easier  way? 


'methedrine: 

METHAMPHETAMINE  HYDROCHLORIDE 

is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 


With  “hunger  pains”  abolished,  the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  with  the  prescribed  diet. 

In  obesity,  “...our  drug  of  choice  has  been 
methedrine  (methamphetamine  hydrochlo- 
ride)... because  it  produces  the  same  central 
effect  with  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent.”  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Description:  Each  scored  tablet  contains  5 mg. 
‘Methedrine’  brand  Methamphetamine  Hydrochloride. 

Dosage:  2.5  mg.  (1/2  tablet)  3 times  daily.  May  be  in- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  last  dose  of  the  day 
should  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  Insomnia  may  occur  if  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  and  accel- 
eration of  the  heart)  are  minimal  and  little  noticed  on 
low  or  moderate  dosage. 

Contraindications  and  precautions:  Should  not  be  used 
in  patients  with  myocardial  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  in  bottles  of  100  and 

1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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'SoiMit  ami  ^(lynpllu 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 

Medical  Products  Division 

LOMA  LINDA  FOODS 


Fibre-free 

HYPOALLERGENIC 

formula 

Provides  balanced  nutritional  values. 

(^An  excellent  formula  for  regular 
infant  feeding. 

^An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 
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release 

for 

hostility? 

Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a re- 
sult they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both  con- 
trol appetite  and  relieve  the  emo- 
tional stress  that  causes  overeating. 
That’s  why  so  many  patients  are 
losing  more  pounds  with  ‘Eskatrol’. 

ESK  AT  Jt^MJ^Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and  Com- 
pazine® (brand  of  prochlorperazine),  7.5  mg., 
as  the  maleate. 

SPANSULE^ 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 

Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are 
infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be 
used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or 
extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or 
neuromuscular  reactions  (extrapyramidal  symp- 
toms) from  the  phenothiazine  component  in 
‘Eskatrol’  Spansule  capsules. 

For  complete  prescribing  information,  please  see 
PDR  or  available  literature. 

Supplied;  Bottles  of  50  capsules. 

Smith  Kline  & French  Laboratories 


J.  Florida  M. A. /March,  1964 
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When  you  put  patients  on  “special”  fat  diets. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey'vetried  it, they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


^ AMA  Council  on  Foods  and  Nutrition:  The  Reg< 
ulation  of  Dietary  Fat,  JAMA  181:411-423  (Aug- 
ust 4.  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 
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EMOTIONAL 

RELIEF 


PHYSICALLY 


AH  day  long 

. . , keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAN-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE] 


Simplified,  convenient  dosage  for  emotional  relief. 


ide  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 

> remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
as  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
lay  occur,  generally  developing  after  1-4  doses  of  the  drug. 

'onfraindications:  Previous  allergic  or  idiosyncratic  reactions 
3 meprobamate  contraindicate  subsequent  use. 

'recautions;  Should  administration  of  meprobamate  cause 
rowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Iperation  of  motor  vehicles  or  machinery  or  other  activity 
equiring  alertness  should  be  avoided  if  these  symptoms  are 
resent.  Effects  of  excessive  alcohol  may  possibly  be  increased 
y meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


M6‘7«0 


WALLACE  LABORATORIES  Cranbury,  N.  J. 


When  your  patient  says: 


N*  I I pastilles 

ikoban 


BRAND  OF  LOBELINE  SULFATE,  MRT 


help  curb  the  smoking  habit 


■ Help  induce  a feeling  of  satiety  similar  to  ■ 
that  of  tobacco  because  of  lobeline’s  phar- 
macological relationship  to  nicotine. 

■ Permit  the  patient  to  indulge  his  oral  fixa- 
tion by  substituting  the  Nikoban  Pastille  ■ 
for  tobacco. 


Utilize  the  anorexic  effect  of  lobeline  to  help 
the  patient  who  is  driven  to  compulsive  eat- 
ing when  he  discontinues  smoking. 

Encourage  patient  cooperation  through 
pleasant  taste. 


Dosage  and  Administration:  In  order  to  obtain  the  maximum  benefit,  a Nikoban  Pastille  should  be  sucked  slowly  and 
taken  according  to  the  schedule  below.  Whenever  possible  a pastille  should  be  taken  after  meals. 

1st  week:  I pastille  every  1 to  2 hours  for  a maximum  of  12  pastilles  daily.  2nd  week:  1 pastille  every  3 hours.  3rd  week:  1 
pastille  every  4 hours.  -Ith  week:  1 pastille  ever)'  4 to  6 hours.  Thereafter  1 pastille  may  be  taken  at  infrequent  intervals 
whenever  necessary.  In  some  instances  there  may  at  first  be  a slight  astringent  burr  of  the  tongue  and  throat.  This  will 
usually  disappear  as  treatment  with  Nikoban  Pastilles  progresses  and  is  no  cause  for  concern. 

Caution:  It  is  advisable  neither  to  smoke  nor  to  use  a smoking  deterrent  during  pregnancy. 

Formulation:  Each  Nikoban  Pastille  contains  0.5  mg.  lobeline  sulfate  in  a pleasant  usting  spiced-cherry  base. 

Availability:  In  packages  of  50  pastilles. 


References:  1.  Goodman.  L.  S.  and  Gilman.  A.:  The 
Pharmacological  Basis  of  Therapeutics.  New  York, 

Macmillan.  1960.  Ed.  2.  pp.  620-622;  2.  Edmunds. 

C.  W.:  J.  Pharmacol,  and  Exper.  Therap..  1:27,  1909; 

3.  Hazard,  R.  and  Savini.  E.  Gand..  92:471.  1963. 

4.  Dorsey,  J.  L.:  Ann.  Int.  Med.,  10:628,  1936;  5.  Ras- 
mussen, K.  B.:  Ugeskr.laeger.  118:222.  1956:  6.  Ejrup. 

B.:  Sven.  lak.  Tid.,  53:2634,  1956;  7.  Jochum.  K.  and 
Jost.  F.:  Munch,  med.  Wchnschr.,  103:618.  1961;  8. 

Jost.  F.  and  Jochum.  K.:  Med.  Klin..  54:1049,  1959; 

9.  Smoking  and  Health,  Summary  and  Report  of  the 
Royal  College  of  Physicians  of  London  on  Smoking. 

New  York.  Pitman,  1962. 

M.  R.  THOMPSON,  INC.  • NEW  YORK,  NEW  YORK  10022 


M.  R.  THOMPSON,  Inc.,  Medical  Department-  B 
711  Fifth  .4venue,  New  York.  New  York  10022 

Gentlemen: 

Please  send  me  a trial  supply  of  NIKOBAN  Pastilles. 

NAME M.D. 

ADDRESS 

CITY ZONE STATE 

TYPE  OF  PRACTICE 
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OR  YOUR 
LDERLY 
RTHRITIC 
ATIENTS.. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance . . . and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  para-aminoben- 
zoate  0.3  Gm.,  ascorbic  acid  50.0  mg.  . 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


A.  H.  ROBINS  CO..  INC.,  RICHMOND  20,  VIRGINIA 


THESE  STAINLESS-STEEL  PINS  TAKE  ON  THE  APPEARANCE  OF  TINY  FLAMING  CANDLES  BECAUSE  OF  THEIR  HIGH  POLL 


This  pin  is  0.00032  of  an  inch  larger  than  perfect. 

As  a result,  it  is  rejected.  ■ Stainless-steel  pins 
like  this  are  used  to  mold  Lilly  capsules.  From 
each  tray  of  three  hundred  new  pins,  fifty  are 
selected  at  random.  The  diameter,  length,  taper, 
contour,  and  finish  are  carefully  measured.  If  the 
sensitive  electronic  measuring  devices  show  an 
imperfection  beyond  the  hairsplitting  limits,  the 

Eli  Lilly  and  Company 


entire  tray  of  three  hundred  is  rejected.  ■ Lilly 
quality  control  draws  the  line  at  ±0.0003  of  an 
inch  for  some  dimensions  and  ± 0.0005  of  an  inch 
for  others.  A split  hair  can  mean  the  difference 
between  perfection  and  rejection  . . . another 
of  the  many  important  controls  that  add  im- 
measurably to  the  quality  of  the  finished  product. 
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Considerable  interest  in  renal  artery  stenosis 
as  a cause  of  diastolic  hypertension  has  developed 
in  recent  years.  This  has  been  generated  by  re- 
ports of  substantial  numbers  of  patients  in  whom 
the  hypertension  has  been  relieved  by  renal  artery 
reconstruction  and  nephrectomy.  This  paper  will 
report  six  patients  with  renal  artery  stenosis 
and  hypertension  and  will  outline  the  radiological 
contributions  to  establishing  the  diagnosis  of  renal 
artery  disease. 

Narrowing  of  a main  or  segmental  renal  artery 
from  any  cause  is  thought  to  lower  the  pulse 
pressure  and/or  blood  flow  to  the  distal  kidney. 
In  some  manner,  this  initiates  events  leading  to 
the  production  of  the  pressor  substance,  angio- 
tensin. Angiotensin  may  also  interact  with  the 
adrenal  cortex,  resulting  in  excessive  secretion  of 
aldosterone. 1 Renal  artery  reconstruction  is  aimed 
at  restoring  sufficient  renal  blood  flow  to  stop  the 
events  leading  to  angiotensin  formation  and  to 
save  kidney  function. 

Clinical  Findings 

The  main  etiological  groupings  of  renal  artery 
disease  are  atherosclerosis  and  fibromuscular  dys- 
plasia. Aneurysms  of  the  renal  artery  and  coarcta- 
tion are  occasionally  encountered.  Stenosis  has 
been  found  in  all  age  groups.  Fibromuscular 
dysplasia  is  most  common  in  young  adults,  espe- 
cially women.  Some  authors  have  suggested  that 
renal  arteriography  be  performed  on  all  patients 
in  whom  hypertension  develops  below  30  years  of 
age  or  over  50  years  of  age,  even  if  the  diagnostic 
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tests  which  usually  precede  renal  arteriography 
give  negative  results. 

The  hypertension  of  renal  artery  stenosis  is 
usually  severe  and  unrelenting.  Mild  or  fluctuat- 
ing pressure  levels,  however,  do  not  exclude  the 
disease.  While  failure  to  respond  adequately  to 
antihypertensive  medication  is  common  in  this 
entity,  responsiveness  also  has  been  reported. ^ 
Negroes  are  infrequently  afflicted  with  this  dis- 
ease. A bruit  may  be  heard  over  the  upper  part 
of  the  abdomen.  A lack  of  a familial  history  of 
hypertension  is  typical.  The  onset  of  hyperten- 
sion may  be  sudden  and  accompanied  by  pain 
in  the  flank.  The  hypertension  may  be  of  long 
or  short  duration.  A sudden  acceleration  of  the 
severity  of  hypertension  may  indicate  the  pres- 
ence of  renal  artery  stenosis.  The  appearance  of 
azotemia  in  the  course  of  chronic  renal  disease 
and  hypertension  may  signify  the  engraftment  of 
renal  artery  stenosis  upon  the  already  compro- 
mised kidney.  Morris  and  his  associates^  reported 
a fascinating  group  of  12  such  patients  with  good 
results  in  11  patients  following  surgery. 

Diagnostic  Procedures 

The  first  problem  in  the  diagnostic  work-up 
is  the  selection  of  appropriate  patients  for  renal 
arteriography.  The  second  problem  is  selection  of 
patients  for  surgery  from  amongst  those  with 
demonstrated  renal  artery  stenosis. 

Some  authors  have  thought  that  their  ap- 
proaches really  solve  both  problems  simultane- 
ously. Without  delving  into  the  merits  or  disad- 
vantage of  these  systems,  some  of  the  techniques 
will  be  mentioned  and  the  procedures  that  we 
employ  will  be  discussed. 
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We  have  performed  radiorenograms  and  the 
place  of  this  procedure  is  yet  to  be  determined 
in  our  investigations.  In  case  2 in  our  series,  the 
left  radiorenogram  tracing  was  within  normal 
limits,  but  obvious  artery  stenosis  was  present. 
None  of  the  six  patients  comprising  the  series  had 
split-function  tests.  The  Howard  test  and  modifi- 
cations of  this  test  have  their  advocates. The 
difficulties  of  these  tests  lie  in  the  need  for  bi- 
lateral ureteral  catheterization  and  the  confusing 
results  found  in  the  presence  of  bilateral  renal 
artery  disease. 

The  intravenous  pyelogram  and  a modification 
of  the  standard  x-ray  procedures  are  the  mainstays 
of  our  radiographic  diagnostic  work-up.  All  six 
patients  had  abnormal  urographic  findings.  Brief- 
ly, the  major  abnormal  urographic  findings  are: 
(1)  Different  renal  sizes  with  1.0  cm.  difference 
in  greatest  length  of  the  two  kidneys  as  a useful 
minimum  difference.  (2)  Nonvisualization  of  part 
or  all  of  an  unobstructed  renal  collecting  system. 
(3) Delayed  appearance  of  the  contrast  material. 
Early  films  should  be  obtained  since  the  delay 
may  be  only  transient.  (4)  Increased  density 
may  be  present  on  the  abnormal  side  throughout 
or  late  in  the  study.  (5)  The  abnormal  side  may 
show  only  a spider-like  collecting  system  repre- 
senting a “low  flow”  pattern  of  urinary  output. 
(6)  Notching  of  the  upper  ureter  from  collateral 
circulation  is  occasionally  seen. 

Recently,  we  have  modified  the  pyelographic 
study  along  lines  described  by  Amplatz.^  The 
dehydrated  patient  is  given  30  cc.  of  50  per  cent 
Hypaque  intravenously  and  films  of  the  kidneys 
are  obtained  at  varying  intervals  from  30  seconds 
to  10  minutes.  These  allow  evaluation  for  any  of 
the  findings  described  in  the  preceding  paragraph. 
At  10  minutes,  a rapid  intravenous  infusion  of 
1,000  cc.  of  5 per  cent  glucose  in  water  is  started 
containing  50  cc.  of  25  per  cent  mannitol.  In- 
terval radiographs  are  taken  to  observe  the  fad- 
ing of  the  contrast  material  now  under  hydrated 
and  diuretic  conditions.  An  ischemic  kidney  will 
retain  the  Hypaque  longer  than  the  normal  kid- 
ney and  a differential  “washout”  will  be  seen.  We 
have  also  used  urea  as  the  diuretic  as  suggested 
by  Amplatz.®  Mannitol  is  possibly  a safer  agent 
than  urea  when  infused  rapidly.  The  use  of  an 
infusion  of  glucose  in  water  is  also  being  eval- 
uated. 

Sutton,  Brunton  and  Starer®  and  Birchall,  Bat- 
son and  Brennan^  each  reported  a case  in  which 
the  patient  was  hydrated  with  500  cc.  of  water 


before  urography  and  the  ischemic  kidney  showed 
fairly  dense  excretion  of  contrast  material,  while 
the  normal  one  was  barely  perceptible.  The  ad- 
vantage of  the  flush  intravenous  pyelogram  is 
that  it  provides  a study  of  the  kidneys  in  both 
the  dehydrated  and  hydrated  states  in  one  diag- 
nostic session.  The  diagnostic  value  of  hydration 
is  based  on  the  characteristic  defect  of  the 
ischemic  kidney,  namely,  excessive  tubular  reab- 
sorption of  water.  This  excessive  reabsorption 
accounts  for  the  lower  urinary  output  from 
ischemic  kidneys  found  by  split-function  tests.  A 
Howard  test  is  positive  when  the  abnormal  kid- 
ney excretes  50  per  cent  less  urine  and  15  per 
cent  less  sodium,  relative  to  the  normal  kidney. 
Hypaque  is  excreted  almost  exclusively  as  a 
glomerular  filtrate.®  The  excessive  water  reab- 
sorption in  ischemic  kidneys  leads  to  higher  con- 
centrations of  glomerular  filtrates,  and,  thus,  the 
Hypaque  appears  denser  and  is  visualized  longer 
on  the  ischemic  side.  The  importance  of  slight 
differential  washouts  remains  to  be  determined. 
The  effect  of  bilateral  renal  artery  stenosis  on 
this  radiographic  split-function  test  is  not  yet 
known. 

Stamey  and  his  associates'^  have  discussed  the 
use  of  urea  and  mannitol  as  osmotic  diuretics. 
According  to  these  authors,  urea  will  accentuate 
the  differences  between  ischemic  and  nonischemic 
kidneys,  while  mannitol  will  decrease  the  differ- 
ences. The  effects  of  these  two  diuretics,  how- 
ever, may  not  be  too  dissimilar  at  urinary  flow 
rates  greater  than  2 ml./min.  The  value  of  either 
of  these  diuretics  or  of  the  infusion  of  glucose  in 
water  in  the  washout  intravenous  pyelogram  re- 
mains to  be  determined  in  regard  to  the  ability 
consistently  to  select  ischemic  kidneys. 

The  definitive  procedure  for  the  diagnosis  of 
the  renal  artery  stenosis  is  renal  arteriography. 
Whenever  feasible,  we  employ  p>ercutaneous 
femoral  artery  puncture  with  retrograde  passage 
of  a catheter.  With  this  technique,  alterations  in 
the  level  of  the  catheter  tip  are  easily  accom- 
plished and  a free  flow  injection  of  contrast  ma- 
terial into  the  aortic  lumen  can  be  made.  An  in- 
jection by  hand  was  done  in  our  earlier  experi- 
ence, and  recently  a Cordis  power  injector  has 
been  used.  Translumbar  aortography  has  been 
used  with  great  success  also.  This  technique, 
however,  requires  repuncture  if  it  is  necessary  to 
alter  the  needle  position  and  sometimes  the  con- 
trast material  jets  agaiast  one  wall  of  the  aorta 
or  into  one  renal  artery  (fig.  1). 
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Once  renal  artery  stenosis  has  been  demon- 
strated, a decision  for  or  against  arterial  recon- 
struction or  nephrectomy  must  be  made.  In  the 
two  large  American  series  of  cases  of  renal  vas- 
cular hypertension  reported  by  Morris  and  his 
associates^  and  Poutasse,®  this  decision  was  ap- 
parently based  mainly  on  the  arteriographic  ap- 
pearance of  the  renal  arteries. 

The  possibility  that  the  pressure  gradient  de- 
termined at  operation  between  the  aorta  and  the 
renal  artery  distal  to  the  stenosis  would  give  some 
indication  of  response  to  surgery  has  been  raised. 
The  presence  of  any  gradient  requires  at  least  a SO 
per  cent  reduction  in  lumen  diameter.  Morris  and 
his  associates^  reported  that  24  per  cent  of  their 
patients  had  gradients  less  than  25  mm.  Hg  and 
that  the  gradient  size  had  no  prognostic  correla- 
tion with  response  to  revascularization. 

Report  of  Cases 

Renal  arteriography  has  been  performed  in  16 
hypertensive  patients.  In  eight  of  these,  the  pre- 
liminary intravenous  pyelogram  was  considered 
abnormal.  The  other  eight  had  renal  arteriography 
on  the  basis  of  age  or  other  clinical  information 
and  all  of  these  arteriographic  studies  were  nor- 
mal. The  arteriograms  in  the  patients  with  the 
abnormal  intravenous  pyelograms  showed  renal 
artery  stenosis  in  six;  the  disease  was  bilateral  in 
two  of  these  six.  Brief  reports  of  these  six  cases 
are  presented; 

Case  1. — \ 61  year  old  white  man  had  a history  of 
hypertension  for  one  and  a half  years.  Recently,  the 
pressure  levels  had  varied  between  180  TOO  and  210/90 
mm,  Hg  and  were  unresponsive  to  medication.  He  was 
admitted  to  Baptist  Hospital  in  November  1961.  Intra- 
venous and  retrograde  pyelography  showed  a smaller 
right  kidney,  which  barely  visualized,  but  was  not  ob- 
structed. Right  renal  artery  stenosis  with  poststenotic 
dilatation  was  shown  by  arteriography  (fig.  2).  In  No- 
vember 1961,  he  underwent  a right  renal  artery  en- 
darterectomy with  a patch  graft.  .An  arteriosclerotic 
plaque  was  felt  in  the  left  renal  artery  and  endarterec- 
tomy was  performed;  technical  difficulties  were  encount- 
ered in  the  left  renal  artery  surgery.  .A  follow-up  intra- 
venous pyelogram  in  March  1962  showed  good  visuali- 
zation on  the  right  side  and  some  decrease  in  visua'iza- 
tion  on  the  left  side.  The  blood  pressure  dropped  to 
normal  levels  and  was  recorded  at  130/80  mm.  Hg  in 
May  1962.  This  patient  died  in  September  1962,  10 
months  following  renal  artery  surgery.  He  had  resumed 
normal  activity  during  that  period.  .Acute  myocardial 
infarction  and  generalized  arteriosclerosis  were  found  at 
autopsy. 

His  sudden  death  from  coronary  artery  disease  points 
out  again  the  lethality  of  arteriosclerosis  and  it  is  self- 
evident  that  successful  surgical  intervention  for  this  dis- 
ease in  one  artery  does  n'ot  prevent  the  risks  of  arterio- 
sclerosis in  other  arteries. 

Case  2.  — .A  52  year  o'd  white  man  had  a history  of 
hypertension  for  10  years.  This  patient  had  an  excretory 
urogram  study  at  another  hospiial  in  .August  1960.  This 
study  showed  a smaller  right  kidney  and  a low  flow 
pattern.  Fourteen  months  later,  he  was  admitted  to  Bap- 


Fig.  1. — Translumbar  aortogram  demonstrating  jet 
of  contrast  material  into  the  right  renal  artery.  Replace- 
ment of  the  needle  would  be  required  to  visualize  the 
left  renal  artery. 


Fig.  2.  — Case  1.  Retrograde  femoral  arteriogram 
with  arteriosclerotic  plaque  narrowing  the  right  renal 
artery.  The  left  renal  artery  was  considered  normal. 


Fig.  3.  — Case  2.  Retrograde  arterial  study  showing 
bilateral  renal  artery  stenosis.  The  left  kidney  was 
larger  than  the  right. 


tist  Hospital  and  no  change  was  apparent  in  the  urogram. 
His  blo'od  pressure  was  260/140  mm.  Hg.  .Arteriogra- 
phy showed  bilateral  renal  artery  stenosis  with  promi- 
nent poststenotic  dilatation  on  the  left  side  (fig.  3).  In 
February  1962,  a bilateral  renal  artery  bypass  dacron 
graft  was  put  in  place  in  the  form  of  an  inverted  “Y” 
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Fig.  4.  — Case  4.  Retrograde  left  brachial  needle 
aortogram  showing  aortic  occlusions  and  collateral  cir- 
culation. The  left  renal  artery  was  severely  stenosed. 


Fig.  5.  — Case  5.  Thirty  minute  film  of  flush  intra- 
venous pyelogram  showing  differential  washout  with 
denser  contrast  material  in  smaller  collecting  system  in 
the  left  kidney. 


with  the  single  limb  attached  to  the  anterior  surface  of 
the  aorta  below  the  origins  of  the  renal  arteries  and  the 
two  other  limbs  anastomosed  with  the  renal  arteries  be- 
yond the  stenotic  areas. 

He  became  normotensive  for  six  months  and  then 
there  was  recurrence  of  elevated  blood  pressure.  In  .Au- 
gust and  September  1962,  he  was  restudied.  The  intra- 
venous pyelogram  showed  function  only  from  the  right 
uppermost  calyx;  the  renal  arteriogram  demonstrated  oc- 
clusion of  the  major  right  renal  artery  and  of  the  bypass 
graft;  the  left  renal  artery  was  as  before.  A radioreno- 
gram  was  abnormal  on  the  right,  but  the  left  tracing  was 
considered  within  normal  limits.  The  pressure  at  this  time 
was  220/140  mm.  Hg;  medication  brought  this  down  to 
150/90  mm.  Hg  by  February  1963.  Since  that  time,  how- 
ever, some  escape  from  medication  control  has  appeared 
and  the  blood  pressure  levels  have  reached  180/110  mm. 
Hg. 

An  awareness  of  subtle  changes  in  the  urogram,  which 
misht  reflect  an  underlying  renal  arterial  stenosis  is  a 
significant  part  of  the  radiological  work-up.  In  this 
case,  the  changes  were  originally  seen,  but  were  not  cor- 
related with  the  hypertension.  It  might  be  useful  in  some 
situations  to  review  previous  urograms  of  patients  studied 
for  hypertensive  disease  prior  to  the  newer  concepts  of 
urographic  abnormalities. 

This  patient  was  normotensive  for  a short  period  fol- 
lowing surgery.  The  recurrence  of  hypertension  is  attrib- 
uted to  the  failure  of  the  surgical  procedure.  A second 
operation  is  being  considered. 


Fig.  6.  — Case  5.  Retrograde  femoral  arteriogram 
with  bilateral  renal  artery  stenosis  and  occluded  left 
iliac  artery. 


Case  3. — A 57  year  old  white  woman  was  hospitalized 
in  August  1962,  with  a long  history  of  hypertension  and 
a blood  pressure  of  175/105  mm.  Hg.  The  left  kidney 
was  1.4  cm.  larger  than  the  right  one.  The  renal  arterio- 
gram showed  two  arteries  on  the  left  side  with  narrow- 
ing of  the  origin  of  the  lower  one  and  some  apparent  post- 
stenotic dilatation.  At  surgery,  no  plaques  were  felt  in  this 
artery  and  a sharp  angulation  was  noted.  Pressure  grad- 
ients indicated  a 13  mm.  Hg  drop  from  the  aorta  into  this 
artery.  No  reconstructive  surgery  was  performed.  This 
patient  has  done  well  and  had  a 150/90  mm.  Hg  pressure 
reading  in  March  1963. 

It  was  the  surgeon’s  belief  that  no  significant  arterial 
disease  existed.  Since  a pressure  gradient  of  13  mm.  Hg 
was  measured,  this  patient’s  future  course  will  be  followed 
with  interest  in  view  of  the  number  of  patients  Morris 
and  his  associates3  reported  with  gradients  less  than  25 
mm.  Hg. 

Case  4. — A 42  year  old  white  man  had  intermittent 
claudication  in  both  legs  for  about  seven  years  and  hyper- 
tension for  one  year.  His  femoral  pulses  could  not  be 
felt.  He  was  admitted  to  Baptist  Hospital  in  April  1963 
with  a blood  pressure  of  240/140  mm.  Hg.  .An  intra- 
venous pyelogram  showed  a smaller  left  kidney  with  faint 
calyceal  demonstration.  A left  brachial  retrograde  aortor 
gram  showed  complete  occlusion  of  the  aorta  just  below 
the  level  of  the  renal  arteries  and  two  prominent  stenotic 
lesions  of  the  left  renal  artery.  Numerous  collateral  vessels 
to  the  iliac  arteries  were  visualized  (fig.  4).  A partial 
endarterectomy  with  an  aortic  bypass  graft  was  perform- 
ed. A bypass  graft  also  was  made  to  connect  the  aortic 
graft  with  the  left  renal  artery  distal  to  the  stenosis.  The 
femoral  pulsation  returned  and  the  blood  pressure  has 
fluctuated  between  elevated  and  normal  levels. 

This  patient  demonstrated  major  arteriosclerotic  dis- 
ease in  the  aorta  and  a renal  artery.  His  follow-up  period 
has  been  too  brief  for  full  evaluation. 

Case  5. — A 57  year  old  white  woman  had  a history 
of  hypertension  for  six  months  which  had  responded  in- 
completely to  medication.  Her  blood  pressure  was  200/100 
mm.  Hg  on  admission  in  May  1963.  A left  femoral  pulse 
was  not  felt.  Two  excretory  urographic  studies  were  per- 
formed. The  first  one  showed  no  function  on  the  left  side 
up  to  10  minutes.  The  second  study  was  a mannitol  flush 
intravenous  pyelogram  in  which  no  delay  in  function  was 
seen.  The  late  films  following  the  flush  showed  a reversal 
of  the  contrast  pattern  from  the  early  films  with  denser 
contrast  material  in  the  left  kidney  and  also  a smaller 
collecting  system  (fig.  5).  .A  radiorenogram  was  interpret- 
ed as  abnormal  on  the  left  side.  .A  retrograde  femoral 
aortogram  showed  bilateral  renal  artery  stenosis  with  more 
prominent  poststenotic  dilatation  on  the  left  side  (fig.  6). 
The  abdominal  aorta  showed  numerous  plaques,  and  there 
was  complete  occlusion  of  the  left  iliac  artery.  An  endar- 
terectomy was  performed  on  the  right  renal  artery  and  a 
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bypass  graft  was  employed  to  the  left  renal  artery.  A by- 
pass graft  was  also  used  at  the  left  iliac  artery. 

The  discrepancy  between  the  two  urograms  is  interest- 
ing and  the  explanation  is  not  apparent.  In  both  studies, 
the  films  obtained  up  to  10  minutes  were  under  dehy- 
drated conditions.  The  infusion  in  the  flush  intravenous 
pyelogram  begins  after  the  10  minute  film.  It  is  also  of 
interest  to  note  that  bilateral  renal  artery  stenosis  was 
found  while  the  preliminary  tests  pointed  to  unilateral 
disease. 

Case  6. — A 20  year  old  white  woman  had  a history 
of  hypertension  for  six  months  with  recent  levels  of 
220/120  mm.  Hg.  She  was  admitted  in  June  1963  and  a 
flush  intravenous  pyelogram  showed  de'ayed  washout  of 
the  Hypaque  in  the  right  kidney.  The  right  kidney  was 
1 cm.  shorter  than  the  left  one.  A percutaneous  right 
femoral  retrograde  arteriogram  showed  a corrugated  out- 
line of  the  right  renal  artery  which  was  interpreted  as 
fibromuscu'ar  hyperplasia.  Right  renal  artery  surgery  is 
being  considered. 

Comment 

A few  reports  will  be  cited  to  demonstrate  that 
substantial  numbers  of  hypertensive  patients  with 
renal  artery  disease  have  greatly  benefited  from 
appropriate  surgery.  Morris  and  his  associates^ 
reported  relief  of  hypertension  in  80  per  cent  of 
200  patients;  the  average  follow-up  period  was 
1.6  years.  Poutasse®  reported  about  62  per  cent 
relief  of  hypertension  in  76  patients  followed  at 
least  one  to  six  years  postoperatively.  In  this 
series,  an  additional  16  per  cent  showed  significant 
reductions  in  pressure  levels.  Spencer  and  his  as- 
sociates^  reported  resultant  normo tension  in  13  of 
24  patients  and  there  was  only  residual  systolic 
hypertension  in  10  more.  Brown  and  his  associ- 
ates^ submitted  six  patients  to  surgery  with  relief 
of  hypertension  in  five  of  them.  A number  of 
other  reports  of  successful  renal  artery  surgery 
have  also  appeared  in  the  literature. 

In  the  series  reported  in  this  paper,  renal 


artery  reconstruction  was  performed  in  four  of 
the  five  patients  with  a radiological  diagnosis  of 
arteriosclerotic  renal  artery  stenosis.  Relief  of 
hypertension  for  varying  periods  occurred  in  two 
of  these.  The  other  two  have  been  only  recently 
operated  upon.  The  sixth  patient  of  this  series 
has  unilateral  fibromuscular  hyperplasia  and  cor- 
rective surgery  is  being  anticipated. 

Summary 

Renal  artery  stenosis  is  a correctable  cause  of 
hypertension.  A brief  review  of  six  cases  is  pre- 
sented, demonstrating  the  feasibility  of  making 
this  diagnosis  in  a general  community  hospital. 
The  contribution  of  radiological  procedures  to  the 
diagnosis  of  this  group  of  diseases  is  discussed 
and  mention  is  made  of  some  surgical  results. 
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Ames  Test 

It  has  been  said  that  “urine  can  be  a revealing  thing.”  The  Ames  Company 
continues  to  make  available  an  increasing  number  of  simplified  tests  that  can  aid 
the  physician  in  revealing  some  of  the  mysteries  in  the  patient’s  urine.  Read  the 
inside  back  cover. 
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Combined  Pyarthrosis,  Meningitis 
and  Septicemia  Due  to 
Hemophilus  Influenzae,  Type  B 

Report  of  Case 

James  M.  San,  M.D. 

Tampa 


In  their  review  of  the  literature  in  1938,  going 
back  to  1899,  Weaver  and  Sherwood^  collected 
1 1 reports  of  single  cases  by  various  authors  in 
which  pyarthrosis,  meningitis  and  septicemia  due 
to  Hemophilus  influenzae  were  combined.  All  of 
these  combined  cases  were  in  infants  and  all  were 
fatal.  Referring  to  all  cases  of  arthritis  due  to 
H.  influenzae  which  they  had  collected,  these  au- 
thors observed:  “The  most  striking  point  of  simi- 
larity noted  in  all  three  tables  [patients  wth  joint 
involvement]  is  the  age  of  the  patient,  the  oldest 
recorded  being  23  months,  with  the  exception  of 
our  case  two,  which  was  a 59  year  old  woman.” 
They  further  concluded:  “Hematogenous  pyar- 
throsis due  to  influenza  bacillus  usually  occurs  in 
infants.  It  rarely  occurs  in  adults.  If  not  associ- 
ated wdth  influenzal  meningitis,  the  prognosis  as 
to  life  and  function  of  the  joint  is  e.xcellent,  but  if 
so  associated,  the  end  result  is  death.” 

search  of  the  available  literature  since  1938 
yielded  only  one  case  in  which  the  three  entities 
were  combined.  Joslin  and  Howard-  described 
an  eight  month  old  male  Negro  with  bilateral  pur- 
ulent arthritis  of  both  elbows,  on  aspiration  and 
culture  showing  H.  influenzae  type  B.  They  also 
described  and  showed  x-rays  of  destructive 
changes  in  adjacent  metaphyses  of  the  radii, 
which  subsequent!}^  cleared.  Roughness  of  the 
articular  surfaces  persisted,  however.  The  child 
was  treated  successfully  with  Aureomycin,  and 
this  became  the  first  recorded  case  of  combined 
arthritis-meningitis  in  which  the  patient  w'as 
saved. 

The  present  case  is  similar  to  that  of  Joslin 
and  Howard^  except  that  chloramphenicol  was 
used  internally  as  the  therapeutic  agent.  This 
child  also  recovered. 

Report  of  Case 


seen  him  once,  four  days  before  admission,  and  had  treat- 
ed him  with  sulfonamide  and  tetracycline  for  an  upper 
respiratory  infection.  The  symptoms  did  not  become 
alarming,  however,  until  approximately  12  to  18  hours 
before  admission.  .At  that  time  the  temperature  began 
rising  up  to  105  F.,  marked  swelling  and  pain  developed 
in  the  legs  and  arms,  and  the  baby  seemed  slightly  un- 
responsive. 

When  he  was  first  examined,  the  striking  feature  was 
the  swelling  of  both  elbows,  the  left  ankle  and  the  joint 
of  the  left  great  toe.  He  lay  curled  on  his  right  side  and 
screamed  in  ob\ious  painful  apprehension  if  any  move 
was  made  toward  these  limbs.  The  swelling  was  diffuse, 
slightly  warm,  and,  in  the  arms,  involved  a good  bit  of 
the  adjacent  upper  and  lower  areas.  The  apices  of  the 
swellings  over  the  left  lateral  malleolus  and  head  of  the 


.A  white  male  infant,  aged  one  year,  was  admitted  to 
Tampa  General  Hospital  on  Dec.  20,  1962.  For  one  week 
his  temperature  had  been  elevated  daily  up  to  103  F., 
and  there  was  some  cough.  The  referring  phy.sician  had 


Fig.  1.  — Roentgenogram  of  right  arm.  Note  area 
of  osteolysis  in  the  proximal  metaphysis  of  the  humerus. 
This  disappeared  completely  in  subsequent  views  taken 
one  month  later. 
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first  metatarsal  were  bruised  in  appearance  and  exquisite- 
ly tender  to  touch.  In  addition,  three  plus  rigidity  of  the 
neck  and  positive  Kernig’s  and  Brudzinski’s  signs  were 
present.  There  were  no  petechiae. 

X-rays  of  the  extremities  showed  obvious  periarticular 
swelling  of  both  elbows  (fig.  1).  Also,  a definite  area 
of  osteolysis  was  noted  in  the  proximal  metaphysis  of 
the  right  humerus,  which  subsequently  disappeared  in 
follow-up  films. 

The  spinal  fluid  was  murky  in  appearance,  with  5,200 
white  blood  cells,  practically  all  polymorphonuclear  leu- 
kocytes. Gram  stain  thereof  showed  fairly  numerous 
pleomorphic  gram-negative  rods.  The  spinal  fluid  cul- 
ture was  positive  for  H.  influenzae,  type  B.  A blood 
culture,  taken  on  the  day  of  admission,  using  ordinary 
blood  culture  technique  (aerobic  broth  method),  grew 
this  same  organism  after  five  days’  incubation.  Routine 
blood  and  urine  studies  were  not  unusual. 

Initial  treatment  was  chloramphenicol,  100  mg./Kg./24 
hours,  given  intramuscularly  every  six  hours.  After  four 
days,  oral  medication  replaced  the  injections.  Treatment 
lasted  a total  of  14  days. 

The  fever  abated  slowly  over  a period  of  seven  days, 
and  a gradual,  concomitant  improvement  in  the  arthritis 
was  noted  clinically.  At  the  end  of  this  seven  day  period, 
minimal  swelling  only  was  present,  but  the  bruised  areas 
persisted,  not  disappearing  until  approximately  two  to 
three  weeks  later.  The  child  was  no  longer  in  pain.  A 
blood  and  spinal  fluid  culture  taken  at  this  time  grew  no 
organisms,  and  the  spinal  fluid  was  practically  clear,  ex- 
cept for  56  cells,  all  lymphocytes.  .\t  no  time  was  it 
deemed  necessary  to  drain  any  of  the  joints  as  they  were 
responding  well  to  medical  treatment. 

Recovery  was  complete.  At  the  time  of  reporting,  six 
months  later,  the  child  is  well,  and  there  are  no  residual 
changes. 

Discussion 

It  could  be  argued  that  this  condition  does  not 
represent  a true  septic  arthritis  since  the  proof  of 
etiology  is  inferential,  that  is,  occurring  during  the 
course  of  meningitis  and  septicemia  proved  by 
culture  and  remitting  concomitantly  with  them. 


The  similarity,  however,  to  previously  reported 
cases  in  this  age  group,  in  which  septic  arthritis 
was  proved  by  direct  culture  of  joints  or  at  autop- 
sy, is  striking.  Possibly  this  one  case  might  in- 
fluence others  to  attempt  medical  treatment  of 
this  type  of  pyarthrosis  using  chloramphenicol 
only.  Gessner^  reported  a case  of  suppurative 
arthritis,  treated  in  a “closed”  manner  with  chlo- 
ramphenicol, and  with  excellent  results. 

Summary 

A case  of  combined  pyarthrosis,  meningitis 
and  septicemia  due  to  H.  influenzae,  type  B,  in 
a one  year  old  white  male  infant  is  presented. 
Positive  cultures  were  obtained  from  the  spinal 
fluid  and  the  blood.  Typing  was  done  with  stand- 
ard typing  serums.  No  attempt  at  obtaining  a 
direct  culture  from  the  joints  was  made,  but  the 
signs  of  pyarthrosis  were  so  striking  clinically, 
and  so  similar  to  those  of  previously  reported 
cases,  that  it  was  inferentially  assumed  to  be  due 
to  the  same  organism.  Recovery  was  complete 
after  treatment  with  chloramphenicol,  100  mg./ 
Kg./24  hours  initially.  Treatment  extended  over 
a 14  day  period. 
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Miltrate 

Industry  is  characterized  by  some  economists  as  operating  in  an  era  where  the 
“urge  to  merge”  is  the  vogue.  So  is  it  true  with  drugs.  Wallace  has  merged  two 
effective  agents  in  their  product,  MEPROBAMATE  plus  PENTAERYTHRITOL 
TETRANITRATE.  The  merger  does  seem  to  make  sense.  See  page  201. 
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Dermatology 


Localized  Pigmentation  of  the  Skin 


Many  discrete  forms  of  darkening,  congenital 
or  acquired,  appear  on  the  skin,  often  creating 
problems  of  differential  diagnosis.  iVIelanin,  blood 
pigment,  bacterial  or  fungus  products,  and  chem- 
ical or  medicinal  deposits  are  the  causes  of  dis- 
coloration. Significant  is  the  answer  to  the  ques- 
tion: Does  the  pigmentation  represent  a localized 
lesion  essentially  of  cosmetic  concern  or  does  it 
point  to  the  possibility  of  serious  dermatologic  or 
systemic  disorder? 

Chloasma  (melasma)  appears  as  solitary  or 
diffuse  stains  resembling  giant  freckles  over  the 
face,  predominantly  of  women  (fig.  1).  It  com- 
monly accompanies  gestation  (“mask  of  preg- 
nancy”), the  pigmentation  often  disappearing  aft- 
er parturition.  By  the  same  endocrine  mechanism 
it  may  intrude  with  the  use  of  progestational  oral 
contraceptives.  Sunlight  is  a provocative  factor. 
Chloasma  may  be  present  in  systemic  diseases 
such  as  lymphomas,  “collagen  diseases,”  hypo- 
thyroidism and  hyperthyroidism,  and  nutritional 
disturbances.  Often,  however,  no  cause  can  be 
identified.  It  has  nothing  to  do  with  disease  of 
the  liver. 

Pigmentations  are  often  seen  in  generalized 
neurofibromatosis  (von  Recklinghausen’s  disease). 
Here  the  condition  occurs  as  multiple  small 
freckles  together  with  larger  patches  known  as 
cafe  au  lait  spots  (fig.  2).  In  some  cases  these 
spots  are  present  alone,  with  few  or  no  tumors  of 
the  skin,  as  an  abortive  or  incomplete  form  of 
von  Recklinghausen’s  disease. 

Occasionally  a reaction  of  hypersensitivity  to 
medication  produces  erythematous,  sometimes  bul- 
lous, plaques  in  certain  areas  of  the  skin,  fol- 


lowed by  hyperpigmentation  (fig.  3).  Every  time 
the  medication  is  taken  the  lesions  recur  in  the 
same  site  (hence  called  “fixed”),  and  new  ones 
may  appear  in  other  sites  with  the  same  property 
of  flaring  with  the  drug  and  subsiding  when  it  is 
discontinued.  Phenolphthalein  is  the  outstanding 
cause  of  fixed  drug  eruptions,  but  other  medica- 
ments may  do  the  same,  such  as  barbiturates,  sul- 
fonamides, quinine,  salicylates,  and  antibiotics. 

Postinflammatory  hyperpigmentation  is  tem- 
porary or  permanent.  It  may  follow  trauma  such 
as  friction  or  burns,  or  dermatoses  such  as  lichen 
planus,  chronic  intertrigo,  neurodermatitis  and 
contact  dermatitis  (fig.  4). 

A photodermatitis  indigenous  to  Florida  is 
caused  by  contact  with  peel  of  the  lime  followed 
by  exposure  to  the  sun  (fig.  5).  Erythema  oc- 
curs, often  with  blisters,  to  be  later  replaced  by 
a brownish  streaked  or  patchy  hyperpigmentation 
on  hands,  forearms  and  face.  It  usually  persists 
for  several  months.  This  is  the  same  eruption, 
known  as  berloque  dermatitis,  which  may  appear 
with  application  of  perfumes  or  colognes  and  ex- 
posure to  sunlight. 

Tinea  nigra  forms  grayish  or  black  spots  on 
the  palm  of  the  hand.  Caused  by  the  fungus 
Cladosporium  wernecki,  it  resembles  a stain  pro- 
duced by  silver  nitrate  (fig.  6).  The  disease  as- 
sumes significance  because  it  may  be  mistaken  for 
a junction  nevus.  Treatment  with  any  standard 
fungicidal  preparation  is  promptly  curative. 
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Fig.  1. — Chloasma  (melasma). 


Fig.  2. — Generalized  neurofibromato- 
sis, showing  cafe  au  lait  spots. 


Fig.  3. — Fixed  drug  eruption  caused 
by  barbiturates. 


Fig.  4. — Hyperpigmentation  following 
contact  dermatitis  due  to  rub- 
ber. 


Fig.  5. — Photodermatitis  caused  by 
contact  with  peel  of  lime. 


Fig.  6. — Tinea  nigra  of  palm. 
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A Slipped  Strut  From  Stapedectomy 

Report  of  Case 


William  F.  Shipman,  M.D. 

Tallahassee 

A case  is  reported  in  which  a polyethylene 
strut  over  Gelfoam  slipped  following  stapedectomy 
for  otosclerosis.  Aside  from  showing  what  trauma 
the  cochlea  can  take,  it  is  a reminder  to  those  of 
our  specialty  as  well  as  to  those  in  general  medi- 
cine of  stapedectomy  complications  from  success- 
ful surgery  performed  elsewhere.  They  may  spo- 
radically be  encountered  in  one’s  office  under  the 
guise  of  Meniere’s  disease,  cerebrovascular  acci- 
dents or  other  conditions.  This  is  conceivable  in 
the  rush  of  daily  practice  where  there  is  negligence 
in  questioning  or  the  patient  does  not  mention 
previous  surgery.  Precious  time  may  be  lost  be- 
fore the  true  situation  is  recognized,  thereby  les- 
sening the  amount  of  cochlear  salvage  that  could 
be  obtained  from  early  revision. 

Report  of  Case 

A 38  year  old  white  woman  with  preoperative  air 
conduction  of  45  decibels  and  normal  bone  conduction 
experienced  an  improvement  up  to  12  decibels  following 
an  apparently  successful  stapedectomy  by  a capable  sur- 
geon in  another  state.  Three  months  later,  she  com- 
plained to  her  internist  of  vertigo,  tinnitus  and  loss  of 
hearing.  He  treated  her  with  sedation  and  vasodilators 
as  he  did  most  of  his  patients  with  inner  ear  conditions. 
She  finally  mentioned  the  stapes  surgery  to  him. 

On  examination,  the  Weber  500  fork  lateralized  to  the 
unoperated  ear.  With  a Barany  noise  maker  in  the  un- 
operated ear  she  could  understand  speech,  however,  in 
the  operated  ear.  Seiglescope  movement  of  the  ear  drum 
of  this  ear  produced  positive  symptoms  of  fistula.  Caloric 
tests  showed  no  signs  of  response  at  30  cc.  ice  water  in 
this  ear  with  complications.  Speech  discrimination  was  90 
per  cent.  We  assumed  the  cochlea  was  intact.  Pure  tone 
testing  average  for  the  three  speech  frequencies  for  air 
had  dropped  to  70  decibels  with  the  bone  conduction  at 
20  decibels. 

With  the  suspicion  of  a slipped  prosthesis,  we  called 
her  surgeon,  who  stated  that  no  such  complication  had 
occurred  in  his  experience.  We  agreed  to  try  medical 

Read  before  the  Florida  Society  of  Ophthalmology  and  Oto- 
laryngology, Scientific  Session  on  Otolaryngology,  Hollywood, 
May  18,  1963. 


treatment  for  a few  more  days  consisting  of  daily  his- 
tamine drips,  nicotinic  acid,  sedation,  vitamin  Bi^,  ster- 
oids, enzymes,  and  complete  bed  rest.  Three  days  later, 
the  subjective  symptoms  were  less  and  the  air  conduction 
had  improved  from  70  to  50  decibels  and  bone  conduc- 
tion from  20  to  10  decibels.  With  the  intact  cochlea  and 
marked  air-bone  gap,  the  surgeon  consented  to  explore. 
He  found  the  strut  perforated  through  the  round  window 
membrane  and  lying  deep  in  the  vestibule.  Revision  with 
a wire-fat  graft  provided  dramatic  relief  of  the  symptoms 
with  the  hearing  returning  to  normal  at  the  original  post- 
operative 12  decibel  level  for  air. 

One  year  later,  the  patient  admits  to  excellent  under- 
standing and  reception  at  normal  speech  levels  with  no 
handicap. 

In  this  case  revision  was  accomplished  in  18 
days,  and  the  results  are  consistent  with  the  find- 
ings of  Steffen,  House  and  Sheehy,i  whereby  in 
a majority  of  cases  the  patient  receives  useful  im- 
provement if  revision  takes  place  within  30  days 
of  the  onset  of  symptoms. 
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Comment 

Robert  J.  Camp,  M.D.,  Coral  Gables:  It  has  long 
been  stated  that  only  the  physician  and  his  patient 
are  interested  In  his  successes,  while  his  colleagues  are  in- 
terested in  his  complications.  The  two  cases  submitted  for 
publication  by  Dr.  Shipman  in  this  issue  of  The  Journal, - 
point  this  observation  up  to  a fine  degree.  The  one  is  a 
complication  that  can  certainly  happen  to  anyone  doing 
stapes  surgery,  while  the  other,  although  not  a true  com- 
plication, shows  an  adequate  handling  of  a very  compli- 
cated problem. 

It  is  only  human  nature  to  commiserate  with  the  per- 
sons involved  in  these  cases,  but  it  also  gives  one  a warm 
feeling  deep  inside  that  he  himself  is  not  directly  con- 
cerned. 

It  is  certainly  a truer  measure  of  a man’s  ability  to 
observe  how  he  stands  up  to  his  complications  with  equa- 
nimity, than  how  he  accepts  his  successes,  and  it  takes  a 
certain  amount  of  commendable  confidence  to  air  these 
complications  for  his  colleagues  to  see. 
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The  Effect  of  Medical  Assistance  for  the 
Aged  on  Tax-Supported  Health 
Care  in  Florida 


H.  Phillip  Hampton,  M.D. 

Tampa 

The  Florida  legislature  has  created  a program 
of  medical  assistance  for  aged  Florida  residents 
which  began  operation  on  July  1 of  this  year. 
Benefits  are  limited  to  hospital  care  for  acute 
illness  or  injury  and  to  home  nursing  care  follow- 
ing hospitalization. 

This  legislation  is  in  accordance  with  federal 
law  known  as  the  Kerr-Mills  Act  which  provides 
federal  funds  to  reimburse  states  partially  for 
expenditures  made  in  providing  health  services 
of  any  type  to  the  aged  needy  sick.  With  certain 
limitations  the  state  defines  the  extent  of  benefits 
and  criteria  for  eligibility.  The  percentage  reim- 
bursement available  to  Florida  is  60  per  cent. 

For  this  biennium,  $3,000,000  of  state  funds 
was  appropriated  for  Medical  Assistance  for  the 
Aged  (MAA)  and,  for  this  amount,  $4,500,000  in 
federal  reimbursement  will  be  available,  providing 
a total  of  $7,500,000  for  the  two  year  program. 

This  program  will  provide  two  things: 

( 1 ) Better  health  services  will  be  more  uni- 
formly available  to  aged  needy  sick 
throughout  the  state. 

(2)  Some  relief  will  be  provided  counties  in 
defraying  the  costs  of  tax-supported 
health  services. 

Since  1956,  Florida  has  had  a program  of  hos- 
pital care  for  the  needy  sick  of  all  ages  financed 
by  a state  and  county  matching  fund  administer- 
ed by  the  State  Board  of  Health  which  has  paid 
hospitals  their  actual  costs  for  hospitalization  of 
indigent  persons.  Sixty-three  counties  have  volun- 
tarily participated  in  this  plan. 

The  legislation  creating  this  program  was 
based  on  recommendations  made  by  a citizens 
committee  appointed  by  Governor  Collins  to  study 

Chairman,  Advisory  Committee  on  Hospital  Service  for  the 
Indigent  and  Medical  Assistance  for  the  Aged,  Florida  State 
Board  of  Health;  Chairman,  Council  on  Legislation  and  Public 
Agencies,  Florida  Medical  Association. 

Presented  at  the  Annual  Convention  of  the  State  Associa- 
tion of  County  Commissioners,  Hollywood,  Oct.  2,  1963. 


problems  of  medical  care  available  to  indigent 
persons.  The  committee  found  great  variation  in 
medical  services  available  to  indigents  in  the  67 
counties. 

Often  hospitals  were  required  to  absorb  all  or 
part  of  the  costs  of  indigent  hospitalization  and 
pass  on  the  cost  by  increased  rates  for  the  paying 
patient,  or  in  effect  imposing  a sickness  tax.  There 
was  a tendency  to  create  all  charity  hospitals  in 
each  county  which  usually  provided  inadequate 
facilities  and  stayed  filled  with  patients  who  re- 
mained in  the  hospital  for  unreasonably  long 
periods  of  time.  Often  the  result  was  a high  cost 
to  the  taxpayer  for  inferior  services  rendered  the 
indigent.  The  committee  recommendation  was  a 
state  and  county  matching  fund  to  pay  the  costs 
of  needed  hospital  care  anywhere  in  the  state  for 
any  certified  indigent. 

The  state  appropriation  for  this  plan  has 
never  been  adequate  and  the  fund  has  not  been 
sufficient  to  pay  for  more  than  a fourth  of  the 
hospital  care  given,  but  it  provided  some  relief 
to  the  counties  and  established  a new  pattern  of 
tax-supported  hospital  care. 

In  1959,  the  costs  of  hospital  care  provided 
Public  Assistance  Recipients  began  to  be  paid 
from  state  and  federal  funds,  and  counties  were 
relieved  of  this  expenditure  for  that  category  of 
the  indigent. 

For  the  past  three  years,  the  counties  of  Flor- 
ida have  expended  annually  a total  of  about  $23,- 
000,000  of  tax  funds  providing  health  services  of 
all  types  for  the  needy  sick  of  all  ages.  About 
one  third  of  this  amount  has  been  spent  for  those 
65  years  of  age  and  over.  The  new  Medical  Assis- 
tance for  the  Aged  program  should  relieve  the 
counties  of  expenditures  for  acute  hospitalization 
and  home  nursing  care  for  those  in  need  of  help 
who  are  65  years  of  age  and  over. 

For  the  purpose  of  comparison,  table  1 pre- 
sents the  tax-supported  expenditures  for  health 
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Table  1.  — Tax-Supported  Expenditures  for  Health  Care  in  Florida 
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ESTIMATED  EXPENDITURES  ACTUAL  EXPENDITURES  BUDGETED  EXPENDITURES 

7 $35,  000,  000  $46.  000,  000 
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Table  2.  — Budg:eted  Tax  Funds  For  Health  Services  to  Needy  Sick  in  Florida 

Biennium  1963-1965 


Service 

Federal 

State 

County 

Total 

Drugs  P.AR 

$ 9,829,759 

S 3,157,195 

$ 0 

$12,986,954 

Nursing  Home  OA.4 

8,633,229 

2,772,807 

0 

11,406,036 

Hospital 

PAR 

7,478,042 

2,283,297 

0 

9,761,339 

M.AA 

4,881,646 

3,250,000 

0 

8,131,646 

HSI 

0 

1,808,800 

5,158,000 

6,966,800 

49,252,775 

County  expenditures 

for  additional  health  services 

to  needy  sick, 

estimated  from  past 

two  years  experience 

40,000,000 

40,000,000 

Total 

$30,822,676 

$13,272,099 

$45,158,000 

$89,252,775 

care  in  Florida  as  estimated  for  1958,  actually  ex- 
pended in  1961  and  budgeted  for  1964.  Table  2 
tabulates  the  budgeted  amounts  for  the  biennium 
1963-1965. 

About  $25,000,000  is  budgeted  to  be  spent  for 
hospital  care  in  this  biennium  through  the  pro- 
grams of  Hospital  Service  for  the  Indigent,  IMedi- 
cal  Assistance  for  the  Aged,  and  hospital  care  for 
Public  Assistance  Recipients.  The  advisory  com- 
mittee for  these  programs  is  composed  of  two 
doctors  of  medicine,  two  hospital  administrators, 
one  discreet  citizen,  two  county  commissioners, 
and  two  members  of  the  legislature.  Our  meetings 
with  the  staff  members  of  the  Florida  Department 
of  Public  Welfare  and  the  Florida  State  Board  of 
Health  provide  opportunity  for  the  cooperative 
approach  of  several  state  agencies  and  nongovern- 
mental associations  necessary  for  the  successful 
operation  of  tax-supported  health  care  programs. 

The  purpose  and  effect  of  the  Kerr-Mills  law 
and  the  Medical  Assistance  for  the  Aged  program 
are  to  provide  federal  funds  in  aid  to  the  states 
and  counties  in  fulfilling  their  traditional  and  con- 
stitutional responsibilities  of  “providing  for  those 
of  the  inhabitants  who  by  reason  of  age,  infirmity, 
or  misfortune  may  have  claims  upon  the  aid  and 
sympathy  of  society.”  (Florida  State  Constitu- 
tion Article  XHI  Section  HI) 

This  principle  of  parish  or  county  responsibil- 
ity to  provide  for  those  who  may  be  in  need  of 
aid  was  established  in  England  during  the  time  of 
Elizabeth  I and  adopted  in  the  state  constitutions 
of  most  of  the  United  States.  Especially  in  the 
urban  and  industrial  areas,  this  responslbilitj^  has 
become  an  increasing  tax  burden,  and  as  other 


tax  sources  have  been  claimed  by  state  and  fed- 
eral government,  the  ad  valorem  taxpayer  has 
been  hard  pressed  to  foot  the  tax-supported  health 
care  bill. 

The  principle  of  using  federal  funds  to  aid 
states  in  welfare  programs  was  established  during 
the  great  depression.  In  1936  the  Florida  consti- 
tution was  amended  to  permit  “.  . . the  Legislature 
. . . by  general  law  (to)  provide  for  a uniform 
statewide  system  of  such  benefits  ...  in  order  for 
the  State  of  Florida  to  participate  in  any  Federal 

Grants  that  might  be  made  for  such  purposes ” 

(Article  XHI  Section  HI)  Therefore,  the  state 
and  federal  laws  providing  the  program  of  Medi- 
cal Assistance  for  the  Aged  have  established  no 
new  principles  of  government. 

One  would  be  less  than  realistic  to  believe 
that  adequate  and  acceptable  programs  of  health 
services  for  those  in  need  could  be  provided  by 
tax  sources  available  to  the  counties  today  and 
more  than  naive  to  think  the  use  of  federal  funds 
did  not  pose  a threat  to  the  responsibility  and 
rights  of  the  states.  The  alternative,  however,  is 
a federally  administered  system  of  health  services 
supported  by  the  social  security  tax  which  would 
provide  neither  better  nor  more  economical  health 
care  for  either  the  indigent  or  taxpayer,  but  would 
be  a major  irrevocable  step  in  the  direction  of  a 
socialist  government.  The  ultimate  solution  to 
this  problem,  in  my  opinion,  lies  in  a readjust- 
ment in  our  tax  structure  and  not  a readjustment 
in  our  principles  of  government. 

Actually  the  number  of  aged  requiring  tax  sup- 
ported assistance  in  paying  for  needed  hospital 
care  has  diminished  in  Florida  during  the  past 
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three  years.  This  trend  will  continue,  and  the 
need  for  indigent  hospitalization  programs  will 
diminish  as  voluntary  health  insurance  and  pen- 
sion plans  including  health  insurance  increase. 

Medical  Assistance  for  the  Aged  should  act 
in  the  manner  of  major  medical  insurance  but 
with  a variable  deductible.  That  is,  an  aged  per- 
son would  not  be  eligible  for  tax-paid  health  serv- 
ices until  he  has  used  his  own  resources  (above 
those  required  for  basic  needs)  to  pay  for  needed 
care,  but  tax-paid  health  care  will  be  available  to 
insure  against  his  having  to  expend  for  medical 
care  those  funds  needed  for  the  necessities  of  life. 
Unfortunately,  our  present  regulations  do  not 
comply  with  this  definition  of  eligibility  as  worded 
in  the  state  law,  and  I hope  we  can  remedy  this 
inequity  in  eligibility  soon. 

We  must,  of  course,  trim  the  program  to  keep 
expenditures  within  the  state  appropriation.  In 
the  past  two  years,  however,  the  counties  of  Flor- 
ida have  spent  better  than  $15,000,000  in  provid- 
ing health  services  for  needy  sick  65  years  of  age 
and  over.  In  the  next  biennium  they  stand  to  be 
relieved  of  about  half  this  expenditure  through 
the  existing  Medical  Assistance  for  the  Aged  pro- 
gram. 

The  major  expenses  have  been  in  the  1 1 
largest  counties  over  100,000  population.  If  these 
counties  would  agree  to  a joint  plan,  it  would  be 
possible  to  obtain  60  per  cent  federal  reimburse- 
ment, without  increased  state  appropriation,  for 
the  other  half  of  the  expenditures  for  the  aged 
sick  which  the  counties  are  now  wholly  supporting. 

Summary 

In  summary,  therefore,  the  present  Medical 
Assistance  for  the  Aged  in  Florida  will  provide  up 
to  30  days  of  hospital  care  and  subsequent  home 


nursing  care  for  Florida  residents  65  years  of  age 
and  over  who  have  monthly  incomes  of  less  than 
$150,  savings  of  less  than  $1,200,  and  no  property 
other  than  a homestead.  State  and  federal  funds 
totalling  $7,500,000  are  available  to  provide  these 
services  during  the  next  two  years. 

I hope  the  eligibility  regulations  can  be 
changed  to  comply  with  the  law  so  as  to  provide 
such  services  to  those  aged  whose  resources  have 
been  reduced  by  incurred  or  immediately  antici- 
pated medical  expenses  tP  the  extent  that  they 
would  not  have  sufficient  funds  for  the  necessities 
of  life  as  determined  by  the  Department  of  Wel- 
fare. 

I hope  we  can  provide  outpatient  care  as  part 
of  the  hospital  care  so  as  to  cut  down  on  costly 
inpatient  hospital  care  and  I hope  this  can  be 
provided  by  60  per  cent  federal  reimbursement 
of  e.xpenditures  now  being  made  by  the  counties. 

Finally,  I hope  the  Congress  will  amend  the 
Kerr-Mills  Act  to  permit  ^ledical  Assistance  for 
the  Aged  plans  to  participate  with  eligible  aged 
in  payment  of  premiums  for  acceptable  health 
care  insurance  and  thereby  encourage  self  reliance 
and  obviate  the  necessity  of  welfare  investigation 
at  the  time  of  illness. 

In  this  manner,  states  and  counties  can  pro- 
vide for  the  needy  in  accordance  with  their  con- 
stitutional responsibility  with  the  hope  of  re- 
habilitation of  the  recipient  to  self  reliance. 

Ultimately,  I hope,  after  we  have  gained  more 
experience  and  determined  the  cost,  we  can  swap 
the  federal  grant-in-aid  to  Florida  for  one  of  the 
federal  ta.xes  imposed  on  the  people  of  Florida. 
Frankly,  I expect  this  ultimate  hope  may  be 
achieved  just  this  side  of  the  millennium,  but  there 
is  no  faith  in  charity  without  hope. 


Metamucil 

It  has  been  said  that  Mother  Nature  is  a veritable  storehouse  of  untapped 
remedies.  Of  course,  medicine  has  utilized  a number  of  natural  products — as  an 
example,  the  “silly”  psyllium  seed  in  the  bulk  laxatives.  See  page  181. 
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Problems  in  Providing  Nonsurgical 
Health  Insurance  for  Young  and  Old 


Alan  M.  Thaler 
Newark,  N.  J. 

The  Health  Insurance  Council 

I am  speaking  to  you  today  as  a representative 
of  the  Health  Insurance  Council.  I am  sure  that 
some  of  you  have  already  had  contacts  with  the 
Florida  State  Committee  of  the  Health  Insurance 
Council.  I would  like  to  tell  you  just  a little  about 
the  Council  and  its  activities  at  the  national  and 
state  levels  so  that  you  can  better  understand 
what  I represent  and  the  context  of  some  of  the 
remarks  that  I shall  make. 

The  insurance  business  is  no  different  than 
other  businesses  in  that  there  are  a great  many 
different  associations  within  it  which  are  designed 
to  cater  to  the  special  needs  of  its  various  seg- 
ments. When  the  health  insurance  business  began 
to  develop  in  the  ’40s,  it  was  realized  that  there 
was  no  single  group  to  speak  for  the  insurance 
business  in  connection  with  its  relations  with  doc- 
tors, hospitals  and  others  concerned  with  health 
services.  As  a result,  there  was  formed  for  this 
purpose  a federation  of  the  various  insurance  as- 
sociations, and  it  was  called  the  Health  Insurance 
Council.  The  Council  operates  through  a number 
of  committees.  The  committee  members  consist  of 
insurance  company  executives  from  all  parts  of 
the  country,  and  it  is  the  function  of  these  com- 
mittees to  find  the  answers  to  the  many  practical 
problems  which  confront  the  health  insurance 
business  in  its  relations  with  doctors,  hospitals 
and  other  providers  of  health  services. 

To  illustrate  the  work  of  the  Health  Insurance 
Council,  I might  mention  two  important  accom- 
plishments which  it  has  worked  hard  to  achieve. 
One  has  been  the  development  of  uniform  hos- 
pital and  medical  report  forms.  I am  sure  that 
most  of  you  in  this  room  have  many  times  de- 
plored the  time  required  in  the  completion  of 
insurance  company  forms  and  the  great  variety 
of  such  forms  that  come  across  your  desk.  As  a 
result  of  the  efforts  of  the  Health  Insurance  Coun- 
cil, insurance  companies  have  done  much  to  sim- 
plify and  standardize  their  forms.  The  stand- 

Second  V^ice  President,  Prudential  Insurance  Company  of 
America,  Newark,  N.J. 

Read  before  the  Florida  Society  of  Internal  Medicine,  Holly- 
wood, May  18,  1963. 


ardized  forms  were  developed  by  the  Council  in 
consultation  with,  and  have  the  approval  of,  the 
Council  on  Medical  Service  of  the  American 
Medical  Association.  Another  important  accom- 
plishment has  been  the  development  of  hospital 
admissions  plans  which  simplify  the  hospital  ad- 
missions requirements  for  persons  with  various 
forms  of  health  insurance.  In  the  last  few  years, 
the  Health  Insurance  Council  has  encouraged  the 
development  of  State  Committees  of  the  Council, 
and  the  Committee  in  the  State  of  Florida  is  a 
very  active  one. 

The  Insurance  Mechanism 

Whenever  we  consider  the  problems  of  health 
insurance,  it  is  desirable  to  review  some  of  the 
basic  principles.  The  most  important  single  factor 
which  must  be  remembered  is  that  the  insurance 
mechanism  does  not  of  itself  create  any  new 
money.  Persons  who  purchase  insurance  are  still 
paying  for  their  health  care  in  the  same  way  as  a 
person  who  does  not  have  health  insurance.  They 
have  merely  made  certain  arrangements  that  per- 
mit the  averaging  of  these  costs  with  other  per- 
sons. It  follows,  therefore,  that  if  persons  who 
have  health  insurance  are  unnecessarily  confined 
in  a hospital,  have  unneeded  diagnostic  procedures 
or  incur  unusually  high  medical  bills,  these  costs 
will  in  due  course  be  reflected  in  the  cost  of 
premiums  that  the  individual  pays  for  his  insur- 
ance. When  this  happens,  a person  who  is  paying 
for  the  insurance  may  decide  that  the  price  is  too 
high  and  may  request  lower  benefits  or  may  decide 
to  terminate  the  insurance. 

Very  often  the  insurance  business  is  criticized 
because  a plan  of  insurance  does  not  conform  pre- 
cisely to  medical  practice  or  because  the  benefit 
payments  may  not  make  proper  allowance  for 
the  skill  and  training  of  a specialty  group.  When 
you  encounter  such  a situation,  I hope  you  will 
not  place  the  entire  blame  on  the  insurance  busi- 
ness. Most  insurance  companies  today  do  make 
available  policies  with  very  broad  benefits.  You 
can  understand  that  the  broader  the  benefits — 
the  higher  the  premiums  must  be.  To  date,  most 
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of  the  buying  public  has  purchased  lower-priced 
products  which  are  also  made  available  by  the 
insurance  business,  and  this  of  necessity  means 
correspondingly  reduced  benefits.  Insurance  com- 
panies have  operated  under  the  philosophy  that  it 
is  better  to  provide  insurance  against  some  of  the 
hazards  and  against  part  of  the  total  cost  rather 
than  not  to  provide  the  insurance  at  all.  We  have 
been  struggling  with  this  economic  problem  for 
a long  time.  We  can  only  provide  what  people 
are  willing  to  pay  for.  We  have  been  making  real 
progress,  however,  in  developing  the  taste  of  the 
public  for  better  benefits.  I would  like  to  tell  you 
about  some  of  the  progress  that  is  being  made 
and  about  some  of  the  problems  that  are  being 
faced  as  a result. 

The  Growth  of  Health  Insurance 

It  is  commonly  assumed  that  the  insurance 
business  can  easily  influence  the  nature  and  extent 
of  health  insurance  benefits  being  purchased  by 
the  public.  Certainly  the  insurance  business  can 
influence  these  buying  habits,  but  it  is  not  easy. 
As  I have  already  indicated,  the  consumer  is  con- 
cerned with  the  cost  of  what  he  is  buying  and  has 
preconceived  ideas  on  how  much  he  should  spend. 
Also,  as  I shall  explain  as  we  proceed,  the  buying 
public,  of  which  an  important  segment  is  em- 
ployers and  unions,  has  preconceived  ideas  on 
the  kind  of  benefits  it  wishes  to  purchase. 

The  growth  of  health  insurance  in  the  United 
States  did  not  really  get  under  way  until  the  end 
of  the  ’30s.  The  rapid  development  of  Blue  Cross- 
Blue  Shield  plans  across  the  nation  at  that  time 
set  the  pattern  for  hospital  and  surgical  coverage, 
and  the  insurance  industry  joined  in  filling  this 
demand.  It  was  not  until  the  late  ’40s  that  there 
was  any  extensive  departure  from  this  pattern 
through  the  sale  of  benefits  for  diagnostic  care  and 
for  medical  services  in  the  home  and  doctor’s  of- 
fice. As  you  know,  group  insurance  as  distin- 
guished from  individual  policies  played  by  far 
the  most  significant  part  along  with  Blue  Cross 
and  Blue  Shield  in  the  rapid  growth  of  health  in- 
surance. To  a large  extent,  the  benefits  sold  were 
the  result  of  collective  bargaining  agreements  be- 
tween employers  and  unions.  As  a result  of  these 
influences,  the  extent  of  hospital  coverage  grew 
by  1950  to  the  point  where  76  million  people 
were  covered  for  hospital  expense  insurance,  54 
million  for  surgical  insurance — but  only  21  mil- 
lion were  covered  for  a rather  limited  form  of  non- 
surgical  medical  expense  insurance. 


It  was  about  that  time  that  the  insurance  in- 
dustry began  to  develop  an  awareness  of  the  fact 
that  the  health  insurance  which  was  being  sold 
was  aimed  at  covering  much  too  limited  a portion 
of  the  total  medical  care  needs  of  an  individual, 
that  it  was  directed  too  much  towards  providing 
insurance  against  the  smaller  more  easily  budgeted 
expenses,  and  that  there  remained  an  important 
unfilled  need  to  insure  against  the  more  dramatic 
expenses  of  a long  illness  and  against  nonsurgical 
medical  care. 

The  Development  of  Major  Medical 
Expense  Insurance 

The  result  of  this  self  examination  was  the 
development  of  a new  health  insurance  plan  which 
was  called  Major  Medical  Expense  insurance. 
This  differed  from  the  traditional  health  insur- 
ance, which  has  been  offered  by  insurance  com- 
panies, in  several  important  respects.  First,  it  did 
not  limit  coverage  only  to  certain  limited  and 
specified  types  of  medical  care,  but  rather  en- 
compassed the  full  spectrum  of  usual  medical 
treatment.  Secondly,  it  was  directed  towards  pro- 
tecting the  individual  against  severe  illness,  and 
a maximum  benefit  of  $5,000  or  $10,000  was  pro- 
vided. Thirdly,  it  had  to  recognize  the  fact  that 
the  cost  of  an  all-inclusive  coverage  would  be 
beyond  the  reach  of  most  insurance  buyers  and 
that  some  compromise  was  necessary.  For  the 
purpose,  therefore,  of  controlling  premium  cost, 
there  was  introduced  the  concepts  of  a deductible 
amount  and  of  coinsurance.  The  deductible  was 
designed  to  eliminate  the  less  costly  illnesses 
which  the  insured  could  take  care  of  himself.  The 
coinsurance  idea  was  intended  to  give  the  insured 
a continuing  interest  in  the  nature,  extent  and 
cost  of  the  medical  services  that  he  obtained. 
Usually  under  a Major  Medical  plan,  the  policy 
will  pay  75  per  cent  or  80  per  cent  of  the  insured’s 
expenses  above  the  deductible  amount.  The  20 
per  cent  or  25  per  cent  which  the  insured  pays 
himself  is  the  portion  which  is  co-insured. 

]\Iajor  Medical  policies  of  the  type  I have 
just  described  first  became  available  in  1951. 
Many  of  us  anticipated  that  the  growth  of  this 
new  form  of  coverage  would  be  rapid,  but  instead 
it  was  disappointing  to  find  that  our  progress  in 
winning  acceptance  for  Major  Medical  Expense 
insurance  was  slow.  It  was  not  until  1954  or  1955 
that  the  insurance  industry  began  making  any 
sizable  inroads  into  the  market  for  this  form  of 
coverage.  Even  at  that  time  and  to  this  very  day, 
this  progress  has  been  made  not  on  the  basis  of 
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presenting  this  as  a completely  new  product  but 
essentially  on  the  basis  of  selling  this  form  of 
coverage  in  conjunction  with  first  dollar  hospital 
and  surgical  benefits.  By  “first  dollar”  benefits  I 
mean  benefits  which  are  payable  without  the  im- 
position of  a deductible  amount,  for  example,  from 
the  first  day  of  hospital  confinement.  In  other 
words,  most  plans  sold  today  still  provide  for 
some  so-called  first  dollar  coverage  for  hospital 
and  surgical  expenses.  The  deductible  and  co- 
insurance  features  of  the  more  comprehensive 
Major  Medical  Expense  insurance  usually  apply 
only  to  the  balance  of  the  plan.  Ideally,  the  same 
deductible  and  coinsurance  percentage  should 
apply  to  all  types  of  medical  services,  including 
hospitalization.  Then  there  would  be  no  incentive 
to  put  people  in  the  hospital  for  those  tests  physi- 
cians can  perform  in  their  own  offices.  The  fact 
that  these  first  dollar  benefits  for  hospital  and 
surgical  expenses  are  still  so  prevalent  is  proof 
of  how  tenaciously  the  public  has  preserved  its 
purchasing  habits  acquired  in  the  late  ’30s  and 
early  ’40s.  Nevertheless,  real  progress  has  been 
made  in  the  growth  of  Major  Medical  Expense 
insurance  and  this  form  of  coverage  has  been  in- 
creasing each  year  at  a faster  rate  so  that  today 
we  have  roughly  40  million  people  who  are  pro- 
tected by  Major  Medical  Expense  insurance. 

Problems  Arising  from  Major  Medical 
Expense  Insurance 

While  the  introduction  of  Major  Medical  and 
its  rapid  growth  have  been  a big  step  forward  in 
providing  adequate  health  Insurance  coverage, 
especially  in  the  nonsurgical  area,  it  has  brought 
to  the  fore  problems  which  previously  the  insur- 
ance industry  was  not  required  to  face.  Before 
the  advent  of  Major  Medical,  most  health  in- 
surance policies  provided  for  the  payment  of 
stated  benefits  for  each  day  of  confinement  in  a 
hospital  and  stated  benefits  for  each  surgical  pro- 
cedure or  for  each  visit  to  a doctor’s  office.  The 
benefits  were  set  generally  not  in  excess  of  the 
going  rates,  and  if  an  insured  incurred  a loss, 
there  was  little  or  no  question  as  to  the  amount 
to  which  he  was  entitled  under  the  policy.  Major 
Medical  policies  on  the  contrary  do  not  generally 
contain  these  fixed  dollar  limits.  Most  such  poli- 
cies do,  however,  contain  provisions  which  state 
that  benefits  will  be  paid  only  for  necessary  care 
and  treatment  of  the  insured  and  also  provide 
that  only  those  charges  which  are  at  the  usual  and 
customary  level  will  be  recognized  as  eligible  un- 
der the  policy.  You  can  readily  understand  that 


this  kind  of  policy  language  presents  some  real 
administrative  problems  for  an  insurance  com- 
pany. Insurance  companies  readily  enough  came 
to  the  conclusion  that  it  was  both  important  and 
desirable  to  include  such  control  provisions  in 
Major  Medical  Expense  insurance.  To  go  about 
administering  these  provisions,  however,  in  a fair 
and  equitable  manner  has  not  been  such  an  easy 
matter. 

Most  claims  for  benefits  under  Major  Medical 
policies  today  can  be  processed  in  routine  fashion. 
It  is  generally  clear  from  the  nature  of  the  dis- 
ability and  the  treatment  that  the  services  per- 
formed were  necessary,  and  in  the  vast  majority 
of  situations  the  insurance  carrier  finds  that  the 
charges  for  the  necessary  services  are  within  the 
“usual  and  customary”  concept  of  the  policy. 
This  is  not  true  of  all  claims,  however,  and  when 
the  study  of  a claim  indicates  possible  overtreat- 
ment or  what  may  appear  to  be  excessive  charges, 
the  matter  must  be  explored  and  resolved.  Most 
insurance  companies  have  gained  a great  deal  of 
experience  in  dealing  with  this  type  of  problem  in 
the  last  few  years.  If  a claim  is  made  and  the 
charges  appear  high  to  the  insurance  company, 
the  company  will  attempt  to  appraise  it  with  all  of 
the  facts  available  to  them — taking  into  account 
such  factors  as  the  special  skills  and  training  of 
the  physician,  the  level  of  charges  in  the  immedi- 
ate area,  the  income  of  the  insured,  the  severity 
and  difficulty  of  the  case,  and  other  factors.  In 
many  cases,  by  reviewing  these  facts  or  through  a 
discussion  with  the  physician,  the  claim  can  be 
satisfactorily  settled.  One  basic  point  must  be  un- 
derstood— if  Major  Medical  Expense  insurance  is 
to  continue  to  work  satisfactorily — the  physician 
should  not  use  the  existence  of  the  insurance  as 
one  of  the  criteria  in  the  setting  of  his  fees.  If 
this  is  done,  the  result  will  be  to  raise  the  cost 
of  medical  care  for  the  insured  population  above 
that  of  the  uninsured,  and  on  that  basis  voluntary 
Insurance  may  not  survive. 

In  some  claim  situations,  there  is  a bona  fide 
difference  of  opinion  or  some  question  which  can- 
not be  easily  resolved,  and  for  use  in  this  type  of 
situation,  a relatively  new  mechanism  has  been 
developed.  I am  now  referring  to  the  Review 
Committee  procedure  which  has  been  developed 
in  many  parts  of  the  country  including  Florida. 
As  in  your  situation  in  Florida,  these  committees 
are  organized  by  the  Medical  Society  at  the  coun- 
ty level  in  cooperation  with  the  State  Society. 
The  Review  Committee  consists  of  a group  of 
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doctors  who  give  objective  and  impartial  advice 
to  insurers  as  well  as  physicians.  The  State  Com- 
mittees of  the  Health  Insurance  Council  are  glad 
to  provide  technical  advice  and  assistance  in  con- 
nection with  the  establishment  of  such  Commit- 
tees. If  an  insurance  company  has  difficulty  in 
making  a determination  on  a claim  involving  a 
physician’s  charges,  it  may  seek  the  advice  of 
the  Review  Committee.  Likewise,  if  the  doctor  is 
not  satisfied  with  the  way  the  insurance  company 
has  resolved  a problem  relating  to  his  charges,  he 
may  in  turn  refer  the  matter  to  the  Review  Com- 
mittee. These  procedures  are  working  well.  In 
1961  the  House  of  Delegates  of  the  American 
Medical  Association  gave  recognition  to  these 
problems  resulting  from  health  insurance  and 
adopted  a recommendation  encouraging  each  state 
medical  association  to  develop  and  administer 
Review  and  Utilization  Committees.  Perhaps 
more  than  anything  else  that  is  being  gained  from 
the  operation  of  these  committees  is  a better 
understanding  on  the  part  of  the  insurance  in- 
dustry of  the  doctor’s  problems  and  conversely 
a better  understanding  on  the  part  of  the  doctor 
of  the  problems  relating  to  the  cost  and  admin- 
istration of  insurance. 

Problems  of  Insuring  the  Aged 

When  Dr.  Butler  wrote  to  me,  he  indicated 
special  interest  in  the  problems  of  insuring  our 
senior  citizens.  You  may  very  well  ask  if  volun- 
tary health  insurance  has  made  such  dramatic 
progress  starting  from  a point  of  almost  no  cover- 
age to  the  point  where  there  are  today  over  140 
million  people  who  have  some  form  of  protection 
and  over  100  million  of  these  with  coverage  for 
nonsurgical  physician’s  visits — why  should  there 
still  be  such  an  important  problem  existing  among 
our  senior  citizens?  In  looking  at  this  problem, 
it  should  be  kept  in  mind  that  the  greatest  por- 
tion of  the  growth  of  health  insurance  has  been 
under  group  type  plans  where  persons  have  been 
covered  in  connection  with  their  employment. 
The  emphasis  has  been  on  developing  and  ex- 
panding these  plans  for  the  working  force.  It  has 
only  been  within  the  past  10  years  that  attention 
has  been  focused  on  the  problem  of  continuing 
these  benefits  beyond  retirement.  Many  em- 
ployers are  today  providing  such  continuation  of 
coverage,  but  again  it  has  taken  time  to  educate 
all  concerned  to  the  need  for  this  protection  to 
the  point  that  they  are  willing  to  pay  the  costs 
that  go  with  these  benefits, 


It  should  be  realized  that  an  older  person  be- 
comes ill  more  frequently  and  for  longer  durations 
with  the  result  that  the  annual  cost  of  providing 
health  insurance  for  such  a person  may  be  from 
two  to  four  times  that  of  providing  coverage  for 
the  younger  active  members  of  a group. 

In  spite  of  the  slow  start  that  was  made  in 
tackling  this  problem  of  providing  coverage  for 
retired  persons,  remarkable  progress  has  been 
made  in  the  past  10  years.  Currently,  there  are 
over  10  million  people  in  the  United  States  age 
65  and  over  with  some  form  of  private  health  in- 
surance coverage.  This  represents  60  per  cent  of 
the  total  noninstitutionalized  aged  population. 
As  an  indication  of  the  progress  that  has  been 
made,  this  figure  should  be  compared  with  a 
figure  of  about  three  million  persons  covered  10 
years  earlier.  The  insurance  industry  has  been 
tackling  this  problem  of  providing  coverage  for 
the  aged  with  increasing  vigor,  and  there  seems 
little  doubt  but  that  the  problem  of  providing 
coverage  for  this  segment  of  our  population  on  a 
voluntary  basis  will,  to  a great  extent,  be  taken 
care  of  within  the  next  few  years  if  action  by  the 
federal  government  does  not  intervene. 

Coverages  Being  Offered  the  Aged  Today 

Perhaps  you  would  like  a quick  summary  of 
what  is  being  done  today  in  this  area  of  coverage. 
First  of  all,  we  have  the  coverage  provided  by 
Blue  Cross-Blue  Shield.  Blue  Cross-Blue  Shield 
has  consistently  made  it  a practice  to  provide 
continuation  of  coverage  on  older  persons  and 
now,  in  addition,  offer  individual  enrollment  plans 
for  the  aged.  There  are  today  over  five  million 
persons  age  65  and  over  covered  under  Blue  Cross 
plans.  Of  these,  over  three  million  persons  have 
Blue  Shield  coverage. 

Also,  there  are  those  persons  who  have  con- 
tinued to  be  covered  under  group  health  insurance 
policies  following  retirement.  This  is  an  increas- 
ingly important  area  of  coverage,  and  the  breadth 
of  this  coverage  is  becoming  greater.  A significant 
number  of  group  plans  now  provide  for  the  con- 
tinuation of  Major  Medical  benefits  into  retire- 
ment. Many  other  group  plans  which  do  not 
provide  as  yet  for  a continuation  of  benefits 
contain  a conversion  privilege  which  permits  a 
person  to  purchase  without  evidence  of  insurabil- 
ity an  individual  policy  at  retirement. 

Next,  we  have  the  individual  health  insurance 
policies  being  offered  to  senior  citizens  by  a large 
number  of  insurance  companies.  Again  we  find 
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the  pattern  of  the  development  of  the  health  in- 
surance business  has  been  repeated  here.  By  far 
the  bulk  of  the  coverage  that  has  been  offered  to 
senior  citizens  until  now  under  these  individual 
policies  has  been  hospital-surgical  expense  insur- 
ance. A long  list  of  companies  offers  these  plans 
on  an  individually  underwritten  basis.  A few 
companies  have,  however,  experimented  with  a 
mass  marketing  technique  under  which  during 
certain  open  enrollment  periods  all  persons  age  65 
or  over  are  permitted  to  enroll  and  become  insured 
subject  only  to  a relatively  short  waiting  period 
on  any  pre-existing  conditions.  This  technique 
has  been  a valuable  step  forward  in  extending  in- 
surance protection  to  senior  citizens  who  might 
otherwise  find  themselves  to  be  uninsurable. 

Within  the  last  year  or  two,  there  have,  how- 
ever, been  some  most  interesting  developments  in 
providing  Major  Medical  type  coverage  for  these 
older  people  using  the  mass  marketing  technique 
already  mentioned.  Experimentation  with  this 
type  of  plan  has  gone  forward  not  only  on  the 
basis  of  the  offerings  of  certain  individual  com- 
panies but  also  on  the  basis  of  certain  state  plans 
in  which  a number  of  insurers  have  joined  in 
underwriting  this  type  of  benefit.  In  this  last 
connection,  Connecticut  insurance  companies  led 
the  way  in  1961  with  the  formation  of  the  Asso- 
ciated Connecticut  Health  Insurance  Companies. 
All  the  residents  of  Connecticut  65  years  or  older 
were  given  an  opportunity  to  enroll  under  this 
plan.  The  plan  was  highly  publicized  in  news- 
papers, on  television  and  on  the  radio.  During 
the  first  open  enrollment  period,  which  was  held 
in  September  of  1961,  approximately  22,000  of 
the  estimated  240,000  over  65  enrolled  under  the 
plan.  Additional  enrollment  periods  held  since 
then  have  added  about  8,000  to  the  plan.  Those 
enrolling  were  offered  four  options.  Each  of  these 
options  contained  Major  Medical  Expense  bene- 
fits. Two  of  the  four  options  also  included  basic 
hospital  and  surgical  benefits.  The  Major  Medical 
provisions  of  the  plan  include  benefits  for  doctors’ 
calls,  drugs,  diagnostic  services,  private  duty  nurs- 
ing care  and  certain  convalescent  nursing  home 
benefits.  The  cost  of  the  most  liberal  plan  provid- 
ing $10,000  Major  Medical  plus  a plan  of  basic 
hospital-surgical  benefits  was  $17  a mon^h. 

The  idea  of  this  plan  spread  to  New  York  and 
Massachusetts  the  following  year.  Legislation  au- 
thorizing the  offering  of  such  a plan  was  passed 
in  both  of  these  states,  and  last  fall  plans  were 
offered  in  both  New  York  and  Massachusetts.  In 


New  York,  during  the  first  open  enrollment 
period,  which  was  held  last  October,  107,000  out 
of  approximately  1,700,000  elderly  persons  en- 
rolled. In  Massachusetts,  approximately  50,000 
enrollments  out  of  an  estimated  570,000  were  ob- 
tained. At  the  present  time,  the  creation  of  similar 
plans  in  other  states  is  under  study.  It  is  still 
much  too  early  to  evaluate  the  success  of  these 
plans,  but  it  is  clear  that  an  important  contri- 
bution has  been  made  by  the  participating  insur- 
ance companies  in  making  this  broad  form  of 
health  insurance  coverage  available  to  this  seg- 
ment of  the  population.  It  would  seem  that  the 
availability  of  such  plans  and  coverage  does 
much  towards  putting  within  reach  of  persons 
over  65  both  basic  and  Major  Medical  coverage. 

The  Role  of  Government 

We  may  well  ask,  if  voluntary  health  insur- 
ance is  making  these  important  steps  forward  in 
covering  the  aged — in  improving  the  scope  and 
extent  of  insurance — what  then  should  be  the  role 
of  the  federal  government  in  filling  this  need? 
The  answer  is  that  if  the  government  will  give 
voluntary  insurance  a little  more  time,  free  enter- 
prise will  get  the  job  done  in  good  fashion  for  all 
those  who  can  afford  to  pay  for  insurance.  For 
those  who  cannot  afford  to  pay  their  medical  bills 
or  purchase  insurance,  there  are  already  two 
governmental  mechanisms  for  taking  care  of  this 
problem.  One  is  the  Old  Age  Assistance  program 
for  the  indigent.  The  other  is  the  Medical  Assist- 
ance for  the  Aged  program  under  the  more  re- 
cent Kerr-Mills  Act  which  enables  individual 
states  with  the  help  of  matching  federal  funds  to 
set  up  medical  benefit  programs  for  those  persons 
not  under  Old  Age  Assistance  but  who,  neverthe- 
less, require  medical  assistance.  This  makes  pro- 
vision for  the  only  other  group  which  seems  in 
need  of  medical  care  and  unable  to  pay  for  it. 

A number  of  states  have  taken  action  to  imple- 
ment provisions  of  the  Kerr-Mills  law.  It  takes 
money  at  the  state  level,  however,  to  effect  this 
implementation.  An  increasing  number  of  states 
are  taking  action.  At  this  point  of  time,  32  states 
have  taken  advantage  of  the  Kerr-Mills  law  to 
make  provision  for  Medical  Assistance  for  the 
Aged  benefits  to  the  medically  indigent.  At  the 
present  time,  14  per  cent  of  the  over  65  popula- 
tion are  eligible  for  benefits  under  the  programs  of 
Old  Age  Assistance  or  Medical  Assistance  for  the 
Aged.  This  14  per  cent,  when  added  to  the  60 
per  cent  covered  by  some  form  of  voluntary  health 
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insurance,  gives  the  impressive  total  of  74  per 
cent.  It  would,  therefore,  seem  that  with  the 
progress  being  made  under  the  Kerr-Mills  law, 
plus  the  continued  advances  of  voluntary  health 
insurance,  any  case  which  can  be  made  for  a need 
for  further  federal  intervention  in  the  form  of  a 
medicare  program  is  a rapidly  disappearing  one. 

A Look  at  the  Future 

Having  devoted  this  amount  of  time  to  a dis- 
cussion of  the  growth  of  health  insurance  and  to 
the  problems  that  exist  today,  I cannot  resist  a 
little  speculation  on  what  the  future  holds.  When 
I look  at  the  progress  that  has  been  made  in  the 
last  few  years  in  broadening  the  scope  of  benefits 
— in  extending  coverage  to  the  aged  and  uninsur- 
able — in  improved  understanding  and  relations 
between  doctors,  hospitals  and  the  insurance  in- 
dustry, I cannot  help  but  feel  an  overwhelming 
sense  of  optimism  as  to  the  continued  progress 
that  will  be  made.  Health  insurance  will  continue 
to  move  in  the  direction  of  providing  more  com- 


prehensive coverage  and  more  and  more  we  will 
see  it  e.xpanding  into  the  field  of  diagnostic  and 
preventive  care,  as  well  as  home  care  and  treat- 
ment in  the  nursing  home.  I think  we  will  con- 
tinue to  see  a diminishment  in  the  relative  popu- 
larity of  the  narrower  forms  of  health  insurance 
which  are  limited  to  in-hospital  and  surgical  bene- 
fits. In  making  these  predictions,  I do  not  mean  to 
speak  in  any  disparaging  way  of  these  basic  cover- 
ages, for  they  have  been  the  building  blocks  upon 
which  the  voluntary  health  insurance  system  has 
been  built. 

These  improvements  to  which  I look  forward 
will  not  come  about,  however,  without  a continued 
uphill  struggle  to  solve  the  many  problems  which 
still  confront  us.  Many  of  those  important  prob- 
lems— those  dealing  with  overutilization  and  the 
provision  of  high  quality  medical  care  at  reason- 
able cost  to  the  public — are  problems  which  we 
will  have  to  work  together  to  solve.  These  are 
problems  which  together,  I am  sure,  we  can  and 
will  solve. 


Woman 's  Auxiliary 


Florida  Auxiliary  Medical  Education  Fund 


This  fund  was  started  in  1950  and  has  served  many  students  in  many  communities.  The  pur- 
pose is  to  assist  students  in  obtaining  training  in  any  of  the  allied  medical  careers.  .\ny  county 
auxiliary  may  borrow  from  the  state  fund  for  a worthwhile  student.  The  repayment  is  due  one 
year  after  graduation,  giving  the  student  time  to  find  employment. 

Up  to  now  the  fund  has  predominantly  helped  nursing  students.  This  year  Duval  County 
.\uxiliary  transacted  a loan  to  a student  in  the  College  of  Pharmacy  at  the  University  of  Florida. 
We  were  very  happy  for  this  opportunity  as  its  broadens  our  usefulness  in  the  whole  field  of 
medicine  and  allied  sciences.  This  is  a first  in  other  ways  also:  to  an  advanced  student,  and  to 
a man. 

Some  county  auxiliaries  have  loan  funds  for  their  own  students.  This  is  a worthy  project 
since  it  makes  for  a more  pers’onal  approach.  Dade  County  has  helped  hundreds  of  students  and 
are  very  interested  in  “their  girls.” 

Hillsborough  County  .\uxiliary  has  recently  set  up  a fund  fior  grants.  This  is  with  the  co- 
operation of  the  Gordon  Keller  School  of  Xursing  whose  Director  contacts  the  auxiliary  when  a 
second  or  third  year  student  would  'otherwise  have  to  terminate  her  career. 

Through  this  loan  fund  the  Medical  Auxiliary  is  endeavoring  to  assist  the  doctors  in  per- 
petuating the  high  ideals  of  the  profession. 

Mrs.  Kenneth  Weiler,  Chairman 

pLORroA  .\UXILIARY  MeDICAI.  EDUCATION  FUND 
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Democracy  In  Action 

God  grant  me  the  serenity  to  accept 
The  things  I cannot  change, 

Courage,  to  change  the  things  I can. 

And  wisdom,  to  know  the  difference. 

Prayer  by  Dr.  Reinhold  Niebuhr 
(1935) 

Unlike  the  slogan  advertised  by  a national  oil  company,  we  are  unable  to  say: 
“Not  a speck  of  trouble.”  But  we  can  paraphrase  the  sentiment  expressed  in  the 
same  advertisement  to  remark  that  the  public  expects  more  from  Florida  physicians, 
and  they  get  it. 

At  Orlando,  where  the  Sixth  Annual  Conference  of  Presidents  and  Secretaries 
of  county  societies  comprising  the  Florida  Medical  Association  met  in  late  January, 
we  found  many  topics  of  disagreement.  Representing  28  societies  and  more  than  95 
per  cent  of  the  membership  in  the  state,  there  were  130  registrants  for  the  meeting. 
The  agenda  included  national  and  state  legislative  programs,  indigent  care  and  medi- 
cal services,  and  a panel  on  medical  economics,  in  addition  to  a broad  consideration 
of  insurance  and  investment  plans  sponsored  by  the  Association.  Our  honored  guest. 
Dr.  Ernest  B.  Howard,  Assistant  Executive  Vice  President  of  the  American  IMedical 
Association,  brought  a message  of  encouragement  in  his  inimitable  way.  He  gave  a 
synopsis  of  progressive  changes  in  American  medicine,  as  interpreted  by  the  American 
Medical  Association  Board  of  Trustees,  and  emphasized  their  relationship  to  the 
practice  of  our  profession,  outlining  proposals  of  action  to  combat  difficult  problems. 

A good  portion  of  the  program  was  devoted  to  free  round  table  discussion  of 
problems  encountered  by  county  medical  society  presidents  and  secretaries.  This 
provided  an  opportunity  for  exchange  of  ideas  and  for  the  presentation  of  novel  ap- 
proaches to  the  solution  of  difficulties  encountered  here  and  there  in  our  state  pro- 
grams. By  discussion,  after  clear  presentation  of  the  various  difficulties,  a certain 
meeting  of  minds  occurred.  The  method  seems  to  be  a good  one  for  clarification  of 
many  misunderstandings. 

This  brings  us  to  an  important  fact  so  frequently  overlooked.  Each  participant 
and  every  member  of  the  Association  attending  such  conferences  is  busy  in  the  par- 
ticular phase  of  Medicine  which  occupies  his  time  and  thoughts  at  home.  Yet  all  of 
them,  leaders  in  their  respective  county  societies  and  communities,  give  freely  and 
voluntarily  of  their  time  and  talents  for  the  betterment  of  the  profession  in  Florida. 
By  reason  of  this  devoted  service  a great,  constructive  contribution  is  made. 

Throughout  the  year  there  are  many  scheduled  Council  and  Committee  meet- 
ings. In  preparation  for  this  administration,  it  was  most  heartening  to  receive  the 
many  expressions,  from  our  members,  of  eagerness  and  desire  to  serve  Medicine  in 
various  capacities  within  the  state.  The  loyalty  and  devotion  of  so  many  Committee 
members  during  1963-1964  indicates  the  sincerity  of  those  expressions.  We  have  a 
wonderful  organizational  setup,  an  excellent  executive  staff,  and  a general  awareness 
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that  there  is  a job  to  be  done.  The  policies  and  programs  of  the  Association  originate 
and  are  implemented  by  its  Councils  and  Committees.  More  than  60  Committees  are 
grouped  into  10  Councils,  providing  for  close  cooperation  and  coordinated  effort. 
Since  standing  Committees,  through  their  respective  Councils,  report  to  the  Board  of 
Governors  by  way  of  the  Executive  Committee,  each  member  has  an  opportunity  to 
help  with  any  action  or  policy  for  the  benefit  of  the  Association  as  a whole.  The 
Board,  in  turn,  reports  to  the  House  of  Delegates.  And,  conversely,  actions,  requests 
or  directives  from  the  House  of  Delegates,  Board  of  Governors  or  Officers  are  sent 
to  the  appropriate  Council  or  Committee  for  study  or  implementation.  All  policy, 
then,  should  be  representative  of  the  entire  membership,  if  considered  and  approved 
through  the  democratic  processes  which  are  provided. 

The  importance  and  responsibility  of  Committees  cannot  be  overemphasized. 
Much  of  our  progress  during  recent  years  has  been  the  result  of  effective  utilization 
of  ideas  springing  from  the  enthusiasm  and  dedicated  effort  of  our  Committee  mem- 
bers. And  the  fine  thing  is  that  each  individual  can  be  heard,  making  his  contribu- 
tion as  a member,  but  through  proper  channels. 

Perhaps,  at  times,  an  honest  mistake  has  been  made.  But  the  mechanism  is  pro- 
vided in  our  organizational  structure  to  correct  errors  when  they  are  recognized.  In 
order  to  achieve  our  objectives  and  goals  we  must  present  a united  front,  but  con- 
stantly be  alert  to  the  possibilities  for  improvement.  Responsibilities  and  challenges 
may  be  accepted  and  met  more  capably  with  the  accompanying  realization  that  they 
offer  opportunities  for  service.  Service  beyond  the  call  of  duty  has  been  characteristic 
of  Florida  physicians  in  their  generous  contributions  to  civic  enterprise,  public  health, 
medical  education  and  organized  medicine.  Objective  evaluation  of  the  progress  and 
accomplishments  in  all  of  these  fields  throughout  the  state  indicate  that  the  people 
expect  and  demand  more  from  us  than  others.  And  it  is  my  sincere  belief  that  they 
are  getting  it. 
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Editorials 


What  Are  We  Doing 

for  the  Cuban  Refugee  Doctors? 


The  Cuban  refugee  medical  doctors  have  been 
with  us  about  three  years  now,  some  even  longer. 
At  first  there  was  general  confusion  among  the  lo- 
cal medical  group.,  the  Cubans  themselves,  the 
federal,  state  and  local  governments,  and  the  state 
and  national  medical  associations.  Gradually  the 
problem  has  been  lessened  but,  of  course,  has 
not  been  solved  to  the  satisfaction  of  all  parties 
concerned. 

First,  the  problem  was  about  1,200  to  1,400 
Cuban  physicians  who  found  it  necessary  to  leave 
Cuba  on  short  notice,  many  times  with  no  funds 
and  with  only  the  clothes  they  were  wearing.  Some 
had  no  legal  proof  that  they  were  doctors.  The 
Department  of  Health,  Education,  and  Welfare 
of  the  federal  government  assumed  the  respon- 
sibility of  feeding,  housing  and  clothing  them. 

The  second  problem  was  that  these  doctors 
wanted  to  go  to  work  and  could  think  of  no  good 
reason  why  they  should  not  be  allowed  to  start 
practice  here.  Our  Medical  Practice  Act  requires 
citizenship.  It  also  requires  a permanent  certifi- 
cate from  the  Educational  Council  for  Foreign 
Medical  Graduates  and  a year  of  approved  intern- 
ship in  this  country.  People  entering  this  country 
as  refugees  are  not  eligible  for  citizenship  until 
their  status  is  changed.  So,  for  at  least  five  years 
they  cannot  become  citizens.  Also,  foreign  grad- 
uates cannot  come  to  this  country  for  intern  and 
residency  training  until  they  are  approved  by  the 
Educational  Council  for  Foreign  Medical  Gradu- 
ates. None  of  these  doctors  had  such  approval  and 
most  of  them  were  unprepared  to  stand  this  ex- 
amination. 

The  School  of  Medicine  of  the  University  of 
Miami  established  a three  month  refresher  course, 
which  was  financed  by  various  grants,  to  prepare 
these  Cuban  physicians  for  the  Educational  Coun- 
cil’s examination.  A number  in  each  class  were 
unable  to  support  themselves  while  taking  the 
course;  so  the  American  Medical  Association 


set  up  a loan  fund  for  living  expenses  while  the 
doctor  was  going  to  school.  About  1,000  of  these 
physicians  have  obtained  a permanent  certificate 
from  the  Educational  Council  after  taking  the  re- 
fresher course. 

So,  in  preparing  the  Cuban  physicians  for 
practice  in  the  United  States,  we  have: 

1.  Made  it  possible  for  them  to  live. 

2.  Made  it  possible  for  them  to  take  the  re- 
fresher course  without  charge,  which  as- 
sisted them  in  getting  Council  certificates. 

3.  Given  them  employment  in  the  medical 
schools  as  associate  professors. 

4.  Made  it  possible  for  them  to  obtain  posi- 
tions in  the  various  hospitals  as  house 
doctors. 

5.  Helped  them  obtain  recognized  residencies 
for  further  specialty  training. 

6.  Helped  them  to  obtain  employment  in  oth- 
er states,  in  state  institutions,  and  to  be- 
come licensed  in  those  states  which  do  not 
require  citizenship. 

7.  Many  doctors  furnished  temporary  hous- 
ing and  support  for  some  until  employment 
could  be  obtained. 

8.  The  American  Medical  Association  con- 
tributed to  the  support  of  the  Cuban  Medi- 
cal Association  in  Exile  for  several  years. 

Most  of  these  Cuban  doctors  are  cooperative 
and  try  to  abide  by  our  rules  and  regulations,  but 
there  are  some  who  are  aided  and  abetted  by 
some  of  our  licensed  doctors  in  practicing  illegal- 
ly. This  we  deplore  and  are  making  every  effort 
to  stop. 

The  situation  continues  to  be  a problem  both 
to  us  and  to  the  Cubans.  It  is  our  opinion  that 
the  most  of  these  physicians  are  with  us  perma- 
nently, but  as  the  years  go  by  they  can  become 
citizens  and  become  licensed. 

Homer  L.  Pearson,  M.D.,  Director 
Florida  State  Board  of  Medical  Examiners 
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A Cervical  Cancer  Cvtologv  Survey  in  Florida 


Women  receiving  aid  to  dependent  children 
(ADC)  have  been  found  to  be  a high  risk  group 
for  cervical  cancer.  This  fact  was  proved  in  a three 
year  Community  Cancer  Demonstration  Project 
that  covered  19  counties  in  Florida.  The  study, 
sponsored  by  the  Florida  State  Board  of  Health, 
in  cooperation  with  the  Florida  Department  of 
Public  Welfare,  began  screening  patients  in  the 
.\DC  category  for  cervical  cancer  in  June  1960. 
Since  that  time  10,174  women  have  been  screened. 
.At  the  closing  date  of  the  program,  July  12,  1963, 
the  cervical  cancer  cytology  survey  team  had  ex- 
amined about  57  per  cent  of  the  available  .ADC 
population. 

Out  of  the  10,174  women  screened,  a total  of 
411  women  were  found  by  the  Papanicolaou  tech- 
nique to  have  abnormal  cytology  (Pap  III,  IV  or 
V),  which  is  4 per  cent  of  the  women  e.xamined. 

Cervical  cancers  proved  by  biopsy  and  found 
as  a result  of  this  screening  operation  numbered 
199,  for  a rate  of  19  per  thousand  women  e.x- 
amined. This  rate  is  considerably  higher  than 
most  rates  reported  for  general  population  studies. 
Eighty  per  cent  of  the  cervical  cancers  found  were 
in  the  in  situ  stage  and  20  per  cent  were  in  the 
invasive  stage.  Women  who  were  known  to  have 
had  cancer  were  not  included  in  this  study. 

It  was  found  that  of  this  high  risk  group  of 
women  on  .ADC  only  a few  had  previously  had 
“Pap  smears.”  In  most  instances  they  had  not 
been  exposed  to  health  information  on  the  sub- 
ject of  cervical  cancer  or  “Pap  smears.” 

Women  found  to  have  abnormal  cytology 
(Pap  III.  IV  or  V)  were  referred  to  the  appro- 
priate local  tumor  clinic  for  diagnosis.  If  the  bi- 
opsy was  proved  to  be  positive  for  cancer,  treat- 
ment was  initiated  through  the  regional  tumor 
clinic. 

An  outgrowth  of  the  project  showed  cervical 
scrapes  were  superior  to  vaginal  aspirations  in 
finding  cervical  cancer.  Drs.  Samuel  .A.  Gunn  and 
W.  .A.  D.  .Anderson,  Co-Directors  of  the  project’s 
Central  Cytology  Laboratory,  University  of  Mi- 
ami, made  a comparison  of  vaginal  aspirations 
versus  cervical  scrapes  from  the  first  89  women 
with  positive  tissue  diagnosis  of  carcinoma  of  the 
cervix.  Dr.  Gunn  reported  that  no  vaginal  aspira- 
tions were  positive  when  the  cervical  scrapings 
were  negative.  He  pointed  out  that  of  the  63 


cases  of  carcinoma  in  situ  confirmed,  the  vaginal 
aspiration  picked  up  21;  of  the  14  cases  of  inva- 
sive carcinomas,  the  vaginal  aspiration  picked  up 
seven. 

This  Cervical  Cytology  Program  was  well  re- 
ceived in  the  communities  in  which  it  operated. 
County  medical  societies,  pathologists  and  tumor 
clinic  personnel  were  most  cooperative  and  help- 
ful in  planning  with  state  and  district  welfare 
units  and  health  department  personnel  in  the  im- 
plementation of  the  program.  This  experience  has 
been  of  value  in  developing  community  capability 
to  organize  and  operate  a community  health  pro- 
gram. 

Numerous  inquiries  about  this  program  from 
other  states  prompted  the  production  of  a “pic- 
tape”  which  documented  the  steps  involved  in  the 
planning  and  implementation  of  a cervical  cytol- 
ogy program  in  a Florida  county.  The  “pic-tape,” 
a 35mm  filmstrip  with  narration  on  tape,  is  avail- 
able on  loan,  from  the  Division  of  Chronic  Dis- 
eases, Florida  State  Board  of  Health. 

The  project  results  indicate  an  urgent  need 
for  continuing  cytology  programs  in  Florida  to 
find  cancer  of  the  cervix  in  low  socioeconomic 
groups  in  the  in  situ  or  early  invasive  stages.  At 
this  point  the  lesion  is  limited,  and  the  chances 
of  cure  are  excellent,  thus  leading  to  a high  rate 
of  salvage  of  women  in  this  population  at  a time 
of  greatest  value  to  the  community  from  a pa- 
rental and  economic  standpoint.  In  1962,  14,0(X) 
women  died  from  cancer  of  the  uterus  in  the  Unit- 
ed States;  493  of  these  were  Florida  women. 

Sustained  and  lasting  interest  has  been  sparked 
by  the  program  in  many  of  the  counties.  Several 
county  health  departments  with  cooperation  of 
their  medical  societies,  local  pathologists,  and  oth- 
er groups,  have  set  up  cervical  cytology  as  a regu- 
lar service  for  the  medically  indigent. 

In  recent  years  the  death  rate  for  cervical 
cancer  has  been  cut,  but  could  be  reduced  much 
more  by  the  physicians’  continued  emphasis  on 
the  importance  of  a Pap  smear  taken  routinely 
on  all  women. 

James  E.  Fulghum,  M.D. 

Simon  D.  Doff,  M.D. 

Florida  State  Board  of  Health 

Jacksonville 
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Medicine  and  the  Care 
of  the  Mentally  111 


The  ever  increasing  problem  of  the  care  of 
the  mentally  ill  has  in  the  past  few  years  resulted 
in  an  upsurge  of  national  interest  and  activity 
in  what  is  considered  America’s  most  pressing 
and  complex  health  problem.  The  magnitude  and 
seriousness  of  the  problem  led  to  the  passage  of 
the  Mental  Health  Study  Act  of  1955  which 
directed  the  Joint  Commission  on  Mental  Illness 
and  Health,  whose  members  were  to  be  selected 
by  the  National  Institute  of  Mental  Health,  to 
analyze  and  evaluate  the  needs  and  resources  of 
the  mentally  ill  and  to  make  recommendations  for 
a national  program. 

The  Joint  Commission,  consisting  of  45  mem- 
bers with  Kenneth  E.  Appel,  M.D.,  former  presi- 
dent of  the  American  Psychiatric  Association,  as 
president,  presented  its  final  report  on  Dec.  31, 
1960.  This  report  made  numerous  recommenda- 
tions for  a National  Mental  Health  Program  and 
had  the  following  to  say  as  the  enormity  of  the 
problem,  “The  outstanding  characteristics  of  men- 
tal health  as  a public  health  problem  are  its  stag- 
gering size,  the  present  limitations  in  our  methods 
of  treatment,  and  the  peculiar  nature  of  mental 
illness  that  differentiates  its  victims  from  those 
with  other  diseases  or  disabilities.” 

Every  physician,  every  day,  sees  patients  with 
mental  illness  for  whom  the  necessary  treatment 
is  unavailable.  There  are  not  enough  facilities  or 
personnel  to  render  the  necessary  services.  As 
physicians,  we  do  not  need  figures  to  know  that 
a staggering  problem  exists,  and  yet  some  figures 
may  be  of  importance  in  comprehending  the  prob- 
lem. 

On  the  number  of  mentally  ill,  it  is  estimated 
that  about  17,000,000  people  in  the  United  States 
suffer  from  some  form  of  psychological  disturb- 
ance or  mental  illness.  Nearly  50  per  cent  of 
the  close  to  two  million  hospital  beds  in  this  coun- 
try are  occupied  by  mental  patients.  As  to  the 
cost  of  mental  illness,  it  is  estimated  that  the 
direct  cost  is  one  billion  dollars  a year  and  the  in- 
direct costs  about  three  billion  dollars  a year. 
With  these  figures  in  mind,  it  should  be  noted 
that  there  are  about  300,000  physicians  in  the 
United  States  and  of  these  about  15,000  are  psy- 
chiatrists. 


In  dealing  with  the  problem  advances  in  two 
areas  have  helped  to  some  extent.  The  first  has 
been  the  development  and  use  of  new  drugs  in 
the  treatment  of  all  categories  of  mental  illness. 
The  second  has  been  the  increase  in  modern 
facilities.  In  June  1963,  the  United  States  Senate 
passed  a bill  for  the  expenditure  of  847  million 
dollars  over  10  years  to  help  construct  and  staff 
community  mental  health  centers  and  to  provide 
grants  for  research  and  facilities  in  the  mental 
retardation  field. 

The  increase  in  facilities  and  the  use  of  drugs 
do  not  provide  the  answer  to  the  problem  because 
in  the  treatment  of  mental  illness  the  most  im- 
portant factor  is  people,  trained  people.  Since 
the  nation’s  medical  schools  could  never  train 
enough  psychiatrists,  it  should  be  the  responsibil- 
ity of  the  medical  profession  to  create  a new  help- 
ing profession  in  mental  health. 

On  this  matter,  the  following  is  taken  from 
The  Final  Report  of  the  Joint  Commission;  “Dr. 
Albee  entertains  the  idea,  as  others  have  origina- 
ted and  discussed  it,  of  creating  a new  helping 
profession  in  mental  health.  The  training  of  a 
fully  qualified  psychiatrist  requires  13  to  14  years 
beyond  high  school.  The  proposal  is  to  create  a 
new  person  carefully  trained  in  psychotherapy  but 
without  the  lengthy  basic  medical,  general  clinical 
and  advanced  specialty  training — a person  to  be 
trained  in  a maximum  of  four  college  years. 
Presumably,  such  a person  would  work  under 
adequate  supervision  and  in  a publicly  accepted 
health  agency.” 

With  a helping  profession  at  his  side,  the  role 
of  the  psychiatrist  could  change  from  one  of  a 
harrassed  practitioner  to  that  of  an  educator,  re- 
searcher, consultant  and  therapist  who  would  use 
all  the  other  forms  of  therapy  available  besides 
psychotherapy  in  the  more  difficult  cases.  Medi- 
cine, in  creating  and  regulating  a helping  profes- 
sion of  psychotherapy,  will  provide  better  care 
for  the  mentally  ill  and  thus  come  closer  to  its 
goal  of  the  best  possible  total  care  of  the  patient. 

Louis  Alper,  M.D. 

Miami 
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Maternal  deaths  occurring  in  Florida  during  1962  were 
studied  by  the  Committee  on  Maternal  Health  in  its  sec- 
ond annual  Maternal  Mortality  Survey.  A total  of  52 
deaths  was  reported.  Two  deaths  under  the  care  of 
osteopaths  and  one  under  the  care  of  a doctor  of  medi- 
cine, not  a member  of  the  Florida  Medical  Association, 
were  not  available  for  inquiry.  Thus,  49  deaths  were 
studied,  and  48  were  classified.  One  death,  which  took 
place  in  a remote  area,  could  not  be  classified  because 
of  insufficient  data. 

Every  physician  who  received  the  Committee’s  ques- 
tionnaire responded  willingly,  usually  promptly,  and  often 
in  greater  detail  than  was  requested.  The  excellent  phy- 
sician cooperation  was  also  reflected  in  the  high  autopsy 
rate — 35  autopsies  out  of  49  deaths. 

The  terminology  of  mortality  surveys  should  be  con- 
sidered briefly.  In  order  to  compare  its  results  with  those 
of  other  states,  Florida  uses  the  Maternal  Death  Rate  (the 
death  of  any  woman  dying  of  any  cause  whatsoever 
while  pregnant  or  within  90  days  of  the  termination  Pf 
pregnancy).  The  Maternal  Death  Rate  is  less  informa- 
tive and  always  slightly  higher  than  the  Obstetric  Death 
Rate  (the  number  of  deaths  due  to  direct  obstetric 
causes).  All  rates  are  expressed  in  terms  of  maternal 
deaths  per  10,000  live  births. 

Statistical  Study 

Florida  — 1962 

Total  live  births  ■ — 115,248 
Total  maternal  deaths  — 52 
Maternal  death  rate  — 4.7 
Maternal  death  rate  — white — 2.7 
Maternal  death  rate  — nonwhite  — 10.1 

A comparison  with  the  Maternal  Rates  of  other  states, 
regions  and  the  nation  is  of  interest. 

Maternal  Death  Rates  — Elsewhere 

United  States  — 3.0 — 1962,  preliminary 
South  Atlantic  States  — 5.14  — 1958-1960 
Mississippi  (highest)  — 8.60 — 1958-1960 
Minnesota  (lowest)  — 1.46  — 1958-1960 

Florida’s  rate  is  thus  above  the  national  average,  but 
below  the  average  of  the  South  Atlantic  States.  For  the 
past  decade,  the  safest  region  for  childbearing  has  been 
the  New  England  States,  where  mortality  rates  consistent- 
ly have  been  held  the  lowest.  As  anticipated,  the  rates 
in  various  states  vary  directly  with  the  ratio  of  phy- 
sicians to  population,  and  with  the  ratio  of  white  to  non- 
white patients.  For  the  past  several  years,  childbirth  has 
been  four  to  five  times  more  hazardous  in  Florida  for 
nonwhite  than  for  white  patients. 

Florida  has  made  remarkable  progress  in  lowering  its 
mortality  rates  in  the  past  two  decades.  The  white  rate 
has  dropped  from  49.6  in  1940  to  2.7  in  1963,  a reduction 
of  95  per  cent.  In  the  same  period  the  nonwhite  rate 
has  dropped  91  per  cent,  from  98.1  in  1940  to  10.1  in 
1963.  These  are  encouraging  figures,  but  the  room  for  im- 
provement in  Florida’s  mortality  is  obvious. 

Classification  by  Diagnosis 

The  48  maternal  deaths  were  studied,  and  were  classi- 
fied, according  to  the  AM.\  National  (Classification  Sys- 
tem, as  follows: 


I.  Direct  Obstetric  Causes ' 

A.  Hemorrhage  — 15 

B.  Toxemia  — 5 

C.  Infection  — 8 

D.  Vascular  accidents  — 13 

Amniotic  embolism  — 6 
Thrombotic  embolism  — 5 
Air  embolism  — 1 
Cerebrovascular  accident  — 1 

E.  Anesthesia  — 3 

All  cardiac  arrests 

II.  Indirect  Obstetric  Causes 

D.  Urinary  tract  disease  — 1 

H.  Other  — 2 

Sickle  cell  crisis  — 1 
Appendicitis  with  rupture  — 1 

III.  Nonrelated  Causes 

F.  Accidental 

Rupture  of  rectovaginal  septum  by  self-ad- 
ministered  enema 

No  matter  how  much  care  and  deliberation  are  used 
by  any  classifying  body,  no  classification  of  death  is  as 
clearcut  as  finally  reported.  Eastman  and  others  have 
pointed  out  that  causes  of  maternal  deaths  are  often  dual 
and  concurrent  in  nature.  This  was  particularly  true  of 
the  15  deaths  attributed  here  to  hemorrhage.  In  half  of 
these  patients,  the  basic  disease  process  was  toxemia,  al- 
though it  was  hemorrhage  due  to  placental  disruption 
which  killed  the  patient.  Likewise,  infection  was  the  un- 
derlying cause  of  thrombi  in  five  deaths  from  pulmonary 
embolism.  It  should  be  noted  that  this  Committee  rarely 
accepts  a diagnosis  of  embolism  of  any  kind  without 
verification  by  autopsy. 

The  rise  in  the  ratio  of  embolic  deaths  to  other  major 
causes  is  significant.  It  is  quite  conceivable  that,  as 
deaths  due  to  hemorrhage,  toxemia  and  infection  decrease, 
embolism  may  emerge  as  a fourth  major  cause  of  death. 
This  has  already  happened  in  gynecologic  surgery,  where 
embolic  and  anesthetic  deaths  have  replaced  hemorrhage 
and  infection  in  order  of  frequency. 

The  three  anesthetic  deaths  presented  the  usual  prob- 
lems of  classification.  All  were  typical  clinical  pictures 
of  cardiovascular  collapse.  One  took  place  during  induc- 
tion and  two  during  emergence  from  anesthesia.  There 
was  no  associated  hemorrhage.  Closed  chest  massage  was 
employed  in  two  patients  and  the  thorax  was  opened  in 
the  third.  Autopsy,  performed  on  all  three,  showed  no 
other  cause  of  death. 

The  three  indirect  causes  of  death  followed  predictable 
patterns.  In  spite  of  recent  increased  awareness  of  ap- 
pendicitis in  pregnancy,  the  disease  remains  difficult  to 
diagnose  and  treat.  It  appears  almost  yearly  in  the  mor- 
tality studies  of  each  state. 

Of  four  patients  dying  from  ectopic  pregnancy,  three 
were  dead  on  arrival  in  the  emergency  room,  all  three  not 
having  sought  or  having  refused  medical  advice.  The 
fourth  patient  is  described  in  a following  paragraph. 

Several  unusual  causes  of  death  deserve  mention.  Two 
patients  with  early  clinical  preeclampsia  were  admitted  to 
the  hospital  solely  because  of  acute,  severe  pain  over  the 
liver.  Both  died  promptly,  one  of  a ruptured  liver  and 
the  other  of  cerebrovascular  hemorrhage.  At  autopsy,  both 
showed  enormous  enlargement  of  the  liver  due  to  toxemia. 
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the  pain  having  been  caused  by  stretching  of  Glisson’s 
capsule.  These  patients  remind  us,  all  too  well,  that  one 
of  the  most  often  overlooked  symptoms  of  toxemia  is 
hepatic  pain. 

One  patient  with  tubal  pregnancy  progressed,  with 
pain,  to  3S  weeks  gestation  and  died  after  attempted  re- 
moval of  the  placenta  from  the  intraligamentous  portion 
of  the  broad  ligament.  The  ovisac,  containing  a macerat- 
ed fetus,  was  found  to  be  covered  still  with  thin,  attenu- 
ated strands  of  tubal  muscularis. 

Eight  days  after  normal  delivery,  while  attempting  to 
take  an  enema,  a primipara  ruptured  the  lower  third  of 
the  rectovaginal  septum.  She  died  of  massive  hemorrhage 
in  spite  of  early  and  adequate  attempts  at  blood  replace- 
ment. 

A multipara,  after  seven  years  of  secondary  infertility 
due  to  endometriosis,  died  during  term  delivery  of  hem- 
orrhage from  torn  endometrial  implants  between  the 
uterus,  pelvic  wall  and  intestines.  The  diagnosis  was 
established  at  autopsy.  A report  of  this  case,  now  being 
prepared  for  publication,  will  be  the  third  in  the  world 
literature. 

Factors  of  Preventability  and  Responsibility 

Factors  of  Preventability  — 48  Deaths 
None  — 27 
Patient  — 10 
Physician  — 9 
Patient  and  physician  — 2 

Factors  of  Responsibility  — 48  Deaths 
None  — 27 
Patient  — 11 
Physician  — 7 
Patient  and  physician  — 2 
Hospital  — 1 

Assessment  of  factors  of  preventability  and  respon- 
sibility, always  done  in  a retrospective  and  necessarily 
ideal  sense,  remains  a difficult  and  often  thankless  task. 
Yet,  without  such  classification,  a survey  has  little  use  or 
meaning.  In  the  vast  majority  of  deaths,  the  physician 
can  be  reassured  by  this  evaluation  that  his  management 
was  proper  and  adequate.  In  the  deaths  in  which  pro- 
fessional factors  were  involved,  the  Committee  has  no  de- 
sire or  authority  to  censure,  but  rather  to  help  the  indi- 
vidual physician,  and  indeed  all  of  us,  to  learn  by  experi- 
ence. 

It  is  regrettable  that  the  Committee  must  use  only  this 
general  essay  form  of  reporting  its  studies.  At  present, 
without  adequate  protective  legislation,  the  responding 
physician  cannot  be  individually  informed,  nor  can  he 
profit  adequately  by  the  findings  of  the  Committee  and 
its  consultants. 


Summary  of  Board  of  Governors  Meeting 
Held  January  12,  1964 

FMA  Budget  1964.— Approved  the  financial  statement 
for  1963  and  adopted  the  budget  for  1964  of  $263,000  plus 
$25,000  for  reserve  and  land  acquisition,  based  upon  an 
anticipated  income  of  $285,000.  In  1963  the  Association’s 
income  was  $286,571,  expenses  $247,804  for  a grtoss  gain 
of  $38,767.  Total  assets  of  the  Association  as  of  Decem- 
ber 31,  1963,  were  $410,923. 

1964  AMA  Clinical  Session. — Considered  arrangements 
to  host  the  AMA  1964  Clinical  Session  in  Miami  Beach, 
November  30  to  December  3,  1964. 

Council  and  Committee  Reports. — Approved  a dead- 
line date  of  March  1,  1964,  for  committee  reports  and 
March  15,  1964,  for  Council  reports,  and  set  the  date  of 
April  4-5  for  the  next  meeting  of  the  Board  of  Gov- 
ernors. 


Recommendations 

A Maternal  Mortality  Survey  enters  so  many  areas  of 
study  that  a number  of  recommendations  present  them- 
selves each  year.  No  purpose  would  be  served,  however, 
by  such  wholesale  approach.  Rather  the  Committee  would 
prefer  to  offer  each  year  the  few  most  pressing  recom- 
mendations. 

As  long  as  hemorrhage  remains  the  chief  cause  of  ma- 
ternal deaths,  as  it  has  the  past  two  years,  the  major 
effort  must  be  aimed  against  it.  In  most  of  the  deaths 
studied,  whole  blood  was  given,  but  usually  too  little  and 
too  late.  There  was  seldom  a delay  in  ordering  blood, 
but  almost  always  a delay  in  obtaining  it,  when  it  had  to 
come  from  another  hospital.  It  was  the  delay  in  transpor- 
tation which  was  so  commonly  fatal.  Too  many  hospitals 
of  medium  to  large  size,  in  urban  areas,  were  found  to 
have  no  blood  bank  or  reserve  of  their  own.  These  hos- 
pitals justify  the  absence  of  a blood  bank  by  pointing 
out  that  they  successfully  carry  a large  schedule  of  elec- 
tive surgery  each  day  and  have  adequate  blood. 

Obstetric  blood  replacement  is  a totally  different  prob- 
lem. Obstetric  hemorrhage  is  often  unpredictable,  abrupt, 
and  massive.  Our  members  and  consultants  believe  that 
no  hospital  offers  complete  obstetric  service  unless  whole 
blood  is  immediately  available  within  the  hospital  itself. 
The  establishment  tof  whole  blood  reserves  within  each 
hospital  whenever  and  wherever  possible  is  the  Commit- 
tee’s first  recommendation. 

The  second  recommendation  is  for  the  continued  effort 
for  passage  of  the  Bill  for  Protection  of  Scientific  Studies 
in  the  1965  state  legislature.  Although  this  law  has  been 
adopted  by  a number  of  other  states,  it  did  not  go  be- 
yond the  Association’s  Legislative  Committee  in  1963. 
Without  such  legislation,  the  transactions  of  every  medi- 
cal investigative  body  in  the  state  are  freely  admissible  as 
court  evidence.  This  law  is  essential  to  a good  Maternal 
Mortality  Survey,  but  it  is  much  more  vital  for  the  pro- 
tection of  committees  at  state,  county  and  hospital  levels, 
such  as  Boards  of  Censors,  Grievance  Committees  and 
Medical  Audit  Committees.  The  passage  of  this  bill  in 
1965  should  be  urged  by  every  member  of  the  Florida 
Medical  Association. 

The  Committee  on  Maternal  Health  expresses  its  sin- 
cere gratitude  to  the  physicians  responding  this  year  for 
their  unfailing  cooperation.  Grateful  acknowledgment  is 
made  by  the  Chairman  to  the  Committee  members,  Drs. 
Joseph  W.  Douglas,  James  R.  Sory,  Richard  F.  Stover 
and  Stephen  L.  Watson,  Jr.,  and  to  its  consultants.  Dr. 
Lorenzo  L.  Parks  and  Harry  Prystowsky,  for  their  con- 
stant and  untiring  efforts. 

James  M.  Ingram  Jr.,  M.D.,  Chairman 
Committee  on  Maternal  Health 
Tampa 


Medical  Protective  Company. — Rejected  the  applica- 
tion of  Medical  Protective  Company  as  a technical  ex- 
hibitor at  the  Annual  Meeting  and  recommended  to  The 
Journal  that  it  not  accept  advertising  from  this  com- 
pany beyond  their  present  contract. 

FLAMPAC. — Approved  the  FMA  Executive  Office  as- 
sisting an  organization  on  a reimbursed  basis  for  educa- 
tional purposes  and  any  other  way  possible  which  would 
not  jeopardize  its  tax-exempt  status. 

Annual  Meeting. — Voted  to  recommend  to  the  House 
of  Delegates  that  the  1967  Annual  Meeting  be  held  in 
Hollywood  and  that  the  Association  alternate  between 
the  Diplomat  and  the  Americana  through  1970,  subject 
to  satisfactory  arrangements  being  made. 

Legislation. — Reviewed  and  approved  a report  of  the 
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Council  on  Legislation  and  Public  Agencies  concerning 
both  national  and  state  legislation,  which,  among  other 
recommendations,  urged  that  the  county  medical  societies 
push  “Operation  Hometown”  now  with  special  emphasis 
on  information  to  lay  groups,  encouraging  them  to  write 
their  Congressmen  and  Senators,  but  that  we  do  not  urge 
doctors  to  write  their  delegation  at  this  time. 

Medicine  and  Religion. — Approved  a report  of  the  Ad 
Hoc  Committee  on  Medicine  and  Religion  recommending 
that  this  be  made  a standing  committee  of  the  Associa- 
tion. This  will  appear  in  the  Board’s  recommendations 
to  the  Ht)use  of  Delegates. 

Automotive  Crash  Injury  Research  Program. — Reaf- 
firmed its  approval  of  the  Cornell  .Automotive  Crash  In- 
jury Research  Program  to  be  conducted  in  Florida  and 
agreed  to  cooperate  in  this  project. 

Rural  Health  Conference. — Extended  an  invitation  to 
the  .American  Medical  Association  to  hold  the  Rural 
Health  Conference  in  Miami  Beach  in  1965. 

Investment  Plan. — .Approved  the  .Amended  Declaration 


Sixth  Annual  Conference 
Of  County  Medical  Society 
Presidents  and  Secretaries 

.A  new  attendance  record  of  130  persons  was  reached 
at  the  Sixth  .Annual  Conference  of  County  Medical  So- 
ciety Presidents  and  Secretaries,  held  for  the  first  time  in 
Orlando  on  January  25  and  26,  1964.  The  five  previous 
sessions  had  been  held  in  Jacksonville.  Of  the  total  at- 
tendance, there  were  95  physicians  from  28  societies 
representing  95  per  cent  of  the  membership  of  the  Florida 
Medical  .Association,  the  sponsoring  organization. 

In  opening  the  two  day  meeting,  held  at  the  Robert 
Meyer  Motor  Inn,  President  Warren  \V.  Quillian  reminded 
the  county  society  officers  of  the  opportunity  afforded  by 
the  conference  to  promote  closer  liaisPn  between  the  state 
association  and  the  local  societies.  Dr.  Quillian  remarked 
that  while  the  current  status  of  the  .Association  is  good, 
there  are  certain  goals  and  objectives  which  must  be  met 
with  a united  front  if  the  fight  for  medicine  as  a private 
enterprise  is  to  be  successful.  He  urged  the  county  medi- 
cal societies  to  increase  the  active  participation  and  inter- 
est of  their  members  and  suggested  three  specific  areas 
for  attention:  (1)  greater  utilization  of  the  talents  of  the 
large  number  of  retired  physicians  in  the  state;  (2)  more 
intensive  promotion  of  .American  Medical  Association 
membership,  and  (3)  increased  use  of  the  Woman’s  .Aux- 
iliary. 

Following  his  opening  remarks.  Dr.  Quillian  introduced 
the  guest  speaker.  Dr.  Ernest  B.  Howard,  .Assistant  Ex- 
ecutive Vice  President  of  the  .American  Medical  .Associa- 
tion. Dr.  Howard  gave  a synopsis  of  progressive  changes 
in  .American  medicine  as  interpreted  by  the  Board  of 
Trustees  of  the  national  organization  and  emphasized 
their  relationship  to  the  practice  of  medicine.  He  con- 
cluded by  outlining  proposals  for  specific  action  to  com- 
bat the  various  difficult  problems  facing  medicine. 

The  next  presentation  was  a panel  discussion  concern- 
ing indigent  care  and  medical  services  moderated  by  Dr. 
Charles  R.  Sias  of  Orlando,  chairman  of  the  .Association’s 
Council  on  Medical  Services.  Panelists  included  Dr.  Nel- 
son Zivitz  of  Miami  Beach,  chairman  of  the  Committee 
on  Indigent  Care,  who  described  the  state’s  current  pro- 
grams in  this  field;  Dr.  H.  Phillip  Hampton  of  Tampa, 
chairman  of  the  Council  on  Legislation  and  Public  Agen- 
cies, who  discussed  improvements  needed  in  the  pro- 
grams; Dr.  Irving  E.  HaU  Jr.,  of  Bradenton,  chairman 
of  the  Committee  on  Child  Health,  whose  subject  was 
child  and  school  health;  Dr.  Zack  Russ  Jr.,  of  Tampa, 
chairman  of  the  Committee  on  Mental  Health,  who  de- 
scribed current  activities  in  that  field,  and  Dr.  Wilson  T. 


of  Plan,  Rules  and  Regulations,  Custodial  Agreement  and 
Custodial  .Agent  .Authorization  Form  for  the  Florida  Med- 
ical .Association  Investment  Plan. 

Key  Contact  Physicians. — Reappointed  the  Key  Con- 
tact Physicians  for  1964  for  each  member  bf  the  Florida 
Congressional  delegation. 

Council  and  Committee  Handbook.  — .Approved  the 
text  of  a Council  and  Committee  Handbook,  entitled 
“What  Every  Chairman  Should  Know,”  and  authorized 
its  publication. 

Executive  Director. — .Approved  a resblution  of  appre- 
ciation to  W.  Harold  Parham,  Executive  Director,  and 
agreed  to  a five-year  contract  for  his  services. 

.AM.A  Membership.  — The  Executive  Committee  re- 
viewed the  fact  that  there  are  over  12,000  retired  phy- 
sicians in  .America,  approximately  1,100  of  them  in  Flor- 
ida. The  Executive  Committee  requests  that  all  county 
medical  societies  contact  these  retired  physicians  and  try 
to  bring  them  into  the  organization  in  some  associate 
capacity. 


Sowder  of  Jacksonville,  State  Health  Officer,  who  de- 
scribed programs  of  interest  in  the  public  health  area. 

.A  Medical  Economics  panel  covered  the  subjects  of 
Blue  Shield,  utilization  and  review  committees,  work- 
man’s compensation  and  medicare.  Speakers  included  Dr. 
W.  Dean  Steward  of  Orlando,  president  of  Blue  Shield  of 
Florida;  Dr.  David  J.  Lehman  Jr.  of  Hollywood,  mem- 
ber of  the  Committee  on  Commercial  Health  Insurance, 
and  Dr.  Henry  J.  Babers  Jr.  of  Gainesville,  chairman  of 
the  Committee  on  Fee  Schedules. 

.A  Legislative  Program  panel  consisted  of  Dr.  Joseph 
C.  Von  Thron  of  Cocoa  Beach,  member  of  the  .AM.A 
Speaker’s  Bureau,  and  Dr.  George  S.  Palmer  of  Tallahas- 
see, chairman  of  the  Committee  on  State  Legislation.  Dr. 
Von  Thron  described  the  national  legislative  program  and 
“Operation  Hometown.”  Dr.  Palmer  discussed  the  Asso- 
ciation’s state  legislative  prbgram.  Following  the  presen- 
tations, Mr.  .Alvin  D.  James,  an  .Assistant  Executive  Di- 
rector of  the  .Association,  and  Mr.  Richard  M.  Nelson, 
Field  Representative  of  the  .American  Medical  .Associa- 
tion, assisted  in  answering  questions. 

The  final  subject  on  the  first  day’s  program  was  the 
various  membership  programs  sponsored  by  the  .Associa- 
tion. Dr.  Robert  E.  Zellner  of  Orlandb,  immediate  Past 
President,  described  the  various  insurance  programs  avail- 
able to  the  membership,  while  Dr.  Floyd  K.  Hurt  of 
Jacksonville,  Secretarj'-Treasurer,  discussed  the  Associa- 
tion’s Investment  Plan. 

Dr.  Samuel  M.  Day  of  Jacksonville,  President-Elect 
of  the  Association,  presided  over  the  Sunday  morning 
session.  Individual  round  table  discussions  for  the  coun- 
ty society  officers  were  held  on  the  following  subjects: 
indigent  care  programs,  medical  economics,  legislation, 
medical  services,  and  management  and  administration. 
Conference  participants  remained  at  the  same  tables 
while  moderators  for  each  subject  changed  at  regu- 
lar intervals.  Respective  moderators  for  the  various  sub- 
jects were  Dr.  Hampton  and  Dr.  Simon  D.  Doff  of  Jack- 
sonville, Director  of  the  Bureau  of  Special  Health  Services, 
Florida  State  Board  of  Health;  Dr.  Babers  and  Mr.  N. 
G.  Johnson  of  Jacksonville,  Medicare  Coordinator,  Blue 
Shield  of  Florida;  Dr.  Palmer  and  Mr.  James;  Dr.  Sias 
and  Mr.  Eugene  L.  Nixbn,  an  Assistant  Executive  Director 
of  the  Association;  and  Dr.  Jere  W.  .Annis  of  Lakeland, 
a past  president,  and  Mr.  W.  Harold  Parham,  Executive 
Director. 

Following  stimulating  discussions  of  a broad  range  of 
state  and  tocal  programs,  the  conference  was  adjourned. 
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In  Pregnancy. . . 


METAMUCII!  Acts  Gently,  Safely,  Effectively 

brand  of  psyllium  hydrophilic  mucilloid 


The  highly  refined  mucilloid  of  Metamucil 
corrects  constipation  in  pregnant  patients 
simply  by  augmenting  the  natural  stimulus 
to  peristalsis. 

The  bland,  smooth  bulk  provided  by 
Metamucil  softens  hard  fecal  masses,  stim- 
ulates natural  reflex  activity  of  the  intestinal 
musculature  without  irritant  or  systemic  ef- 
fects and  tends  to  restore  the  normal 
rhythms  of  elimination. 

Average  Adult  Dosage:  One  rounded  tea- 
spoonful of  Metamucil  powder  (or  one 


packet  of  Instant  Mix  Metamucil)  in  a glass 
of  cool  liquid.  Metamucil  powder  contains 
equal  amounts  of  refined,  purified  psyllium 
and  dextrose  furnishing  14  calories  and  is 
available  in  containers  of  4, 8 and  16  ounces. 

Instant  Mix  Metamucil  is  supplied  as  in- 
dividual single-dose  packets,  each  incorpo- 
rating 0.25  Gm.  of  sodium,  in  cartons  of  16 
and  30. 

G.D.S  EARLE  & CO. 

CHICAGO,  ILI-INOIS,  60680 
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Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 


‘NE0SP0RIN’®bra„d 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  'Aerosporin'® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base); Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients;  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25“/o  methylparaben  as  preservative. 

»U.S.  Patent  Nos.  2,565.057-2,695,261 
Available:  In  15  Gm.  tubes. 


‘NEOSPORIN’^brand 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available;  Tubes  of  1 oz.,  V2  oz.  and  Vs  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both  ‘Soma’  (carisoprodol ) and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain.  ..not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound-!- Codeine.  Dosage;  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


SomaCompound  ^ 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SomaXompound+Codeine  j 

carisoprodol  200  mg.,  acefophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning-may  be  habit  forming.) 

\\^/®WALLACE  LABORATORIES  / Cranbury,  N.J. 
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News 


A postgraduate  symposium  in  “Pediatrics — 
The  Sick  Child  in  General  Practice”  is  being  pre- 
sented April  9-11  in  the  auditorium  of  Mound 
Park  Hospital  and  the  clinics  of  the  American 
Legion  Hospital  for  Crippled  Children  in  St. 
Petersburg.  For  the  course,  18  credit  hours  in 
Category  I will  be  allowed  by  the  American  Acad- 
emy of  General  Practice.  - 

The  need  for  an  historical  and  philosophical 
collection  of  books  and  papers  of  interest  to  medi- 
cine and  the  history  of  medicine  in  Florida  and 
the  Southeast  exists  within  the  library  of  the  J. 
Hillis  Miller  Health  Center  of  the  University  of 
Florida  at  Gainesville.  Persons  desiring  to  offer 
donations  to  the  collection  should  contact  Dr. 
George  T.  Harrell,  Dean  of  the  College  of  Medi- 
cine, or  Dr.  D.  R.  Shanklin,  Assistant  Professor 
of  Pathology  and  Pediatrics  of  the  College.  The 
lecture  series  on  the  history  and  philosophy  of 
medicine  sponsored  by  the  College  of  Medicine  is 
presently  in  its  second  year. 

A Postgraduate  Seminar  in  Arthritis  and  Re- 
lated Diseases  and  Care  and  Prevention  of  Mus- 
culoskeletal Injuries  will  be  held  March  13-14  at 
the  Hotel  George  Washington  in  Jacksonville.  Ses- 
sions scheduled  for  the  first  day  are  limited  to 
physicians.  The  following  day  when  musculo- 
skeletal injuries  will  be  discussed,  the  program 
should  also  appeal  to  coaches,  trainers,  athletic 
directors,  physical  therapists  and  nurses. 

A one  week  course  in  “Principles  of  Rehabili- 
tation of  the  Physically  Handicapped”  has  been 
scheduled  for  March  2-6  at  the  Rehabilitation 
Center  in  Miami.  It  is  sponsored  by  the  Univer- 
sity of  Miami  School  of  Medicine  and  the  Re- 
habilitation Center  for  Crippled  Children  and 
Adults. 

A one  day  symposium  on  Gynecologic  En- 
docrinology and  the  Stein-Leventhal  syndrome 
will  be  held  in  Augusta,  Ga.,  on  Thursday,  IMarch 
19.  It  is  sponsored  by  the  local  county  medical 
society  and  the  ^ledical  College  of  Georgia. 

Drs.  Ralph  E.  Balch  and  I.  Kimbell  Hicks 
of  Melbourne  and  Dr.  William  J.  Creel  of  Eau 
Gallie  were  honored  at  a recent  testimonial  dinner 
held  at  the  Eau  Gallie  Yacht  Club  by  the  medi- 


cal  staff  of  Brevard  Hospital.  Dr.  Balch,  dean  of 
the  physicians  in  Brevard  County,  was  the  spe- 
cial guest  of  honor  at  the  dinner.  The  Daily 
Times  in  an  editorial  comment  published  a few 
days  following  the  affair  stated  that  “the  entire 
community  joins  in  paying  respect  to  this  90  year 
old  physician  whose  love  of  life  and  public  service 
have  kept  him  both  interested  and  interesting 
through  a vastly  changing  time  in  America.” 


New  Members 

The  following  doctors  have  joined  the  State 
Association  through  their  respective  county  medi- 
cal Societies. 


Active 

Brendle,  Luther  A.,  Clearwater 
Camberg,  Richard  L.,  Eau  Gallie 
Crage,  Paul  F.,  Stuart 
Daniels,  Richard  E.,  Pensacola 
Dukes,  Herbert  T.,  Pensacola 
Gomez,  Henry  R.,  New  Port  Richey 
Gregory,  Ben  T.,  Pensacola 
Hill,  Hugh  M.,  Gainesville 
King,  Jerald  P.,  Pensacola 
Leeds,  Paul,  Rockledge 
Mason,  Robert  H.,  Tampa 
Minovitch,  Eva  S.,  Cocoa 
Mitchell,  Calvin  H.,  Tampa 
Moorhead,  Frank  A.,  Tampa 
Norenberg,  Richard  G.,  St.  Petersburg 
Popp,  Edward  M.,  Tampa 
Rieman,  Robert  D.,  Fort  Pierce 
Schilt,  Clarence  H.,  Fort  Myers 
Smitherman,  F.  Byron,  Clearwater 
Williams,  Mary  H.  M.,  Avon  Park 
Wilson,  Charles  A.,  Pensacola 

Associate 

Adkins,  William  R.,  West  Palm  Beach 
.Alfonso,  Alvaro,  West  Palm  Beach 
Arnas,  George  M.,  Lantana 
Becker,  Charles  0.,  V'enice 
Bennett,  Louis  D.,  Hollywood 
Bishop,  Richard  C.,  Fort  Lauderdale 
Bond,  Auraldo  G.,  Pompano  Beach 
Bowman,  James  P.  II,  Lakeland 
Buckner,  Charles  M.  Jr.,  Lakeland 
Bullard,  Foster  L.  Jr.,  Tallahassee 
Byron,  Richard  C.,  St.  Petersburg 
Campbell,  .Arthur  S.,  Miami  Springs 
Cason,  James  F.,  Winter  Haven 
Chapman,  William  L.,  Sarasota 
Cintron-Villaronga,  Guillermo,  Miami 
Cole,  David  O.,  Tallahassee 
Cole,  Sanford  H.,  Miami 
Copenhaver,  Richard  M.,  Gainesville 
I Crisler,  Morris  Me.  Jr.,  Clearwater 

' Crist,  Donald  R.,  Gainesville 

Daly,  William  M.,  Lakeland 
' Das  Neves,  Fernando,  Miami 

Doucette,  Jack  W.,  St.  Petersburg 
I Duperret,  Donald  L.,  West  Palm  Beach 

Feuerman,  Martin  N.,  Hollywod 
Giordano,  David  A.,  Sarasota 
Gustafson,  William  L.  Jr.,  Miami 


he  liked  the  way 


it  tasted 


*By  liquefying  secretions  in  the 
respiratory  tree,  Cheracol  made  it  aasier 
for  the  patient  to  cough  — in  accord 
with  the  physiologic  defense  mechanism. 
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TME  UPJOHN  COMPANY.  KALAMAZOO.  HiCMKiAN 


Ik 


Harper,  John  M.,  Miami 
Hobby,  Royce,  St.  Petersburg 
Jones,  Richard  B.,  Lakeland 
Kirby,  W.  Leslie,  Delray  Beach 
Knight,  Wallace  A.,  Boca  Raton 
Kromer,  Robert  A.,  Hollywood 
Letchworth,  George  W.,  Sarasota 
Liebling,  Martin  E.,  Miami 
McKenzie,  Doris,  Miami 
Major,  James  C.,  Coral  Gables 
Mann,  Joel  B.,  Miami 
Mason,  John  F.  Jr.,  Gainesville 
Nunnally,  Lester  C.,  Orlando 
Page,  William  L.,  Sarasota 
Palmer,  Robert  D.,  Miami 
Panaro,  Robert  J.,  Fort  Lauderdale 
Piano,  Arthur  G.  F.,  Palm  Harbor 
Porton,  Frederic  C.,  Miami 
Powell,  Louis  F.  Jr.,  Clearwater 
Pruitt,  John  C.,  St.  Petersburg 
Reeder,  Robert  L.,  Fort  Lauderdale 
Ring,  Henry  G.,  Miami 
Rubin,  Melvin  L.,  Gainesville 
Rush,  Joseph  C.,  St.  Petersburg 
Sanford,  Howard  S.,  Miami 
Schultz,  Gerald  T.,  Fort  Lauderdale 
Sellati,  Jack  J.,  Winter  Garden 
Shanklin,  Douglas  R.,  Gainesville 
Shea,  Peter  C.,  Kendall 
Simpson,  John  T.  Jr.,  Tallahassee 
Wallace,  William  E.,  Sarasota 
Watson,  .Allen  S.  Jr.,  Fort  Lauderdale 
Welty,  Paul  B.  Jr.,  St.  Petersburg 
Wiener,  Stanley  M.,  Sarasota 
Williams,  Clyde  M.  Jr.,  Gainesville 
Williams,  Robert  E.,  Lakeland 
Zimmerman,  Aaron  H.,  Miami 


Meetings 

March 

Sixth  Annual  Medical  Forum,  Lee-Hendry  County  Medi- 
cal Society  and  Lee  County  Chamber  of  Commerce, 
March  4-S,  Exhibition  Hall,  Fort  Myers. 

Seminar  in  Xeurology,  March  5-7,  University  of  Florida 
College  of  Medicine,  Gainesville. 

Cancer  Seminar,  Pinellas  County  Unit  of  American  Can- 
cer Society,  March  6-7,  Fort  Harrison  Hotel,  Clear- 
water. 

Annual  Seminar,  Watson  Clinic,  March  7,  Lakeland 

Postgraduate  Seminar  in  Arthritis  and  Related  Diseases, 
and  Care  and  Prevention  of  Musculoskeletal  Injuries, 
Florida  Chapter  of  the  Arthritis  and  Rheumatism 
Foundation,  March  13-14,  Hotel  George  Washington, 
Jacksonville. 

“Evolving  Concepts  in  Pulmonary  Diseases,”  Depart- 
ment of  Radiologj’,  University  of  Miami  School  of 
Medicine  and  Jackson  Memorial  Hospital,  March  18- 
21,  Hotel  Fontainebleau,  Miami  Beach. 

Southeastern  Surgical  Congress,  March  21-28,  S.  S.  Han- 
seatic sailing  from  Port  Everglades,  Fort  Lauderdale. 

“Principles  in  the  Rehabilitation  of  the  Physically  Handi- 
capped,” Crippled  Children’s  Society  of  Dade  County, 
March  2-6,  Rehabilitation  Center,  Miami. 

April 

“Pediatrics — The  Sick  Child  in  General  Practice,”  .April 
9-11,  .Auditorium  of  Mound  Park  Hospital,  St.  Peters- 
burg. 

May 

Ninetieth  .Annual  Meeting,  Florida  Medical  Association, 
May  7-10,  Diplomat  Hotel,  Hollywood-by-the-Sea. 


Recent  reports  S7iggest.. . insulin  and  sulfonylureas  may  accelerate  lipo- 
genesis/'\  . . serum  ^‘insulin”  levels  are  often  elevated  in  obese  diabet- 
ics^-^'\ . . DBI( phenformin  HCl ) reduces  h igh  blood  sugars,  lowers  elevated 
‘‘insulin”  levels,  lends  to  reduce  body  weight  toward  normaiy’'^'^ 

most  effective  in  the  obese  diabetic 

DBi;  DBI-TDe 

tablets  25  mg.  timed-disintegration  capsules  50  mg. 

BRAND  OF  PHENFORMIN  HCl 


In  the  obese  diabetic  (ketoacidosis-resistant),  DBI  (phenformin  HCl)  with  a proper  diet;  A.  acts  to  reduce  high  blood  sugar 
without  increasing  fat  synthesis  or  weight  gain.  B.  does  not  increase  already  elevated  endogenous  insulin  levels,-  may, 
indeed,  act  to  restore  more  normal  levels.  C.  favors  reduction  of  weight. 

In  the  ketoacidosis-resistant  obese  diabetic  not  amenable  to  diet  alone,  hypoglycemic  DBI  (phenformin  HCl)  appears  to 
help  avoid  weight  gain  or  reduce  adiposity,  factors  which  otherwise  tend  to  make  blood  sugar  control  more  difficult  and 
to  increase  the  likelihood  of  complications.  However,  in  the  ketoacidosis-prone  diabetic,  insulin  is  still  the  essential 
hypoglycemic  agent. 

Summary:  Indicated  in  stable  adult  diabetes,  sulfonylurea  failures  and  unstable  diabetes.  Gastrointestinal  side  effects 
occurring  more  often  at  higher  dosage  levels  abate  promptly  upon  dosage  reduction  or  temporary  withdrawal.  Occasionally 
I an  insulin-dependent  patient  will  show  “starvation”  ketosis  (acetonuria  without  hyperglycemia)  which  must  be  differentiated 
' from  “insulin-lack”  ketosis,  and  treated  accordingly.  Use  with  caution  in  severe  liver  disease.  Not  recommended  without 
insulin  in  acute  complications  (acidosis,  coma,  infections,  gangrene,  surgery).  Consult  product  brochure  for  full  information. 

! Bibliography;  1.  Williams,  R.  H.;  Textbook  of  Endocrinology,  Ed.  3,  Saunders,  Philadelphia,  1962,  p.  610.  2.  Gordon,  E.  S.:  Metabolism  11:819, 
11962.  3.  Grodsky,  G.  M.  et  al.:  Metabolism  12:278,  1963.  4.  Sadow,  H.  S.:  Metabolism  12:333,  1963.  5.  West,  K.  M.  and  Tophoj,  E.:  Metabolism 
I 10:689,  1961.  6.  Yalow,  R.  S.  and  Berson,  S.  A.:  Diabetes  9:254,  1960.  7.  Weller,  C.  et  al.:  Scientific  Exhibit,  A.M.A.,  June  1962.  8.  Weller,  C. 
jet  al.:  Metabolism  11:1134,  1962.  9.  Radding,  R.  S.  et  al.:  Metabolism  11:404,  1962. 
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Clinical  Comment 


Florida  Society  of  Anesthesiologists 

The  fall  meeting  of  the  Florida  Society  of 
Anesthesiologists  was  held  in  Tampa  on  Oct.  19, 
1963.  Presenting  the  program  for  the  scientific 
session  were  Dr.  Oral  B.  Crawford,  Springfield, 
Mo.,  Dr.  Frank  Moya,  University  of  INIiami 
School  of  Medicine,  Coral  Gables,  Thomas  H. 
Crawford  Jr.,  Jacksonville  attorney,  and  Frank 
M.  Arnall  II,  C.L.U.,  Jacksonville. 

Discussing  “Factors  Which  Affect  the  Spread 
of  Anesthetic  Solutions  in  Peridural  Space,”  Dr. 
Crawford  reported  that  there  was  a wide  variety 
of  opinion  in  the  existing  textbooks  regarding  the 
volumes,  dosages  and  techniques  used  in  epidural 
blocks.  An  interesting  study  was  presented  indi- 
cating the  mechanism  of  these  variables.  The  con- 
clusion was  that  if  such  variables  as  gravity,  size 
of  patient,  type  of  drug,  and  volume  of  solution 
are  recognized,  epidural  block  will  be  more  pre- 
dictable. 

“Regional  Versus  General  Anesthesia  for  Ob- 
stetrics” was  the  subject  presented  by  Dr.  Moya. 
He  summarized  his  excellent  talk  by  reiterating 


that  regional  anesthesia  is  the  technique  of  choice 
in  obstetrical  anesthesia.  In  the  event  this  is  con- 
traindicated, analgesia  with  cyclopropane  and  the 
use  of  succynldicholine  is  preferred.  Contraindi- 
cated is  the  use  of  deep  anesthesia  with  any 
agent.  The  talk  was  reinforced  with  many  slides 
illustrating  the  principles  involved. 

Mr.  Crawford  and  Mr.  Arnall  discussed  “Pro- 
fessional Corporations  and  Kintner-Type  Associa- 
tions.” They  detailed  the  origin,  growth,  and  de- 
velopment of  the  professional  corporation.  The  ap- 
plication of  this  concept  to  the  economic  phase  of 
the  professional  man  was  explained  thoroughly. 
The  Professional  Service  Corporation  Act  was 
passed  by  the  Florida  legislature  in  September 
1961,  thereby  permitting  physicians  to  use  the 
mechanics  of  a corporation  in  their  own  economic 
planning.  The  two  speakers  presented  means  for 
the  application  of  this  law. 

George  G.  Miles,  M.D. 

Orlando 


PRECISION 

WORKMANSHIP 


Workmanship  makes  the  difference.  Mass  production 
today  has  often  pushed  aside  precision.  Not  so  when  you 
place  your  prescription  in  the  hands  of  your 
GUILD  OPTICIAN.  Today  as  always  the  guild  optician 
knows  and  practices  the  ultimate  in  care 

to  produce  the  finest  in  eye  wear. 


Guild  of  Prescription  Opticians  of  Florida 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance...  and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  para-aminoben- 
zoate  0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


CLASSIFIED 

Advertising  rates  for  this  column  are  $5.00  per 
insertion  for  ads  of  25  words  or  less.  Add  20«f  for 
each  additional  word. 


WANTED:  Pediatrician,  ENT,  Internist  and  Der- 

matologist for  new  medical  building  ready  Feb.  IS. 
Adjacent  to  hospital  in  beautiful  location  on  Gulf  of 
Mexico.  Fine  practice  opportunity.  Write  69-510,  P.O. 
Box  2411,  Jacksonville,  Fla. 

WANTED:  Pediatrician  for  association  with  two 

obstetricians.  Office  space,  basic  equipment  and  guar- 
anteed income  are  available  for  an  acceptable  man. 
Write  69-SSl,  P.O.  Box  2411,  Jacksonville,  Fla. 

OPTICAL  DISPENSER:  Would  like  to  locate  with 

eye  physician,  who  is  presently,  or  considering  dispens- 
ing eyewear.  Willing  to  furnish  own  equipment,  furni- 
ture and  samples  if  necessary.  Would  also  consider 
leasing  optical  department  from  a doctor.  Write  69- 
583,  P.O.  Box  2411,  Jacksonville,  Fla. 

WANTED:  Nose  and  throat  man.  Obstetrician, 

Dermatologist,  Internal  Medicine.  Arrangements  open. 
Growing  community.  Phone  John  0.  Rao,  M.D.  847- 
2833,  Kissimmee,  Fla. 

OFFICE  SPACE  FOR  RENT:  Medical  suite,  ap- 
proximately 600  sq.  ft.  in  separate  consultation,  two 
treatment  and  laboratory  rooms.  Share  secretary  and 
reception  room.  New  professional  building,  excellent 
furnishings.  Suitable  for  specialty  or  general  practice. 
Clarence  H.  Schilt,  M.D.,  2161  McGregor  Bldg.,  Ft. 
Myers,  Fla. 

WANTED:  General  Practitioner  for  Clinic-Hos- 
pital. Salary  open — plus  bonus.  Write  69-535,  P.O. 
Box  2411,  Jacksonville,  Fla. 

LOC.ATION  WANTED:  Board  certified  Surgeon 

desires  relocation  private  practice  in  area  in  need  of 
qualified  surgeon.  Write  69-564,  P.O.  Box  2411,  Jack- 
sonville, Fla. 

GENERAL  SURGICAL  RESIDENT:  Board  eligi- 
ble July  1964.  Florida  license,  with  broad  training 
background,  multilingual,  seeks  partnership  with  es- 
tablished surgeon,  preferably  in  Dade  County.  Par- 
ticulars, references,  photo  supplied  on  request.  Write 
69-569,  P.O.  Box  2411,  Jacksonville,  Fla. 

PEDIATRICI.AN  to  associate  in  small  group,  in- 
cluding another  pediatrician  with  large  practice.  Pro- 
gressive, guaranteed  salary,  plus  bonus.  Write  69-570, 
P.O.  Box  2411,  Jacksonville,  Fla. 

GENERAL  PRACTITIONER  for  association  with 
group  in  Cape  Kennedy  area.  Thriving  potential, 
guaranteed  salary,  plus  bonus.  Write  69-571,  P.O. 
Box  2411,  Jacksonville,  Fla. 

INTERNIST  OR  GENERAL  PRACTITIONER: 
Physician  established  here  for  10  years  in  a rapidly 
growing  community  wishes  to  have  another  physician 
to  share  completely  furnished  1,500  sq.  ft.  office  space, 
equipped  with  x-ray,  EKG,  Diathermy,  etc.  Write  to 
POMPANO  BEACH  MEDICAL  BLDG.,  2701  At- 
lantic Blvd.,  Pompano  Beach  or  call  WH  1-2420. 

GENERAL  PRACTITIONER  WANTED: 
actively  growing  General  Practice,  Dade  County,  Flor- 
ida. Salary  $18,000  first  year;  $24,000  second  year; 
partnership  third  year.  No  investment  needed.  Resume 
to  69-561,  P.O.  Box  2411,  Jacksonville,  Fla. 

NEW  SUNRISE  GOLF  VILLAGE  SHOPPING 
CENTER:  Located  in  a rapid  growing,  established 

community  of  2,100  people.  Has  private  professional 
space  available  for  good  doctor.  Profession  center  fin- 
ished to  your  specifications.  80%  residents,  growing 
families.  20%  retired.  Contact  Mr.  W.  D.  Scham- 
berger,  77  Sunset  Strip,  Fort  Lauderdale,  Fla.  Area 
305  LU  1-5012. 


PORT  LAUDERDALE  SPECIALISTS’  SUITES: 
One  remains  for  rent.  New  quality  colonial  building 
planned,  with  M.D.  and  D.D.S.  In  front  Holy  Cross 
Hospital  off  Federal  Highway.  Write  M.D.,  1601  E. 
Broward  Blvd.,  Fort  Lauderdale,  Fla. 


FOR  RENT:  Complete  office,  seven  rooms,  water- 

front Doctors  Building.  $225.  per  month.  Air-condi- 
tioning, heat,  hot  water,  janitor  service.  Downtown. 
Free  parking  for  patients.  Contact  S.  J.  Wilson,  M.D., 
309  N.E.  River  Drive,  Fort  Lauderdale,  Florida. 


OBSTETRICIAN  - GYNECOLOGIST  WANTED: 
To  associate  with  two  man  group.  Large  established 
practice  in  Miami;  Board  eligible  or  certified;  prefer 
under  age  35.  Write  P.O.  Box  384,  Miami  Shores,  Fla. 


PR.^CTICE  FOR  SALE:  Profitable,  well  estab- 
lished urban  family  practice  in  south  Gulf  coast  area. 
Outstanding  opportunity  to  take  over.  Office  building, 
fully  equipped.  Will  finance.  Leaving  for  residency 
July  1.  Write  69-566,  P.O.  Box  2411,  Jacksonville,  Fla. 


GENERAL  PRACTITIONER  WANTED  for  coun- 
ty supported  medical  clinic.  Major  duties  involve  gen- 
eral diagnostic  screening  and  treatment.  40  hour  week; 
two  weeks  vacation ; two  weeks  sick  leave ; social  se- 
curity, and  group  insurance  benefits.  Please  send 
resume  and  any  request  for  more  information  to: 
Occupant,  P.O.  Box  772,  Main  Post  Office,  Orlando, 
Fla. 


INTERNIST  W.\NTED:  In  Cape  Kennedy  area 
for  association  with  small  group.  Guaranteed  month- 
ly salary,  plus  participating  bonus  and  congenial  asso- 
ciates. Write  69-572,  P.O.  Box  2411,  Jacksonville,  Fla. 


IMMEDIATE  OPENING  for  Florida  licensed 
Anesthesiologist.  Working  with  well  established  group. 
Contact  Dade  County  Medical  Association,  2 Coral 
Way,  Miami.  FR  1-2601. 


PEDIATRICIAN  WANTED:  To  take  over  active 
growing  practice  in  East  Coast  town.  Leaving  for 
association  in  metropolitan  area.  Unusual  'opportunity. 
Write  69-573,  P.O.  Box,  Jacksonville,  Fla. 


GENER.^L  SURGEON:  Board  certified,  former 
Fellow  in  Surgery  at  The  Lahey  Clinic.  White,  male, 
aged  47,  seeking  location  in  Southeast  Florida.  Fam- 
ily reasons.  Seeking  association  with  established  spe- 
cialist or  group.  Write  69-575,  P.O.  Box  2411,  Jack- 
sonville, Fla. 


GENERAL  PRACTITIONER  needed  to  take  over 
active  practice  in  growing  Gulf  Coast  town.  Present 
physician  returning  for  further  study.  Fully  equipped 
office  and  laboratory.  Write  69-577,  P.O.  Box  2411, 
Jacksonville,  Fla. 


FOR  S.'^LE:  Office  and  laboratory  equipment  2j4 
years  old.  Hamilton  suite,  EKG,  Medcosonlator,  Pho- 
tometer, autoclave,  X-ray  and  other  equipment.  Write 
69-578,  P.O.  Box  2411,  Jacksonville,  Fla. 


GENER.\L  PR.\CTITIONER  desires  relocation  in 
Southeast  Coast.  Would  like  to  share  office  space  with 
established  surgeon  or  specialist  on  a rental  basis.  No 
lease  or  contract.  Write  69-579,  P.O.  Box  2411,  Jack- 
sonville, Fla. 


MEDICAL  OFFICE  AVAILABLE:  Vacated  by 

enlarging  partnership.  Centrally  located.  Adequate 
for  two  men.  T.  J.  Kaminski,  M.D.,  1010  Hickory 
St.,  Melbourne,  Fla. 
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WANTED:  Florida  licensed  Anesthesiologist.  Open- 
ing in  near  future  with  well  established  gi'oup.  VVrite 
to  Business  Manager,  P.O.  Box  1877,  Hollywood,  Fla. 


ROENTGENOLOGIST  available  now,  residing  in 
Miami.  Owns  radium,  .^EC  licensed  in  many  proce- 
dures. Write  69-580,  P.O.  Box  2411,  Jacksonville,  Fla. 


GENER.^L  SURGEON  with  established  practice 
moving  family  to  Florida.  Desires  association  with 
qualified  surgeon  or  group.  W’hite,  age  53,  South- 
erner. Harvard  M.D.  Diplomate.  Good  health  and 
character.  Experienced.  Florida  license.  Write  69-568, 
P.O.  Box  2411,  Jacksonville,  Fla. 


OFFICE  BUILDING  IN  FORT  L.\UDERDALE: 
2,063  sq.  ft.  N.E.  section  near  Holy  Cross  Hospital. 
■\vailable  for  qualified  Internist  to  associate  with  well 
established  Internist  or  rental  of  entire  building.  Write 
S.  Norton,  1431  Lenape  Dr.,  Miami  Springs,  Fla. 
Phone  887-6096. 


Naples,  Florida — Buy  improvement  or  sublet  office 
space.  No  charge  for  practice.  Used  three  years  by 
G.P.  Relocating.  Directly  opposite  hospital.  Write 
69-581,  P.O.  Box  2411,  Jacksonvnlle,  Fla. 


SURGEON,  former  Associate  Professor  at  leading 
Postgraduate  Medical  School,  desires  to  purchase  go- 
ing practice:  partnership  or  group.  East  or  Central 
Florida.  Write  69-582,  P.O.  Box  2411,  Jacksonville, 
Fla. 


NURSE  ANESTHETIST:  40  hour  week,  no  night 
calls  except  rare  occasion,  salary  Ppen.  Contact  Me- 
morial Hospital,  Hollywood,  Florida. 


HCY  CREME 


3%  lodochlorhydroxyquin 
1%  Hydrocortisone 

Provides  ANTIFUNGAL,  ANTIBACTE- 
RIAL, ANTI-INFLAMMATORY  AND  AN- 
TIPRURITIC action  in  dermatitis. 


GEVIZOL 


Each  5 cc.  tspfl  or  tablet  provides  100 
mg.  Pentylenetetrazol,  50  mg.  Nicotinic  acid. 
GEVIZOL  is  indicated  in  the  treatment  of  the 
mentally  confused,  emotionally  unstable, 
apathetic  aged  and  aging  patient.  For  the 
patient  complaining  of  dizziness  or  fog- 
giness. Reactivates  the  inactivated. 


QUALITY  SARON  ECONOMY 

PHARMACAL 

CORPORATION 

St.  Petersburg  Florida 


ASIA 


ica 

SUPPLY  COMPANY 


Are  you  just  starting  or  have  you  been  in  practice?  We  can  supply  you  v/ith  dis- 
tinctive and  modern  equipment  for  your  office. 

It  increases  your  efficiency  and  makes  your  v/ork  easier. 


Ph.  EL  5-8391 


P.  O.  Box  2580 — 1050  W.  Adams 


Jacksonville,  Fla. 


P.  L.  DODGE  MEMORIAL  HOSPITAL 

formerly 

MIAMI  MEDICAL  CENTER 

M.  G.  Isaacson,  M.D. 

Medical  Director  and  President 

1861  N.W.  South  River  Drive 
Phone  379-1448 

A private  institution  for  the  treatment  of  ner- 
vous and  mental  disorders  and  the  problems  of 
drug  addiction  and  alcoholic  habituation.  Mod- 
em diagnostic  and  treatment  procedures  includ- 
ing — Psychotherapy,  Insulin,  & Electroshock, 
when  indicated.  Adequate  facilities  for  recrea- 
tion and  out-door  activities. 

Information  on  request 

Member  NAPPH  and  American  Psychiatric  Assn. 


J.  Florida  M. A. /March,  1964 
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TUCKER  HOSPITAL,  INC 

212  West  Franklin  Street 
RiCHMONn.  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neurological 
patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic  disorders, 
mood  disturbances,  social  adjustment  problems,  involutional  reactions  and  selective 
psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  W.  Frederick  Young 


BALLAST  POINT  MANOR 

SANITARIUM 

Care  of  Mild  Mental  Cases,  Senile  Disorders 
and  Invalids 
Alcoholics  Treated 


Aged  adjudged  cases 
will  be  accepted  on 
either  permanent  or 
temporary  basis. 

Safety  ogainst  fire  — by 
Automatic  Fire  Sprinkling 
System. 


Cyclone  fence  enclosure  for 
recreation  facilities,  seven- 
ty-five by  eighty-five  feet. 


Member  of 

American  Medical  Assn. 
American  Hospital  Assn. 
Florida  Hospital  Assn. 


5226  Nichols  St.  DON  SAVAGE  P.  O.  Box  13467 

Telephone  831-4191  Owner  and  Manager  Tampa  11,  Florida 
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Who  developed 
the  first  compound 
charcoal  filter? 

HERE’S  THE  ANSWER  IN  BLACK  AND  WHITE: 


yr^'^v  -y*' -..  t f 


The  first  cigarette  with  a mod- 
ern compound  charcoal  filter 
was  introduced  by  The  Ameri- 
can Tobacco  Company  in  1958. 
Its  name:  Dual  Filter  Tareyton. 

Behind  the  introduction  of 
this  first  compound  filter  lay 
years  of  research  and  experi- 
mentation by  American  Tobac- 
co scientists  to  produce  a filter 
that  would  improve  the  taste 
and  flavor  of  fine  tobacco.  This 
was  a large  order,  but  it  was 
filled  by  the  Dual  Filter  Tareyton 
compound  filter. 

With  an  outer  filter  of  white 
cellulose  acetate  and  an  inner 
filter  of  activated  charcoal,  this 


compound  filter  is  just  the 
right  complement  to  Dual  Filter 
Tareyton’s  quality  tobaccos. 
Proof  of  its  success  may  be 
seen  in  the  exceptional  loyalty 
Dual  Filter  Tareyton  smokers 
have  for  their  brand. 

Developing  and  perfecting 
the  first  compound  charcoal  fil- 
ter took  manyyears.  Maybe  this 
proves  something:  our  persist- 
ent dedication  to  maintaining— 
and  ever  improving— the  high 
quality  of  our  products. 

For  at  The  American  Tobacco 
Company,QUALiTY  OF  product 
IS  ESSENTIAL  TO  CONTINUING 
SUCCESS. 
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or  obviate 
the  need  for 

transfusions 
and  their 
attendant 
dangers 

KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 


parenteral  hemostat 


Each  cc  contains:  5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenol  0.25%;  sodium  carbonate  as  buffer. 

Complete  data  with  each  1 Occ  vial.  Therapy  chart  on  request. 

CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 
Distributed  in  Canada  by  Austin  Loboratories,  Ltd.  • Paris,  Ontario 


Convention 
Press 

218  W.  Church  St. 
Jacksonville,  Florida 


QUALITY 
BOOK  PRINTING 
PUBLICATIONS 
BROCHURES 


WHATEVER  your  first  requisites  may  be. 

we  always  endeavor  to  maintain  a 
standard  of  quality  in  keeping  with  our 
reputation  for  fine  quality  work — and  at 
the  same  time  provide  the  service  desired. 
Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting 
on  all  details. 


YOUR  Patronage  Has  Made  Our  Growth  Possible 

Medical  Supply  Company 
of  Jacksonville 


Home  Office 
JACKSONVILLE 

4539  Beach  Blvd. 
Telephone  FL  9-2191 

ORLANDO 

1511  Sligh  Blvd. 
Telephone  GA  5-3537 
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PATIENT  NO.  1 

PATIENT  NO.  2 

may  require 

may  require 

higher  dosage 

extra  sedation 

in  the  morning. 

at  night. 

IN  ANGINA  PECTORIS 

Can  this  ^TAILORED  DOSAGE” 
Help  Your  Angina  Patients  ? 


It's  Easy  to  Adjust  the  Dosage 
with  the  Tetrasule  Family 

TETRASULE®  Timesule® 

PENTAERYTHRITOL  TETRANITRATE  30  mg. 

Dosage:  One  timesule  upon  arising,  and  one  12  hours  later. 
May  be  increased  to  2 Timesules  A.M.  and/or  P.M.,  as  required. 

TETRASULE-S  Timesule 


The  Tetrasule  Family  of  long  acting 
coronary  vasodilators  makes  it  pos- 
sible for  you  to  vary  the  dosage  A.M. 
and  P.M.,  according  to  the  patient’s 
need  and  temperament.  All  forms  are 
designed  for  b.i.d.  administration,  to 
give  continuous  action  throughout  the 
day  and  night. 


PENTAERYTHRITOL  TETRANITRATE  30  mg. 

AMOBARBITAL  30  mg.  (Warning,  may  be  habit  forming.) 


PELLET  PRINCIPLE 
For  Smooth,  Even  Release 


Dosage:  Use  interchangeably  with  Tetrasule  when  added  seda- 
tion is  required:  One  Timesule  upon  arising,  and  one  12  hours 
later.  May  be  increased  to  2 Timesules  A.M.,  and/or  P.M.,  as 
required. 


TETRASULE-80  Timesule 

PENTAERYTHRITOL  TETRANITRATE  80  mg. 

Dosage:  For  the  patient  who  requires  approximately  27.6  mg. 
each  4 hours:  One  Timesule  upon  arising,  and  one  12  hours 
later. 

CAUTIONS:  Tetrasule  provides  a slow  release,  long  acting  coronary 
vasodilator.  It  is  not  intended  to  relieve  acute  attack  of  angina 
pectoris,  but  to  reduce  the  frequency  and  severity  of  attack.  Tran- 
sient headache  or  nausea,  occasionally  observed,  tend  to  disappear 
after  4 or  5 days.  Like  all  nitrates,  the  drug  should  be  given  with 
caution  in  glaucoma,  but  anemia  is  not  considered  a contraindication. 
Side  effects  are  the  same  as  those  of  other  nitrates,  except  that 
these  appear  to  be  relatively  infrequent  and  methemoglobinemia  was 
not  demonstrated  following  prolonged  use. 


Tetrasule  Timesules  release  their  med- 
ication from  hundreds  of  sequential 
release  pellets.  Unlike  single  com- 
pressed tablets,  the  pellets  disburse 
widely  in  the  G-l  tract,  providing  con- 
tinuous drug  availability.  This  helps 
avoid  periods  of  under-dosage,  when 
the  patient  may  experience  anginal 
distress  and  complain  that  the  medica- 
tion "is  not  working.”  And  it  helps 
avoid  periods  of  sudden  over-release  in 
which  the  patient  may  experience 
nausea  or  headache. 


FREE 


— Clinical-Test  Supplies 


What  dosage  works  best  for  your  patient?  Send  for  a 
full  week’s  supply  of  each  dose  form  of  the  Tetrasule 
Family.  Test  before  you  prescribe.  Sent  on  request. 


ARNAR-STONE  LABORATORIES,  INC. 

STORCK  PHARMACEUTICALS  DIVISION 

MOUNT  PROSPECT  • ILLINOIS  6005S 
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MUEL  G.  HIBBS  M.D. 

'A  yam  P’ol.t  OfiJm.zM.  -m 

TARIVS  SI‘l<l\(;S.FhriJ,i  [ 

Telephone  937-4211 


Member  National  Association 
of  Private  Psychiatric  Hospitals, 
Approved  by 

American  Psychiatric  Association, 
Accredited  by  Joint  Commission 
on  Accreditation  of  Hospitals. 


A modern  hospital  offering  intensive  and  comprehensive  psychiatric 
treatment.  The  completeness  of  the  unification  of  the  entire  staff  makes 
the  approach  unique,  but  not  radical.  All  acceptable  treatment  modal- 
ities are  used  but  absolute  precedence  is  given  to  psychotherapy, 
individual  and  group,  with  special  attention  to  the  family  process. 


LORANT  FORIZS.  M D. 
MEDICAL  DIRECTOR 


WALTER  H WELLBORN.  jR  . M.D 
CLINICAL  DIRECTOR 


STAFF  PSYCHIATRISTS 

JOHN  R.  ERWIN.  M.D. 
RICHARD  L.  MEADOWS.  M D. 
CHARLES  J.  SAPORITO.  M.D. 
ROBERT  G.  ZEITLER.  M.D. 


THEODORE  E.  GAGLIANO.  M.D 
DIRECTOR  OF  ADMISSIONS. 
EDUCATION  AND  TRAINING 

STAFF  PSYCHOLOGISTS 

PATRICK  J.  DIGNAM.  PH  D. 

JAMES  B.  MORRIS.  PH  D. 
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ACHROCIDIN 

TETRACYCLINE  HCI-ANTIHISTAMINE-ANALGESIC  COMPOUND 


Each  Tablet 
contains: 


ACHROMYCIN® 

Tetracycline  HCI 125  mg. 

Acetophenetidin 

(Phenacetin) 120  mg. 

Caffeine 30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate 25  mg. 


Each  (5cc.)  Teaspoonful  of  Syrup  (lemon-lime 
flavored)  contains: 


ACHROMYCIN®  Tetracycline 

equivalent  to  Tetracycline  HCI  . . 125  mg. 

Acetophenetidin  (Phenacetin)  ....  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate 15  mg. 


Methylparaben  4 mg.;  Propylparaben  1 mg. 


Effective  in  controlling  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic  re- 
lief in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  are  drowsiness,  slight 
gastric  distress,  overgrowth  of  nonsusceptible  organisms,  tooth  discoloration.  The  last  named 
may  occur  only  if  the  drug  is  given  during  tooth  formation  (late  pregnancy,  the  neonatal  period, 
early  childhood).  Average  Adult  Dosage:  2 Tablets  or  2 Teaspoonfuls  of  Syrup  four  times  daily  The 
total  average  daily  dosage  for  children,  determined  by  the  tetracycline  content,  is  10  to  20  mg. 
per  pound  body  weight,  divided  into  four  equal  doses. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

7 I 49-3 


A CONTPI.FTE  BUSINESS  SERVICE 
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PM  FLORIDA 


233  Fourth  Avenue,  N.  E. 
St.  Petersburj;.  Florida 
Phone  862-6903 


Adiliates  of  Black 
Battle  Cre 
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ANDERSON  SURGICAL  SUPPLY  CO. 

Established  1916 

Distributors  of  Known  Brands 

of  Proven  Quality 

Telephone  229-8504 
Morgan  at  Platt,  P.O,  Box  1228 
Tampa,  Fla.  33601 

Telephone  896-3107 
556  9th  St..  South 
St.  Petersburg.  Fla. 

Telephone  376-8253 
729  S.W.  4th  Ave. 
Gainesville,  Fla. 

Telephone  958-0489 
1934  Hillview  St. 

Sarasota,  Fla. 

Telephone  CHerry  1-9589 
1616  N.  Orange  Ave. 

Orlando,  Fla. 


Out-Patient  Clinic  and  Offices 

James  A.  Becton,  M.D. 

P.  O.  Box  2896,  Woodlawn  Station, 


HILL  CREST  SANITARIUM 

Established  in  1925 

FOR  NERVOUS  AND  MENTAL  DISEASES 
AND  ADDICTION  PROBLEMS 

James  Keen  Ward,  M.D. 
Birmingham  6,  Ala.  Phone  WO  1-1151  and  WO  1-1152 
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OBEXROIi' 


for  amphetamine  action  with 
fewer  side  reactions  reported. 


WEIGHT  REDUCTION  EFFECTIVE 
IN  DIFFICULT  CASES 

“With  a daily  divided  dosage  of  30  milligrams  of  OBETROL  we 
were  able  to  obtain  appetite  depression  without  nervous  rest- 
lessness or  insomnia  ...”  ‘ 

Twenty  six  patients  who  previously  had  been  unable  to  use 
other  amphetamines  in  any  dosage  sufficient  to  maintain  the 
anorectic  effect,  responded  favorably  on  this  medication. 

“In  the  cooperative  patient,  OBETROL  was  markedly  bene- 
ficial in  producing  the  desirable  weight  loss  with  minimal  side 
effects,  even  in  the  case  of  a high  percentage  of  patients  with 
cardiovascular  and  other  chronic  ailments  which  normally 
make  use  of  other  amphetamines  undesirable  because  of  side 
effects”  ‘ 

OBETROL  PHARMACEUTICALS 

382  Schenck  Avenue,  Brooklyn  7,  N.Y. 

’Simon.  F.  & Bernstein  A.;  "The  Treatment  of  Obesity  in  Patients  with 
Cardiosascular  Disease,”  Angiology,  /2:32-37,  Jan.  1961. 

-■  Plotz,  M.:  Modern  Management  of  Obesity,  J A M A.  J70: 1513-1515 
(July  25)  1959. 

’ Bernstein.  A.  & Simon,  F.:  "Treatment  of  Obese  Diabetics  and  Arterio- 
sclerotics,”  Clin.  Med.  907-920,  May  1961. 


Each  OBETROL-10  tablet  contains: 

Methamphetamine  Saccharate  2.5  mgm. 

Methamphetamine  Hydrochloride  2.5  mgm. 

Amphetamine  Sulfate  2.5  mgm. 

Dextro-amphetamine  Sulfate 2.5  mgm. 


(OBETROL-20  tablets  contain  twice  this  potency) 

Pat.#  2748052. 

Contraindications:  OBETROL  is  relatively  contraindicated  in 
hyperthyroidism,  hypertension,  coronary  artery  and  other  car- 
diovascular diseases,  anxiety  and  hyperexcitability.  Habituation 
may  occur  with  prolonged  use.  As  in  the  case  of  all  ampheta- 
mines, caution  should  be  used  in  treating  patients  with  these 
conditions. 

REQUEST  SAMPLES  AND  LITERATURE  ^ 

1 

OBETROL  PHARMACEUTICALS  | 

382  Schenck  Avenue  • Brooklyn  7,  N.Y.  I 

Dr. I 

Aadress i 


City State | 
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THE  FIRST 
OBJECTIVE 
IN  RELIEVING 
SINUS 
HEADACHE 
ISA 


PATIENT 


The  second,  of  course,  is  relieving  the  headache.  Head- 
ache gone,  sinus  clear.  The  patent  patient  may  not  know 
it,  but  his  sinus  headache  disappeared  because  in  addi- 
tion to  analgesia,  the  tablet  he  took  also  relieved 
congestion.  That’s  how  Ursinus  works. 

Each  Inlay-Tab* contains  the  completely  soluble  analgesic 
Calurin*  (brand  of  calcium  carbaspirin)  equivalent  to 
300  mg.  aspirin,  plus  the  time-tested  decongestant 
Triaminic*  50  mg.  (phenylpropanolamine  hydrochloride 
25  mg.,  pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.).  Use  with  caution  in  presence  of 
hypertension,  heart  disease,  diabetes,  or  thyrotoxicosis. 

If  drowsiness  occurs,  patient  should  not  engage  in  activ- 
ities requiring  maximum  alertness.  Usual  dose  is  one 
Inlay-Tab  fourtimes  a day.  HEADACHE  GONE,  SINUS  CLEAR. 

HAVE  YOU  TRIED 

URSINUS  EH 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 
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THE  DUVALL  HOME 
for  RETARDED  CHILDREN 

A home  offering  the  hnest  custodial  care  with  a 
happy  home-like  environment.  We  specialize  in  the 
care  of  infants,  bed-ridden  children  and  Mongoloids. 

For  further  information  write  to 
MRS.  A.  H.  DUVALL  GLENWOOD,  FLORIDA 


MORE  HELP  FOR  ' ™ 
THE  STRICKEN  HEAICT^^ 


In  long-term 
treatment 
ofyourpatients. 
w it h coronary 
insufficiency. 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 


■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
lieadacbe,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CMC- 1055 


MILTRATE* 

meprobamate  200  mg. -i- pentaerythritol  tetranitrate  10  mg. 


vW'^ALLACE  laboratories  / Cranbury,  N.  ]. 
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FLORIDA  MEDICAL  ASSOCIATION 
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Jacksonville  3,  Florida 
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SAMUEL  M.  DAY,  M.D.,  President-Elect 

H.  PHILLIP  HAMPTON,  M.D.,  Vice  President 
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H.  PHILLIP  H.\MPTON,  M.D.,  Chairman,  Council  on  Legislation  and  Public  Agencies 
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CH.\RLES  R.  SI.\S,  M.D.,  Chairman,  Council  on  Medical  Services  

TH.\D  MOSELEY,  M.D.,  Chairman,  Scientific  Council — 
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Jacksonville 

Pensacola 

Jacksonville 

Jacksonville 


APPALACHIAN  HALL 

ASHEVILLE  EstabUshed  1916  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  iUnesses,  rest,  convales- 
cence, drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en 
suite. 

iVm.  Ray  Griffin  Jr.,  M.D.  Mark  A.  Griffin  Sr.,  M.D. 

Robert  A.  Griffin,  M.D.  Mark  A.  Griffin  Jr.,  M.D. 

For  rates  and  further  information  write  Appalachian  Hall,  Asheville,  N.  C. 
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Once  you  have  used  HEMA-COMBISTIX',"dip-and-read  test  for  urinary  blood, 
protein,  glucose,  and  pH,  it  may  become  a habit  to  test  every  patient’s  urine 
routinely  with  this  simple,  convenient  reagent  strip.  Most  of  the  answers  will 
be  “negatives,”  but  an  unexpected  “positive”  may  alert  you  to  se- 
rious pathology  even  before  related  symptoms  appear.  The  test  takes 
only  60  seconds.  As  basic  as  the  stethoscope... HEMA-COMBISTIX 
is  a good  habit  to  form.  □ Ames  Company,  Inc.,  Elkhart,  Indiana,  e,,*. 


AIN/IES 


Library 

New  York  Acaiemy  of  Medicine 

2 East  103rd  St 

New  York  29  N Y J 12-64 


ai  ixiety 

anxiety 


anxiety 


anxiety 

anxiety 

anxiety 


anxiety 

anxiety 

anxiety  reduced  to  its  proper  perspective  | |R|^||l|y|® 

(chlopdiazepoxide  HC 


ROCHE 


the  successor 
to  the  tranquilizers 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriat 
patients:  5 mg  b.i.d.  to  q.i.d.  Cautions  — Occasional  side  effects,  often  dose-related,  are  drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregulariti 
nausea  and  constipation.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual  maintenance  dosages  should  be  determin 
Advise  patients  against  possibly  hazardous  procedures  until  maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  co 
bining  with  other  psychotropics,  particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usi 
precautions  in  impaired  renal  or  hepatic  function,  and  in  long-term  treatment.  Caution  should  be  exercised  in  prescribing  any  therapeutic  agent 
pregnant  patients.  Supplied  — Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50  and  500. 
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epilepsy  may  limit 
opportunity. 


uiianiin 

(diphenylhydantoin) 


PARKE-DAVIS 


extends  horizons 


This  agent  “...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use,  it  may  be 

said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent; 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  containing  0. 1 Gm.  and  0.03  Gm. 

•Roseman,  E.:  Neurology  11:912,  1961.  jie$4 


PARKE-DAVIS 


PAMt.  DAVIS  4 COMPANY.  497i9 


For  that  extra  bit  of  knowledge  which  may  offer  you  the  key  to  a 
puzzling  diagnostic  or  therapeutic  problem  . . . 


AUNDERS  PRACTICAL  "SPECIALIZED  ” VOLUMES 


NEW!  Avery  — The  Lung  and  its  Disorders  in  Newborn  Infants 


This  is  Volume  I of  a new  monograph  series, 
“Major  Problems  in  Clinical  Pediatrics.”  Each 
volume  will  take  a significant  problem  facing 
pediatricians  today  and  exhaustively  delineate 
current  knowledge  about  the  disorder  and  how  it 
may  best  be  managed.  Other  volumes  scheduled 
in  addition  to  the  one  below  will  cover  Jaundice, 
Severe  Infections,  and  Hypoglycemias.  Consulting 
Editor  of  the  Series — Alexander  J.  Schaffer,  M.D. 

The  Lung  and  its  Disorders  in  Newborn 
Infants  exemplifies  the  entire  series.  Dr.  Avery  first 
draws  a superb  picture  of  the  significant  anatomic  and 
physiologic  aspects  of  fetal  and  neonatal  respiration. 
She  follows  this  with  clinical,  up-to-the-minute  assess- 


ment of  respiratory  distress — in  disorders  ranging 
from  choanal  atresia  to  pulmonary  hemorrhage.  You’ll 
find  a wealth  of  practical,  well -illustrated  advice  on 
management  of  hyaline  membrane  disease,  on  differential 
diagnosis  of  the  various  respiratory  abnormalities,  on 
resuscitation  of  the  asphyxiated  newborn,  on  data  showing 
normal  lung  volumes  in  infants,  and  on  recognition  of 
both  normal  and  abnormal  chest  films.  Here  is  a complete, 
definitive  picture  in  one  single  source. 

By  Mary  Ellen  Avery,  A.B.,  M.D.,  Assistant  Professor  of  Pediat- 
rics, Jobns  Hopkins  School  of  Medicine;  Pediatrician-in-charpe, 
Newl>orn  Nurseries,  Johns  Hopkins  Hospital.  About  225  pages, 
X illustrated.  About  $7.50. 

New— Just  Ready! 


NEW  (3rd)  EDITION!  Cecil-Conn 

In  this  New  (3rd)  Edition  outstanding  specialists 
pinpoint  important  clues  to  diagnosis  and  effective 
treatment  for  those  diseases  and  conditions  of  a 
specialized  nature  that  are  often  encountered  by  the 
non-specialist.  You’ll  find  precise,  specific  information 
to  help  you  in  successful  management  of  patients  with 
diseases  of  the  bladder  and  kidney;  anorectal  diseases; 
ophthalmologic  disorders;  neuroses  and  psychoses;  etc. 
For  each  disorder  you’ll  find  information  on  normal 
anatomy,  physiology,  differential  diagnosis,  treatment, 
complications,  pathologic  physiology,  dietary  regimens, 
therapeutic  schedules,  etc.  Danger  points  are  carefully 
pointed  out — those  symptoms  and  findings  which 


-The  Specialties  in  General  Practice  % 

demand  immediate  referral  for  special  management?"^  \ 
For  this  New  (3rd)  Edition  there  are  new  contributors^ 
for  the  sections  on  Surgery,  Orthopedic  Trauma;"^ 
Gynecology  and  Obstetrics;  Nose  and  Throat;  Larynx,  Jf) 
Bronchi  and  Esophagus;  and  Otology.  In  addition,  -< 
entirely  new  chapters  give  you  extra  help  on  using  the 
clinical  laboratory  more  effectively,  and  on  problems 
met  by  the  general  practitioner  in  industrial  medicine. 

By  15  Outstanding  Specialists.  Edited  by  Russell  L.  Cecil,  MD., 
Professor  of  Clinical  Medicine.  Emeritus,  Cornell  University  Medical 
College;  and  Howard  F.  Conn,  M.D.,  Editor,  Annual  Current 
Therapy  Volume.  About  832  pages,  7'  x 10^,  with  about  247  illus- 
trations. About  $19.00. 

New  (3rd)  E!dition — Ready  May! 


NEW!  Stoddard  — Case  Studies  in  Obstetrics  and  Gynecology 


Here  is  a stimulating  new  book  based  on  the  case-study 
method  of  instruction.  It  will  aid  you  greatly  in 
management  of  virtually  all  the  important  problems 
encountered  in  the  practice  of  obstetrics  and  gyne- 
cology. 60  problems  are  discussed,  ranging  from 
premenstrual  tension  to  Rh  isoimmunization . Dr.  Stod- 
dard begins  each  discussion  with  a typical  case  history, 
describing  symptoms  and  signs,  results  of  the  physical 
examination  and  laboratory  tests,  type  of  treatment 
offered,  and  long-term  results.  Next  you'll  find  a 
thoughtful  discussion  in  which  that  particular  type  of 
disorder  is  described  as  to  incidence,  pathology, 
prognosis,  etc.  Then  follows  a series  of  provocative 
questions  (the  type  a consultant  would  be  asked)  with 
sensible  answers  on  pathology,  type  of  treatment 


prescribed,  alternative  methods  of  treatment,  effective- 
ness of  therapy,  etc.  You’ll  welcome  the  advice  set 
forth  on  such  vital  disorders  as:  early  abortion;  cancer 
and  pregnancy;  dysmenorrhea;  adrenal  virilism;  car. 
cinoma  in  situ  of  the  cervix;  toxemia  of  pregnancy; 
obstetrical  anesthesia  accident;  etc.  This  valuable  new 
book  will  help  you  screen  important  from  unimportant 
aspects  of  a case,  help  you  avoid  a stereotyped  approach 
to  management,  give  you  details  of  unusual  cases  you 
may  not  yet  have  encountered. 

By  F.  Jackson  Stoddard.,  M.D.,  Associate  Clinical  Professor  of  Obstetrics 
and  Gynecology,  Marquette  University  School  of  Medicine.  Milwau- 
kee, Wisconsin.  312  pages,  9 illustrated.  About  $10.00. 

Neu^—Just  Ready! 


I 

SJG4-64  1 

W.  B.  SAUNDERS  COMPANY  West  Washington  Square,  Phila.  5,  Pa.  I 

Please  send  and  bill  me:  □ Easy  Pay  Plan  ($5  per  month)  I 

I I Avery — Lungin  Newborn  .About  $ 7.50  Q Stoddard — Case  Studies  in  j 

I I Cecil-Conn — Specialties  . .About  $19.00  Obstetrics  & Gynecology . .About  $10.00  j 

Name Address j 
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disability  without  debilitation 


supportive  oral  anabolic  therapy  • potent  • well-tolerated 

Disabling  illness  or  injury  at  any  time  of  life  can  invite  a slowdown  in  the  natural  anabolic  processes 
or  acceleration  of  catabolic  processes,  resulting  in  a "wasting"  of  protein  and  minerals  needed  for 
tissue  repair.  Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this 
process,  frequently  accompanied  by  a lowering  of  mood,  interest  and  activity.  The  older  the  patient, 
the  more  pronounced  may  be  the  signs  of  debilitation.  A potent,  well-tolerated  anabolic  agent  plus 
a diet  high  in  protein  can  make  a remarkable  difference. 


WINSTROL*  STANOZOLOL 


. . . a new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

•The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  7 tablet  t.i.d.;  young  wo- 
men, 7 tablet  b.i.d.;  children  (school  age),  up  to  7 
tablet  t.i.d.;  children  (pre-school  age),  Vn  tablet  b.i.d. 
Shows  best  results  when  administered  with  a high 
protein  diet.  Available  as  scored  tablets  of  2 mg.  in 
bottles  of  700. 
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Who  do  you  tell 
your  troubles  to, 
your  electrocardiograph 
goes  on  the  fritz? 

It  happens,  even  to  the  best  of  machines. 

When  it  does,  a Sanborn  owner  is  in  an 
advantageous  position : 

The  serviceman  who  answers  his  call 
is  a Sanborn  employee,  whose  only 
interest  is  serving  Sanborn  customers. 

The  serviceman  knows  Sanborn  elec- 
trocardiographs, what’s  in  them,  how 
they  work  and  why.  He  can  find  — 
and  fix  — all  types  of  trouble  faster. 

The  serviceman  is  nearby  (42  loca- 
tions in  the  United  States  alone),  has 
complete  stocks  of  repair  parts  and 
supplies,  modern  electronic  test  equip- 
ment and  facilities. 

When  you  buy  an  electrocardiograph, 
consider  the  kind  of  service  you’ll  want 
should  the  occasion  arise.  You  can  be 
sure  of  getting  it,  from  Sanborn. 
Sanborn  Company,  Medical  Division, 
Waltham,  Mass.  02154. 

SANBORN ^ 

A SUBSIDIARY  OF  HEWLETT-PACKARD  ¥ 


Miami  Branch  Office  2907  N.  W.  7th  St.,  305  635-6461 
St.  Petersburg  Resident  Representative 
337  22nd  Ave.  N.,  862-3229 
Iackso.wille  Resident  Representative 
2720  Park  St.,  384-3453 
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TRAUMA! 


relieves 


pain 

and 


relaxes 

muscle 


li'f 
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; > 1 1 1 :i!  I with  ‘Soma’  Compound 


Following  traumatic  injury, 
patient  comfort  can  be  increased 
and  recovery  time  shortened  by 
the  simultaneous  treatment 
of  both  pain  and  muscle  spasm 


A’ Compound 


Also  available  with  14  gr.  codeine 
as  SOMA®  COMPOUND  with 
CODEINE:  carisoprodol  200  mg., 
acetophenetidin  1 60  mg.,  caffeine 
32  mg.,  codeine  phosphate  16  mg. 
(Warning:  may  be  habit  forming). 


WALLACE  laboratories/ CranfcMry.V.y 


Side  effects:  Although  there  has  been  no  evidence  of  tolerance,  ' '^Contraindications:  None  reported. 

withdrawal  symptoms  or  excessive  self-medication,  i Complete  product  information  available  in  the  product  packagt 

Compound  and  ‘Soma’  Compound  with  Codeine,  like  other  | physicians  upon  request, 

central  nervous  system  depressants,  should  be  used  with  cau- 
tion in  addiction-prone  individuals.  While  codeine  addictictn  is  ^0**8®!  Usual  dosage  is  1 or  2 tablets  4 times  daily, 
relatively  rare  and  easily  broken,  the  same  precautions  must  be 


Supplied:  ’Soma’  Compound  is  available  in  orange,  scored  tat 


observed  as  for  any  other  opium  alkaloid.  Nausea,  vorniting,  l^s;  bottles  of  50.  ‘Soma’  Compound  with  Codeine  (narcoti 


constipation  and  miosis  are  possible  codeine  side  effects. Should  V order  form  required)  is  available  in  white,  lozenge-shaped  tat 


svmotoms  of  hvoersensitivitv  occur,  discontinue  medication,  lets:  bottles  of  50. 


THE 

ARTHRITICS 
WHO  COULD  NOT 
TAKE 
STEROIDS 


The  bane  of  the  steroids,  new  and  old,  has  been  tl 
certain  undesirable  metabolic  effects  — including  s 
and  water  retention,  edema,  overstimulation  of  1 
appetite,  excessive  weight  gain,  mood  swings 
seemed  to  be  firmly  linked  to  the  primary  ar 
inflammatory  action.  For  arthritics  already  overweig 
or  with  cardiovascular  disease  complicated  by  eden 
or  those  who  were  tense  and  anxious,  steroid  tre 
ment  could  aggravate  their  problems.  But  with  1 
advent  of  ARISTOCORT®  Triamcinolone,  many 
these  arthritics  became  “steroid-treatable.”  The  n 
son;  Not  only  did  this  steroid  provide  gratifying  rel 
of  inflammation  and  pain,  but  it  did  so  without  1 
penalty  of  overstimulation  of  the  appetite,  excess 
weight  gain,  salt  and  water  retention,  edema,  a 
undesirable  euphoria.  Six  years  of  widespread  use  f 
confirmed  these  benefits  for  other  arthritics  as  well 
those  formerly  untreatable. 


ie  Effects:  Since  it  may,  under  some  circumstances, 
)duce  many  of  the  unwanted  effects  common  to  all 
disone-like  drugs,  discrimination  should  always  be 
arcised  in  administering  ARISTOCORT®  Triamcino- 
ie.  Any  of  the  Cushingoid  effects  are  possible,  as  are 
rpura,  G.l.  ulceration,  increased  intracranial  pres- 
re  and  subcapsular  cataract.  Corticosteroids  gen- 
ally  may  mask  outward  signs  of  bacterial  or  viral 
'actions.  Catabolic  effects  to  watch  for  include 
jscle  weakness  and  osteoporosis.  Weight  loss  may 
sur  early  in  treatment  but  is  usually  self-limiting. 
ntraindications:  While  the  only  absolute  contra- 
dications  are  tuberculosis,  herpes  simplex  and 
icken  pox,  there  are  some  relative  contraindications 
aptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

Why  not  consider  ARISTOCORT®  Triamcinolone  when 
you  are  contemplating  steroid  therapy?  Both  you  and 
your  patient  will  be  gratified  with  the  results. 

MAXIMUM  STEROID  BENEFIT- MINIMUM  STEROID  PENALTY 


Triamcinolone 


1 mg.,  2 mg.,  4 mg.  or  16  mg.  tablets 


DERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

270-4 


PATIENT  NO.  1 

PATIENT  NO.  2 

may  require 

may  require 

higher  dosage 

extra  sedation 

in  the  morning. 

at  night. 

IN  ANGINA  PECTORIS 


Can  this  ^'TAILORED  DOSAGE” 


Help  Your  Angina  Patients? 


It's  Easy  to  Adjust  the  Dosage 
with  the  Tetrasule  Family 

TETRASULE®  Timesule® 

PENTAERYTHRITOL  TETRANITRATE  30  mg. 

Dosage:  One  timesule  upon  arising,  and  one  12  hours  later. 
May  be  increased  to  2 Timesules  A.M.  and/or  P.M.,  as  required. 


TETRASULE-S  Timesule 


The  Tetrasule  Family  of  long  acting 
coronary  vasodilators  makes  it  pos- 
sible for  you  to  vary  the  dosage  A.M. 
and  P.M.,  according  to  the  patient’s 
need  and  temperament.  All  forms  are 
designed  for  b.i.d.  administration,  to 
give  continuous  action  throughout  the 
day  and  night. 


PENTAERYTHRITOL  TETRANITRATE  30  mg. 

AMOBARBITAL  30  mg.  (Warning,  may  be  habit  forming.) 


PELLET  PRINCIPLE 
For  Smooth,  Even  Release 


Dosage:  Use  interchangeably  with  Tetrasule  when  added  seda- 
tion is  required:  One  Timesule  upon  arising,  and  one  12  hours 
later.  May  be  increased  to  2 Timesules  A.M.,  and/or  P.M.,  as 
required. 


TETRASULE-80  Timesule 

PENTAERVIHRITOl  TETRANITRATE  80  mg. 

Dosage:  For  the  patient  who  requires  approximately  27.6  mg. 
each  4 hours:  One  Timesule  upon  arising,  and  one  12  hours 
later. 

CAUTIONS:  Tetrasule  provides  a slow  release,  long  acting  coronary 
vasodilator.  It  is  not  intended  to  relieve  acute  attack  of  angina 
pectoris,  but  to  reduce  the  frequency  and  severity  of  attack.  Tran- 
sient headache  or  nausea,  occasionally  observed,  tend  to  disappear 
after  4 or  5 days.  Like  all  nitrates,  the  drug  should  be  given  with 
caution  in  glaucoma,  but  anemia  is  not  considered  a contraindication. 
Side  effects  are  the  same  as  those  of  other  nitrates,  except  that 
these  appear  to  be  relatively  infrequent  and  methemoglobinemia  was 
not  demonstrated  following  prolonged  use. 


Tetrasule  Timesules  release  their  med- 
ication from  hundreds  of  sequential 
release  pellets.  Unlike  single  com- 
pressed tablets,  the  pellets  disburse 
widely  in  the  G-l  tract,  providing  con- 
tinuous drug  availability.  This  helps 
avoid  periods  of  under-dosage,  when 
the  patient  may  experience  anginal 
distress  and  complain  that  the  medica- 
tion "is  not  working.”  And  it  helps 
avoid  periods  of  sudden  over-release  in 
which  the  patient  may  experience 
nausea  or  headache. 


FREE 


. — Clinical-Test  Supplies 

What  dosage  works  best  for  your  patient?  Send  for  a 
full  week’s  supply  of  each  dose  form  of  the  Tetrasule 
Family.  Test  before  you  prescribe.  Sent  on  request. 


ARNAR-STONE  LABORATORIES,  INC. 

STORCK  PHARMACEUTICALS  DIVISION 
MOUNT  PROSPECT  • ILLINOIS  6005S 
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in  maintenance  therapy... 

Arthralgen^ 

a working  analgesic  for  the  active  arthritic 


ARTHRALGEN® 

Each  tablet  contains: 


Salicylannide 250  mg. 

Acetaminophen....  250  mg. 

Ascorbic  acid 

(Vitamin  C) 25  mg. 


Arthralgen,  a better-tolerated 
analgesic  formulation  of  time- 
tested  ingredients,  works  faster 
to  free  the  arthritic  from  his 
pain  without  salicylate  side 
effects.  Since  its  analgesic 
components  require  no  chem- 
ical conversion  to  act  in  the 
body,  Arthralgen's  pain  reliev- 
ing benefits  are  immediately 
available  to  provide  a smoother, 
more  rapid  obtundation  of  pain 
than  can  be  achieved  with 
many  true  salicylates. 

Arthralgen  is  especially  useful 
for  the  prompt  relief  of  early 
morning  stiffness  and  pain  with 
less  risk  of  gastric  irritation. 


And  since  Arthralgen  contains 
no  sodium  it  is  safe  for  long- 
term use  in  arthritics  who  have 
other  conditions  which  neces- 
sitate sodium  restriction. 

ARTHRALGEN®-PR 

Each  tablet  contains: 


Salicylamide 250  mg. 

Acetaminophen....  250  mg. 
Ascorbic  acid 

(Vitamin  C) 25  mg. 

Prednisone 1 mg. 


The  basic  Arthralgen  formula- 
tion plus  prednisone  is  indica- 
ted for  patients  who  require 
steroids.  Prednisone  has  three 
advantages  over  cortisone,  hy- 
drocortisone, and  ACTH.  They 
are:  (1)  lack  of  sodium  reten- 
tion, (2)  absence  of  increased 
potassium  excretion,  and  (3)the 
unlikelihood  of  steroid-induced 
hypertension.*  Robins 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are 
indicated  in  the  management  of 
rheumatoid  arthritis,  acute  gouty 
arthritis,  rheumatoid  spondylitis, 
osteoarthritis,  bursitis,  fibrositis, 
and  neuritis.  Arthralgen  may  be 
used  for  analgesia  in  colds,  flu, 
and  various  myalgias. 

DOSAGE:  One  or  two  tablets 
four  times  a day.  After  remission 
of  symptoms,  dosage  should  be 
reduced  to  the  minimum  mainte- 
nance level. 

SIDE  EFFECTS:  Nausea,  Gl  up- 
set, or  mild  salicylism  may  rarely 
occur.  Symptoms  of  hypercorti- 
coidism  dictate  reduction  of  dos- 
age of  Arthralgen-PR. 
PRECAUTION:  Reduction  in  dos- 
age of  Arthralgen-PR  given  over  a 
long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hyper- 

sensitivity to  any  ingredient. 

As  with  any  drug  containing  pred- 
nisone, Arthralgen-PR  is  contra- 
indicated, or  should  be  adminis- 
tered only  with  care,  to  patients 
with  peptic  ulcer,  tuberculosis, 
nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing's  syndrome 
(orCushing's  disease),  overwhelm- 
ing spreading  (systemic)  infec- 
tion, or  predisposition  to  throm- 
bophlebitis. 

Arthralgen-PR  is  generally  contra- 
indicated in  patients  with  uremia 
and  viral  infections,  including  po- 
liomylitis,  vaccinia,  ocular  herpes 
simplex,  and  fungus  infections  of 
the  eye.  It  is  also  contraindicated 
in  patients  with  chicken  pox  or 
susceptible  persons  exposed  to  it. 
SUPPLY:  Arthralgen  (white, 

scored)  and  Arthralgen-PR  (yel- 
low, scored)  tablets  are  available 
in  bottles  of  100  and  500. 

*Cohen,  et  ah  J.A.M.A.,  165:225,  1957. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA 


In  theory,  allergy  works  like  this... 

It  is  generally  accepted  that  a complex  antigen-antibody  reaction  underlies  allergy. 
The  reaction  may  be  visualized  in  this  simplified  graphic  form : 


1 


At  first  exposure  to  antigens 
(green)  specific  antibodies 
(yellow)  are  formed  chiefly 
by  plasma  cells. 


Circulating  antibodies  in  the 
blood  stream  may  become  at- 
tached to  mast  cells  in  the  tissues. 


If  the  same  antigen  again  enters 
the  body  and  reacts  with  anti- 
bodies attached  to  cell  walls,  dis- 
turbances occur.  The  cell  disrupts. 


. . . depositing  granules  con- 
taining bound  histamine  or 
histamine-like  s,ubstance  in 
intercellular  spaces. 


Calcium  ions  and  enzymes  act  on 
the  granules  breaking  the  bind- 
ing and  I'eleasing  histamine  or 
histamine-like  substance. 


Theoretically,  this  liberated  hista- 
mine (purple)  acts  at  receptor  sites 
in  target  tissues  resulting  in  aller- 
gic manifestations. 


Antihistamine  (orange)  is  believed 
to  compete  with  histamine  at  the 
receptor  sites  in  target  tissues  — 
thus  counteracting  allergic  effects. 


in  allergy,  this  antihistamine  works 

with  no  more 
sedation  than 
Placebo* 

The  therapeutic  response  to  Dimetane  (brom- 
pheniramine maleate)  is  eloquent  proof  that  a 
potent  antihistamine  does  not  have  to  be  a sed- 
ative, too.  You  may  expect  unsurpassed  relief 
of  symptoms  promptly  in  most  types  of  allergy 
because  Dimetane  (brompheniramine  male- 
ate) ivorks  with  a very  low  incidence  of  side 
effects.  Indeed,  as  shown  in  a double-blind 
crossover  study,  with  no  greater  incidence  of 
sedation  than  placebo.* 

’Schiller,  I.  W.  and  Lowell,  F.  C.:  New  Eng:land  J.  Med.  261 :478,  1959. 

CONTINUOUS  ACTION  UP  TO  10-12  HOURS 

Dimetane  bctentabe 

(brompheniramine  maleate, 8mg.&12mg.) 

BRIEF  SUMMARY:  Indications:  Dimetane  (bromphenira- 
mine maleate)  is  a potent  antihistamine  effective  in  a 
wide  variety  of  allergic  states. 

Side  Effects:  Hypersensitivity  reactions,  including  skin 
rashes,  urticaria,  hypotension,  and  thrombocytopenia, 
have  been  reported  rarely.  Occasional  transitory 
drowsiness,  lassitude,  nausea,  or  giddiness  may  be 
encountered.  Dryness  of  the  mouth  and  mydriasis 
have  been  reported  infrequently. 

Precautions:  Until  response  is  determined,  patient 
should  be  cautioned  against  engaging  in  mechanical 
operations  requiring  alertness. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 

ALSO  AVAILABLE : New  lower  strength  Dimetane  8 mg. 

Extentabs  (brompheniramine  maleate  8 mg.);  conven- 
tional tablets  (4  mg.);  Elixir  (2  mg./5  cc.);  Injectable 
(10  mg./cc.  ampuls,  and  100  mg./cc.  in  2 cc.  vials). 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 
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an  easier  way? 


‘methedrine: 

METHAMPHETAMINE  HYDROCHLORIDE 

is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 


With  “hunger  pains"  abolished,  the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  with  the  prescribed  diet. 

In  obesity,  "...our  drug  of  choice  has  been 
methedrine  (methamphetamine  hydrochlo- 
ride)... because  it  produces  the  same  central 
effect  with  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent."  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Description:  Each  scored  tablet  contains  5 mg. 
‘Methedrine’  brand  Methamphetamine  Hydrochloride. 

Dosage:  2.5  mg.  (V2  tablet)  3 times  daily.  May  be  in- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  last  dose  of  the  day 
should  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  Insomnia  may  occur  if  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  and  accel- 
eration of  the  heart)  are  minimal  and  little  noticed  on 
low  or  moderate  dosage. 

Contraindications  and  precautions:  Should  not  be  used 
in  patients  with  myocardial  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  in  bottles  of  100  and 

1000. 


^ Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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When  you  put  patients  on  “special” fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetried  it, they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert’s  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100% corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


^ AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  1 8 1 :4 1 1 -423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3.  1962). 
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special 
significance 
to  the 
physician 
is  the  symbol 


When  he  sees  it  engraved  on  a Tablet  of  Quinidine  Sulfate 
he  has  the  assurance  that  the  Quinidine  Sulfate  is  produced 
from  Cinchona  Bark,  is  alkaloidally  standardized, 
and  therefore  of  unvarying  activity  and  quality. 


When  the  physician  writes  “DR”  (Davies,  Rose) 
on  his  prescriptions  for  Tablets  Quinidine  Sulfate 
he  is  assured  that  this  “quality”  tablet 
is  dispensed  to  his  patient. 


Rx  Tablets  Quinidine  Sulfate  Natural 
0.2  Gram  for  3 grains) 

Davies,  Rose 

Clinical  samples  sent  to  physicians  upon  their  request 

Davies,  Rose  & Company,  Limited 
Boston  18,  Mass. 

0-7 
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CHOOSE  THE  PRODUCT 
TO  FIT  THE  NEED 


7.0.  ^CORTISPORIN’t.^. 

POLYMYXIN  B-NEOMYCIN-GRAMICIDIN 
with  HYDROCORTISONE  ACETATE  0.5% 

CREAM 


wSiliiS, 


Is 


a new  vanisliing  cream  base 


1/2  OZ. 


‘CORTISPORIN’l 

POLYMYXIN  B - BACITRACIN  - NEOMYCIN 
WITH  HYDROCORTISONE 

OINTMENT 


a special  low  melting  point  base 

anti-inflammatory 
bactericidal 


antipruritic 
rarely  sensitizing 


CREAM— Ingredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available : In  tubes  of  7.5  Grams. 

OINTMENT— /npredienfs;  Each  gram  contains  ‘Aerosporin’® 
brand  Poljrmyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  500 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available:  In  tubes  of  % oz.  and  Vs  oz. 

•U.S.  Patent  Nos.  2,665,057-2,695,261 


Jndieations : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

Contraindications : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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The  discharged 
mental  patient . . . 
and  Thorazine^' 


brand  of  chlorpromazine 

“The  average  practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-institu- 
tionalized patients  by  regulation  of  medication,  reassurance,  manipulation  of  the  en- 
vironment where  necessary,  and  . . . other  technics.’'  Kiine,  n.s.:  Postgrad.  Med.  27:620  (May)  loeo. 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  sk&f)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient— and  often  his  family— also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  sk&f)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe”— with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a patient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine, SK&F) — regardless  of  dosage — over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  been 
successfully  used  for  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa- 
tients. Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include:  dry  mouth,  nasal  congestion,  constipation, 
miosis,  dermatological  reactions,  photosensitivity,  jaundice, 
hypotension,  increased  appetite  and  weight;  very  rarely, 
mydriasis,  agranulocytosis,  extrapyramidal  symptoms. 
Contraindications:  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  or 
available  literature. 

Smith  Kline  & French  Laboratories 
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AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAI\I-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE] 


Simplified,  convenient  dosage  for  emotional  relief. 


Side  eflfects:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  m: 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  ai 
respiratory  collapse.  Consider  possibility  of  dependence,  pa 
ticularly  in  patients  with  history  of  drug  or  alcohol  addictio 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pac 
age,  and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  m 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepr 
span’-200  (meprobamate  200  mg.),  each  in  sustained-relea 
capsules.  Both  potencies  in  bottles  of  30. 


CMC. 1969 


WALLACE  LABORATORIES  Cranhury,  N.  J. 


i " tfie  vat 

’ « 

that  foils  , 
the  “leakers 


"Leakers”  are  ampoules  with  minute  imperfec- 
tions in  the  seal.  You  can’t  readily  see  the  flaw, 
and  often  it’s  so  small  that  liquids  won’t  even 
drip  through;  but  microscopic  contaminants  can 
slip  in  to  render  the  contents  nonsterile  and  po- 
tentially dangerous.  ■ Detecting  "leakers”  is 
the  job  of  the  vat  and  the  blue  dye.  ■ Sealed 
Lilly  ampoules  are  placed  in  baskets,  submerged 


in  a vat  containing  methylene  blue,  and  sub- 
jected to  a vacuum.  If  there  is  an  imperfect 
ampoule  in  the  lot,  the  liquid  is  forced  out. 
When  the  vacuum  is  released,  the  blue  dye 
rushes  in.  ■ With  dye  as  the  spy,  elusive 
"leakers”  are  quickly  spotted  and  rejected  . . . 
another  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Perinatal  Mortality 

A Pilot  Study  at  Jackson  Memorial  Hospital 

Gunnard  J.  Antell,  M.D.,  Marjanne  H.  Crino,  M.D., 

AND  Denis  Cavanagh,  M.D. 

MIAMI 


Maternal  and  infant  mortality  has  long  been 
a topic  of  interest  and  study  in  the  United  States. 
In  1958  the  American  Medical  Association  be- 
came concerned  about  the  continued  high  rate  of 
perinatal  mortality.  It  was  noted  that  during  the 
preceding  1 5 years,  maternal  mortality  had  gradu- 
ally fallen  to  less  than  1,500  deaths  a year,  a 77 
per  cent  reduction  in  the  mortality  rate.  During 
this  same  period,  the  perinatal  mortality  rate, 
composed  of  fetal  and  neonatal  death  rates,,  had 
decreased  at  a much  slower  pace.  Stillbirth  and 
neonatal  deaths  still  accounted  for  nearly  180,000 
deaths  per  year,  this  figure  representing  only  a 
22.6  per  cent  reduction.  As  a result,  the  Com- 
mittee on  Maternal  and  Child  Care  of  the  Council 
on  Medical  Services  of  the  American  Medical 
Association  founded  the  Medical  Research  Foun- 
dation for  Perinatal  Study. 

The  aim  of  the  Medical  Research  Foundation 
for  Perinatal  Study  is  “to  improve  the  production 
of  normal  human  beings  by  the  elimination  of 
deaths  and  damage  during  the  process  of  repro- 
duction.The  Foundation  hopes  to  achieve  this 
goal  by  means  of  research,  education  and  service. 

In  1961,  the  first  year  of  its  existence,  only  a 
limited  number  of  hospitals  throughout  the  coun- 
try were  involved  in  the  A.M.A.  study.  Each  sub- 
sequent year,  however,  additional  hospitals  were 
included  as  funds  became  available.  At  the  pres- 
ent time,  500,000  case  records  are  being  analyzed. 
All  tabulations  are  made  with  Univac  machines 
and  the  study  is  supervised  by  Dr.  Sidney  Kane, 
a Philadelphia  pediatrician. 

In  January  1962  the  Departments  of  Obstet- 
rics-Gynecology and  Pediatrics  of  the  University 

From  the  Departments  of  Obstetrics-Gyriecology  and  Pedi- 
atrics*  University  of  Miami  School  of  Medicine,  Jackson  Me- 
moriai  Hospital,  Miami.  , 

Read  before  the  Florida  Pediatric  Society,  Hollywood,  May 
18,  1963. 


of  Miami  School  of  Medicine  at  Jackson  Memorial 
Hospital  entered  the  study.  A grant  in  support 
of  the  work  was  obtained  from  the  Florida  State 
Board  of  Health.  Further  support  was  obtained 
from  the  Florida  Pediatric  Society,  the  Miami 
Obstetrical  and  Gynecological  Society  and  the 
Miami  Pediatric  Society.  The  purpose  of  support- 
ing the  study  at  Jackson  Memorial  Hospital  was 
to  determine  the  feasibility  of  urging  the  adoption 
of  the  A.M.A. ’s  perinatal  mortality  study  in  all 
Florida  hospitals.  It  was  reasoned  that  if  the 
study  could  be  carried  out  successfully  in  the 
largest  obstetrical  unit  in  the  state,  and  without 
direct  House  Staff  participation,  it  would  be  prac- 
tical to  urge  the  introduction  of  the  study  in  all 
other  hospitals. 

The  source  of  data  for  this  study  included  the 
completion  of  a 90  column  I.B.M.  code  sheet  on 
every  private  and  staff  patient  delivered  at  the 
Jackson  Memorial  Hospital  during  1962.  The  in- 
formation was  readily  available  from  the  required 
delivery  room  log,  properly  completed  patients’ 
charts  which  included  an  adequate  prenatal  rec- 
ord, and  infants’  charts.  With  a few  days  of 
training,  the  time  required  to  complete  one  of 
these  code  sheets  was  less  than  five  minutes.  At 
Jackson  Memorial  Hospital,  the  code  sheet  was 
begun  on  the  day  of  delivery  and  completed  when 
the  mothers  were  discharged.  In  the  case  of  a 
premature  infant  or  perinatal  death,  the  code  sheet 
was  held  until  the  infant  was  discharged  and/or 
the  pathology  report  was  available.  One  person, 
working  on  a daily  part  time  basis  at  Jackson 
Memorial  Hospital  with  the  assistance  of  a clerk 
for  week-end  deliveries,  was  able  to  handle  the 
study  without  difficulty  and  without  any  direct 
assistance  from  either  Resident  or  Attending  Staff. 
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Definition  of  Terms 

In  the  A.^NI.A.  study,  fetal  death  or  stillbirth 
is  defined  as  a death  occurring  in  any  infant 
weighing  501  Gm.  or  more,  which  takes  place 
prior  to  complete  delivery  from  the  mother.  Neo- 
natal death  applies  to  any  infant  weighing  501 
Gm.  or  more,  born  alive  but  dying  during  the  first 
27  days  of  life.  In  this  report  “Perinatal  Period 
II”  is  used  as  the  basis  for  analysis.  This  includes 
all  infants  weighing  501  Gm.  or  more. 


Statistical  Analysis 

During  1962,  4,603  infants  were  delivered 
at  Jackson  Alemorial  Hospital.  This  number  in- 
cluded not  only  those  delivered  in  the  Labor- 
Delivery  Unit  but  al-so  infants  delivered  in  the 
Emergency  Room  or  elsewhere  in  the  hospital. 
There  were  750  private  (16.  3 per  cent)  and  3,853 
(83.7  per  cent)  Staff  deliveries.  In  Jackson  Me- 
morial Hospital,  the  Staff  service  is  made  up 
primarily  of  economically  underprivileged  Negro 
and  white  patients.  When  analyzed  by  race,  2,205 
(47.9  per  cent)  were  Negro  and  2,398  (52.1  per 
cent)  were  white  patients.  The  latter  group  con- 
tained several  oriental  and  Indian  patients.  Of 
the  total  deliveries,  2,730  (59.4  per  cent)  were 
spontaneous,  requiring  no  operative  assistance 
except  for  episiotomy.  Of  these,  2,704  w'ere  vertex 
and  26  were  breech  presentations.  Forceps  with- 
out rotation  accounted  for  1,261  (27.4  per  cent) 
of  the  total  number  of  deliveries.  Also  included 
in  this  group  were  those  babies  who  required 
manual  rotation  prior  to  the  application  of  forceps 
for  delivery.  Forceps  rotation  was  necessary  in 
197  (4.3  per  cent)  cases. 

Cesarean  sections  were  performed  on  267  pa- 
tients, giving  a cesarean  section  rate  of  5.8  per 
cent.  The  primary  section  rate  accounted  for  3.2 
per  cent  and  the  repeat  rate  for  2.6  per  cent.  Our 
cesarean  section  rate  of  5.8  per  cent  is  somewhat 
higher  than  the  4.6  per  cent  national  average. 
Our  higher  rate  is  accounted  for  by  the  larger 
number  of  obstetrical  complications  seen  at  this 
hospital. 


Table  1.  — Presentation  at  Delivery 


Occiput  anterior 
Occiput  posterior 
Occiput  transverse 
Breech,  frank 
Breech,  other 
Other 


3,921  (85.2%) 
226  { 4.9%) 
99  ( 2.2%) 
141  ( 3.1%) 
65  ( 1.4%) 
151  ( 3.2%) 


Total  4,603 

An  analysis  of  the  deliveries  by  presenta- 
tions is  shown  in  table  1.  An  analysis  of  neonatal 
deaths  by  the  more  common  presentations  is  given 
in  table  2.  It  will  be  noted  that  about  10  per  cent 


Table  2.  — Neonatal  Deaths  by  Presentation 


Occiput  anterior 
Occiput  posterior 
Breech,  frank 
Breech,  footling 


58  (58.6%) 
3 ( 3.0%) 
10  (10.1%) 
7 ( 7.1%) 


Total 


78 


of  neonatal  deaths  resulted  from  a frank  breech 
presentation  even  though  only  about  3 per  cent 
of  all  presentations  were  from  this  position.  A 
secondary  point  to  note  is 'that  about  7 per  cent 
of  all  neonatal  deaths  resulted  from  footling 
breech  even  though  only  1.4  per  cent  of  all  presen- 
tations were  from  this  position.  Thus,  the  footling 
breech  presents  an  even  more  serious  obstetrical 
problem  because  of  the  greater  tendency  to  pro- 
lapsed cord.  Thus,  in  reviewing  presentation  at 
delivery  of  those  infants  who  died  during  the  neo- 
natal period,  it  was  noted  that  close  to  18  per  cent 
of  those  deaths  occurred  after  breech  deliveries, 
although  breech  deliveries  accounted  for  only  4.5 
per  cent  of  the  total  number  of  deliveries.  The 
management  of  breech  presentations  in  the  second 
stage  of  labor  depends  on  skillful  handling  by  an 
e.xperienced  and  trained  obstetrician.  This  serious 
obstetrical  problem,  if  correlated  with  the  philos- 
ophy of  breeches  mentioned,  can  be  the  determin- 
ing factor  in  decreasing  the  mortality  rate  as- 
sociated with  this  malpresentation. 

The  infant  mortality  rates  are  given  in  table 
3.  The  stillborn  rate  is  determined  by  subtracting 
the  neonatal  mortality  rate  from  the  perinatal 
mortality  rate.  It  has  been  stated  that  the  stillborn 
rate  should  appro.ximately  equal  the  neonatal 
mortality  rate  if  proper  reporting  is  being  done. 
In  this  case,  it  is  nearly  exacth^  50  per  cent. 


Table  3.  — Infant  Mortality 

Stillbirth  rate  21.0/1,000 

Neonatal  death  rate  21.6/1,000 

Perinatal  death  rate  42.6/1,000 

.Autopsy  rate  39.8% 

The  autopsy  rate  of  39.8  per  cent  can  be  ex- 
plained by  the  fact  that  infants  under  1,000  Gm. 
are  ordinarily  not  autopsied  at  Jackson  Memorial 
Hospital. 

There  were  548  live  premature  infants  deliver- 
ed, giving  a prematurity  rate  of  about  12  per  cent. 
An  analysis  of  neonatal  mortality  by  weight  is 
given  in  table  4.  This  study  is  not  concerned  with 
infants  weighing  500  Gm.  or  less. 

According  to  ideal  hospital  statistics,-  one 
would  expect  a death  rate  of  95  per  cent  in  the 
501-1,000  Gm.  group;  65  per  cent  in  the  1,001- 
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Table  4.  — Neonatal  Mortality  Related  to  Weight 


Weight 

Live  Deliveries 

Premature  Mortality 

500  Gm.  or  less 

100% 

501-1,000  Gm. 

58 

89% 

1,001-1,500  Gm. 

52 

44%- 

1,501-2,000  Gm. 

150 

11% 

2,001-2,500  Gm. 

525 

2% 

548 


1,500  Gm.  group;  25  per  cent  in  the  1,501-2,000 
Gm.  group;  and  10  per  cent  in  the  2,001-2,500 
Gm.  group.  When  we  compare  our  premature  mor- 
tality rate  by  weight  with  the  national  statistics,  it 
comes  out  very  favorably.  This  result  w’e  owe  to 
the  excellent  care  given  at  the  Premature  Center 
in  the  Department  of  Pediatrics.  According  to  a 
recent  study  by  The  National  Foundation,^  an 
estimated  7 per  cent  of  all  newborns  have  one  or 
more  congenital  anomalies.  Roughly  then,  one 
would  multiply  the  total  number  of  live  births  by 
0.07  to  obtain  an  estimate  of  the  number  of 
babies  with  congenital  anomalies. 

The  most  frequent  causes  of  neonatal  deaths 
in  our  series  are  given  in  table  5.  In  the  list  of 
deaths  by  cause,  45  deaths  out  of  a total  of  196 
perinatal  deaths  were  listed  as  “undiagnosed.” 

Table  5.  — Most  Frequent  Neonatal 
Deaths  by  Cause 


Cause  Number 

Multiple  anomalies  5 

.\telectasis  7 

Hyaline  membrane  8 

Bronchopneumonia  8 

Prematurity  9 

Undiagnosed  45 


In  these  cases,  no  cause  of  death  was  apparent 
at  autopsy,  or  no  autopsy  was  performed. 

On  a national  basis,  of  4,878  neonatal  deaths 
studied,  1,774  were  described  in  the  respiratory 
system;  1,050  in  the  urogenital  system;  and  888 
were  undefined. 

The  perinatal  mortality  rate  for  Jackson  i\Ie- 
morial  Hospital  was  42.6  1,000  as  compared  with 
28/1,000  for  the  remainder  of  the  South  Atlantic 
Region.  It  should  be  noted,  however,  that  Jackson 
Memorial  Hospital  delivered  a much  larger  pro- 
portion of  “Staff”  patients,  the  comparative  figures 
being  83.7  per  cent  here,  as  compared  with 
30.7  per  cent  average  from  the  South  Atlantic 
Region.  The  percentage  of  “Staff”  patients  in 
each  region  of  the  United  States  studied,  and  the 
perinatal  mortality  rate  for  each  region  are  given 
in  table  6.  It  is  sad  to  note  that  Region  “A”, 
which  includes  Puerto  Rico,  has  a perinatal  mor- 


Table  6.  — Perinatal  Mortality  by  Region 
of  the  United  States 


Region 

Staff 

PNMR 

1. 

New  England 

7.27c 

25.6 

2 

Middle  .Atlantic 

16.77c 

25.5 

5. 

South  .Atlantic 

50.77c 

28.0 

4. 

East-North  Central 

26.l7o 

28.2 

5. 

East-South  Central 

27.2% 

54.5 

6. 

West-North  Central 

9.1% 

25.5 

7. 

West-South  Central 

20.5% 

25.4 

8. 

Mountain 

5. 87c. 

25.2 

9. 

Pacific  Northwest 

14.1 7c 

22.2 

10. 

“A” 

100.0% 

52.2 

tality  rate  of  52.2  1,000.  This  is  by  far  the  high- 
est perinatal  mortality  rate,  being  twice  that  of 
most  of  the  other  nine  regions.  It  may  also  be 
noted,  however,  that  this  is  the  only  region  in 
which  100  per  cent  of  the  patients  studied  are  list- 
ed as  “Staff.”  The  inference  to  be  drawn  is  not 
that  these  patients  receive  poor  care,  but  that  the 
high  perinatal  mortality  rate  is  the  inevitable  prod- 
uct of  a poor  environment. 

Summary 

A pilot  perinatal  mortality  study  was  carried 
out  in  the  Departments  of  Obstetrics-Gynecology 
and  Pediatrics  of  the  University  of  Miami  School 
of  iMedicine  at  Jackson  ^Memorial  Hospital  in 
1962. 

The  purpose  and  mechanism  of  collection  of 
data  are  outlined,  the  period  of  study  being  from 
Jan.  1,  1962  through  Dec.  31,  1962. 

Data  from  4,603  deliveries  at  Jackson  Memo- 
rial Hospital  were  collected  and  analyzed. 

Average-sized  hospitals  need  very  little  addi- 
tional help  in  the  tabulation  of  data. 

With  the  A.AI.A.  Perinatal  Study  it  appears 
that  accuracy  is  high  because  methods  and  mech- 
anism of  collection  of  data  are  centralized. 

Perinatal  mortality  and  premature  mortality 
rates  obtained  are  compared  with  regional  and  na- 
tional statistics. 

The  introduction  of  this  system  of  reporting 
and  collecting  of  data  would  lead  to  a more  care- 
ful study  of  all  maternal  and  fetal  complications 
in  all  Florida  hospitals.  This  should  produce  im- 
provement in  maternal  and  child  care. 
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Surgical  Repair  of  Large 
Lower  Eyelid  Defeets 

Joseph  Amour,  M.D. 

Miami 


Large  full  thickness  eyelid  defects  have  special 
requirements  for  reconstruction.  A review  of  this 
subject  is  presented  with  illustrative  cases. 

Requirements 

1.  Anterior  layer — skin 

2.  Posterior  layer — mucous  membrane 

The  eyelid  is  surgically  divided  into  two  layers 
or  lamellae.  Full  thickness  lid  repair  requires  fill- 
ing the  skin  defect  in  the  anterior  lamella  with 
free  or  sliding  skin  grafts.  The  posterior  lid  layer 
lies  against  the  cornea.  Corneal  ulceration  will 
occur  unless  the  posterior  layer  is  lined  with  non- 
keratinized  mucous  membrane.  Grafting  lost  eye- 
lashes is  not  necessary  for  normal  eyelid  function. 
Vertical  lid  support  is  gained  by  postoperative  fi- 
brosis within  the  two  reconstructed  lid  layers. 

Methods  of  Repair 

2.  Mucous  membrane  graft  on  skin  pedicle 
( Spaeth)! 

2.  Sliding  skin  flap  (Reese)- 

3.  Tarsal-conjunctival  flap  from  upper  lid 
(Hughes)-! 


Fig  1.  — (Spaeth)  Mucous  membrane  graft  on  skin 
pedicle.  (See  text) 


From  the  Department  of  Ophthalmology,  University  of  Mi- 
ami School  of  Medicine. 

Read  before  the  Florida  Society  of  Ophthalmology  and 
Otolaryngology,  Scientific  Session  on  Ophthalmology,  Holly- 
wood, May  18,  1963. 


Fig.  2. — (Reese)  Sliding  skin  flap.  (See  text) 

Spaeth’s  method  (fig.  1)  illustrates  the  use  of 
a skin  pedicle  to  fill  a defect  in  the  upper  lid.  A 
free  mucous  membrane  graft  is  grafted  beneath 
the  head  of  a skin  pedicle.  At  a second  stage,  the 
defect  in  the  lid  is  tailored,  and  the  skin  pedicle 
with  the  mucous  membrane  graft  is  brought  into 
the  defect,  shaped  to  fit,  and  sutured  apposition- 
ally.  The  donor  site  for  the  skin  pedicle  is  closed 
by  sliding  flaps,  or  a free  skin  graft.  This  method 
is  used  least  frequently  because  of  the  multiple 
stages  involved,  high  infection  rate,  and  inability 
to  control  entropion. 

Reese’s  procedure  (fig.  2)  consists  of  sliding 
a skin  flap,  based  temporally,  into  the  lid  defect. 
Figure  A shows  that  the  posterior  layer  is  con- 
served by  splitting  the  lid  just  below  the  margin. 
Although  this  is  not  a full  thickness  eyelid  defect, 
it  is  usually  possible  to  mobilize  sufficient  conjunc- 
tiva from  the  lower  cul-de-sac  to  line  the  posterior 
surface  of  the  temporally  based  skin  pedicle. 

Reese’s  operation  is  probably  the  most  fre- 
quently used  method  for  reconstructing  lower  lid 
defects.  It  is  especially  useful  in  older  patients 
where  wrinkles  hide  the  extensive  scar  that  is 
created.  Entropion  of  the  lower  lid  is  a problem 
with  this  technique. 

Hughes’  method  (fig.  3)  of  sliding  a tarsal- 
conjunctival  pedicle  flap  from  the  upper  lid  is  the 
best  method.  It  gives  consistently  good  results 
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Fig.  3. — (Hughes)  Tarsal-conjunctival  Hap  from  upper  lid. 

A.  Tumor  of  the  lower  lid  requiring  full  thickness  lid  excision. 

B.  Upper  lid  everted.  Construction  of  tarsal-conjunctival  pedical  flap. 

C.  Pedicle  flap  pulled  down  over  the  cornea  into  the  lower  lid  defect. 

D.  Conjunctiva  from  the  lower  fornix  mobilized  upward  and  sutured  to  the  lower  border  of  tarsus  from  the 
upper  lid.  Tarsus  then  anchored  to  remaining  lower  lid  with  tongue-in-groove  sutures  tied  over  rub- 
ber pegs. 

E.  Sliding  skin  flap  mobilized  from  the  cheek. 

F.  Skin  flap  advanced  into  lower  lid  defect  and  sutured  to  skin  and  tarsal-conjunctival  pedicle. 

G.  Opening  the  lids  by  cutting  tbe  tarsal-conjunctival  pedicle  and  trimming  the  excess. 


and  can  be  modified  to  fill  all  lower  and  most  up- 
per lid  defects.  The  steps  in  the  procedure  are 
outlined  below  the  drawing.  Loss  of  lashes  and 
entropion  of  the  upper  lid  occur  unless  the  tarsal 
incision  is  made  4 mm.  from  the  upper  lid  margin. 
Dissection  should  remain  in  the  plane  of  Muller’s 
muscle,  so  that  the  levator  muscle  is  not  ad- 


Case  I (Fig.  A). — Basal  cell  carcinoma  confined  to 
mid  one  third  of  the  lower  lid  involving  the  margin  and 
fixed  to  tarsus.  Full  thickness  block  excision  with  a 4 
mm.  margin  on  each  side  and  below  the  tumor  was  per- 
formed with  conservation  of  the  lower  puncture  and 
canaliculus. 


vanced  during  construction  of  the  tarsal-conjunc- 
tival pedicle.  Since  there  is  redundant  conjunc- 
tiva in  the  upper  fornix,  no  functional  loss  of  con- 
junctiva in  the  upper  lid  occurs  when  the  tarsal- 
conjunctival  pedicle  is  excised.  If  the  lid  defect  is 
in  the  nasal  or  temporal  one  third  of  the  lower  lid, 
the  tarsal  flap  must  be  anchored  to  the  periosteum. 
After  the  cornea  has  been  covered  by  the  tarsal- 
conjunctival  flap,  either  a free  or  sliding  full 
thickness  skin  graft  is  used  to  fill  the  skin  defect. 


Case  I (Fig.  B). — The  result  with  the  tarsal-conjunc- 
tival pedicle  from  the  upper  lid  and  a sliding  skin  flap 
advanced  from  the  lower  lid  into  the  defect. 
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Case  1 (Fig.  C). — Final  result.  Note  minimum  cos- 
metic defect  due  to  absence  of  lower  lid  lashes. 


Case  2 (Fig.  D). — Basal  cell  carcinoma,  mid  one 
third  of  the  lower  lid  involving  the  margin  and  tarsus. 


Case  2 (Fig.  E). — Final  result  after  full  thickness 
block  excision  with  4 mm.  margin  artiund  the  tumor. 
Lacrimal  system  was  preserved. 


Case  3 (Fig.  F). — Recurrent  villous  papilloma  after 
simple  excision. 


Case  3 (Fig.  G). — Final  result  after  full  thickness 
excision  with  4 mm.  margin  around  the  tumor. 


Case  4 (Fig.  H). — Recurrent  basal  cell  carcinoma 
involving  the  margin  and  tarsus  with  extension  onto 
the  punctum. 


Case  4 (Fig.  I). — Final  result  after  full  thickness 
excision  including  lower  canaliculus.  This  illustrates  the 
rim  of  mucous  membrane  in  the  reconstructed  lower  lid. 


Case  5 (Fig.  J). — Basal  cell  carcinoma  involving  the 
skin  and  tarsus  in  the  outer  one  third  of  the  lid.  Full 
thickness  lid  excision  with  4 mm.  margin  involved  loss 
of  the  lower  limb  of  the  lateral  canthal  ligament. 
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Case  5 (Fig.  K). — i arsal-conjunctival  pedicle  and 
sliding  skin  flap  in  place,  with  reconstruction  of  the 
lower  limb  lateral  canthal  ligament. 


Case  5 (Fig.  L). — Final  result.  Note  some  rounding 
of  the  lateral  canthus. 


Case  6 (Fig.  M). — A heavily  pigmented  nevus  in- 
volving both  layers  of  the  upper  and  lower  eyelid  and 
lid  margin. 


Case  6 (Fig.  N). — Postauricular  free,  full  thickness 
skin  graft  on  a tarsal-conjunctival  pedicle  from  the 
upper  lid. 


Case  6 (Fig.  O). — Final  result.  Note  cosmetic  effect 
of  eyebrow  pencil  instead  of  lash  graft. 

Split  thickness  grafts  contract  e.xcessively  and 
result  in  ectropion.  The  best  sites  for  full  thick- 
ness eyelid  skin  grafts  are  the  opposite  upper  eye- 
lid and  behind  the  ear. 

The  grafts  are  left  in  place  from  one  to  si.\ 
months.  The  length  of  time  depends  upon  soften- 
ing the  skin  graft  to  insure  against  contracture 
and  distortion  of  the  lid  after  severing  the  inter- 
marginal adhesion.  Loss  of  vision  from  the  in- 
volved eye  for  this  [period  is  a disadvantage  of 
this  procedure. 

Sacrificing  the  nasal  one  third  of  the  lower  lid 
involves  loss  of  the  lacrimal  apparatus  with  occa- 
sional postoperative  tearing.  Excision  of  the  pal- 
pebral lobe  of  the  lacrimal  gland  usually  results  in 
control  of  e.xcess  tears.  ‘ The  accessory  lacrimal 
glands  in  the  conjunctiva  lubricate  the  cornea. 

While  this  procedure  is  used  most  frequently 
following  e.xcision  of  eyelid  tumors,  general  sur- 
geons may  have  occasion  to  use  this  method  in 
the  emergency  repair  of  a totally  avulsed  eyelid. 
Illustrative  cases  using  this  technique  are  pre- 
.sented. 

Summary 

The  requirements  for  repair  of  full  thickness 
lower  eyelid  defects  are  presented.  \'arious  meth- 
ods of  repair  using  transposition  of  local  flaps  are 
discussed.  Hughes’  method  utilizing  a tarsal- 
conjunctival  pedicle  flap  from  the  under  surface 
of  the  upper  lid,  and  a full  thickness  skin  graft 
overlying  it,  is  advocated.  Examples  of  repair  are 
presented. 
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The  Changing  Role  of  the 
Otolaryngologist  in  Tuberculosis 

Evaluation  of  Antibiotics  in  Hearing  Impairment 


William  Chew,  M.D. 

Leesburg 

Those  of  us  who  have  entered  the  field  of 
tuberculosis  durinji  the  second  quarter  of  this  cen- 
tury have  witnessed  a vast  change  in  the  character 
of  the  bodily  infection  by  the  tuberculosis  bacilli 
and  in  the  methods  of  treatment.  Phthisis  pul- 
monis has  been  known  for  many  centuries.  Since 
the  otolaryngologist  has  for  his  field  the  upper 
segment  of  the  respiratory  tract  with  its  conta- 
gious organisms,  I will  review  how  he  has  been 
affected  by  these  changes. 

Formerly,  tuberculosis  of  the  ear,  nose,  and 
throat  was  seen  during  the  active  stage  of  the 
disease,  and  was  believed  to  be  due  to  a miliary 
spread  or  to  bacilli-laden  sputum  coming  in  con- 
tact with  a break  in  the  mucous  membrane.  The 
tubercles  which  formed,  coalesced  and  broke 
down,  forming  superficial  spreading  gray  ulcers, 
made  the  disease  a wretched  one,  causing  the  pa- 
tient pain  in  talking  and  swallowing.  The  devel- 
opment of  the  lesions  was  hastened  because  of 
the  malnutrition  brought  about  by  the  failure  to 
eat,  due  to  dysphagia.  The  treatment  was  as 
painful  as  the  disease.  In  an  attempt  to  halt  the 
extension  of  the  ulcers,  various  medications  were 
applied  to  the  ulcerated  areas,  in  most  instances 
without  success.  Since  the  other  lesions  usually 
healed  only  with  healing  of  the  pulmonary  lesion, 
the  best  that  could  be  done  was  to  lessen  the  pain 
by  the  application  of  local  anesthetics. 

In  active  pulmonary  tuberculosis,  the  larynx 
was  involved  in  about  10  per  cent  of  the  cases, 
and  not  infrequently  the  laryngeal  lesion  led  to 
the  diagnosis  of  the  pulmonary  infection.  The 
lower  portions  of  the  respirator}’  tree,  which  the 
otolarygnologist  would  invade,  are  the  trachea  and 
bronchi.  The  trachea  was  involved  usually  in  the 
terminal  stages  of  the  pulmonary  disease.  Not  so 
the  bronchi,  in  which  granulations  and  ulcerations 
leading  to  bronchostenosis  were  common.  These 
lesions  were  then  treated  by  the  use  of  silver 
nitrate  as  the  cauterizing  agent.  The  stenotic 
areas  were  dilated  in  order  to  promote  better  bron- 
chopulmonary drainage.  The  various  methods  of 


collapse  therapy,  such  as  artificial  pneumothorax, 
pneumoperitoneum,  or  thoracoplasty,  were  em- 
ployed in  most  of  the  cases,  but  the  results  were 
poor  in  spite  of  repeated  bronchoscopies,  which 
did  not  aid  in  the  comfort  of  the  patient. 

Chemotherapy  was  first  used  generally  in  1947 
with  drugs  such  as  streptomycin,  followed  by 
dehydrostreptomycin  and  PAS  (paraaminosalicylic 
acid)  in  1950;  in  1952  IX.\H  (isonicotinic  acid 
hydrazide)  was  added.  In  1957  viomycin  was 
used  in  cases  where  the  bacilli  had  developed  re- 
sistance to  the  earlier  drugs.  Pyrazinamide  came 
into  use  in  1958  and  cycloserine  in  1959.  The 
picture  changed  radically  both  for  the  phthisiol- 
ogist and  the  otolaryngologist.  As  far  as  the 
former  was  concerned,  pneumothorax,  pneumoperi- 
toneum, and  thoracoplasty  for  collapse  of  in- 
volved lung  tissue  were  employed  less  and  less. 
Resection  of  the  affected  pulmonary  tissue,  early 
ambulation,  and  lessened  length  of  hospital  stay 
became  common. 

Following  the  introduction  of  the  antimicrobial 
agents.,  the  otolaryngologist  no  longer  saw  the 
manifestations  of  tuberculosis  to  which  he  had  be- 
come accustomed.  There  were  no  longer  “active” 
tuberculous  lesions  in  his  field,  or  if  so,  very 
rarely  was  an  endobronchial  tuberculous  lesion 
seen.  The  few  that  still  were  encountered  in  new- 
ly discovered  cases  of  pulmonary  infection  healed 
rapidly  and  completely  with  chemotherapy;  local 
measures  were  not  necessarj’.  The  drop  in  the 
number  of  cases  of  tuberculous  endobronchial  dis- 
ease, tuberculous  laryngitis,  and  tuberculosis  of 
the  ear,  nose,  and  throat  has  been  much  greater 
than  in  the  pulmonary  cases. 

Have  the  antimicrobial  drugs  severed  the 
pleasant  and  mutually  useful  relationship  between 
the  chest  specialist  and  the  otolaryngologist?  Not 
at  all.  While  these  antibiotics  are  most  effective 
against  Mycobacterium  tuberculosis,  many  are 
toxic  to  the  structures  within  the  temporal  bone. 
-\lthough  most  of  these  drugs  have  been  well  in- 
vestigated, there  is,  even  among  otologists,  some 
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confusion  regarding  several  important  aspects  of 
their  ototoxic  properties.  By  obtaining  an  audio- 
gram  and  testing  the  vestibular  reaction  before 
using  these  agents,  one  establishes  a baseline  so 
that  testing  performed  during  their  administra- 
tion will  disclose  early  signs  of  toxicity.  In  that 
way,  the  dosage  of  the  drugs  may  be  reduced,  the 
drug  may  be  discontinued  entirely,  or  another 
drug  may  be  substituted  before  severe  damage  to 
the  inner  ear  structure  occurs. 

Five  antibiotics  are  in  use  regarding  which  the 
problem  of  ototoxicity  is  of  particular  concern. 
They  are  chemically  related,  each  being  com- 
posed of  a combination  of  sugars  with  an  organic 
base.  The  group  is  made  up  of  streptomycin,  de- 
hydrostreptomycin, neomycin,  viomycin,  and 
kanamycin. 

Streptomycin,  as  is  well  known,  is  particularly 
toxic  to  the  vestibular  system.  Glorig  and  Fowler^ 
pointed  out  that  the  vertigo  experienced  by  the 
patients  receiving  streptomycin  is  of  an  unusual 
type.  Blurring  of  vision  is  a frequent  and  early 
complaint.  In  their  series  some  patients  also  e.x- 
perienced  ataxic  gait,  similar  to  that  associated 
with  acute  alcoholism.  Most  patients  with  vestib- 
ular injury  adjust  over  a relatively  short  period 
of  time,  usually  in  less  than  three  months.  In 
some  instances,  however,  the  symptoms  persist 
and  may  be  troublesome  for  many  months  or  even 
years. 

Dehydrostreptomycin  is  much  more  likely  to 
cause  hearing  loss  than  streptomycin,  and  less 
likely  to  cause  vestibular  disturbance.  It  is  a most 
dangerous  drug  and,  in  susceptible  persons,  as 
little  as  a total  of  1.5  to  2.0  Gm.  can  cause  irre- 
versible, permanent,  handicapping,  .sensorineural 
deafness. 

Neomycin  is  now  rarely  used  parenterally. 
Early  clinical  trials  showed  the  drug  to  be  severely 
ototoxic,  principally  to  the  auditory  nerve,  as  well 
as  nephrotoxic.  Carr  and  his  associates-  reported 
the  development  of  severe  deafness  in  four  out  of 
six  patients  who  received  0.925  Gm.  to  1 Gm.  of 
neomycin  every  12  hours  for  four  to  six  weeks. 
Waisbren  and  Spink^  reported  deafness  in  five 
out  of  63  patients  who  received  1.5  to  2.0  Gm.  of 
neomycin  daily  for  four  to  16  days.  The  paren- 
teral use  of  this  drug  is,  therefore,  now  rarely 
justified. 

Viomycin  is  used  almost  exclusively  in  tuber- 
culosis therapy.  In  clinical  use,  it  has  produced 
both  cochlear  and  vestibular  damage.  In  the  sec- 
ond viomycin  conference,  Amberson^  estimated 


that  in  20  to  30  per  cent  of  some  200  patients  who 
had  received  viomycin  an  impairment  of  hearing 
had  developed  in  the  high  frequencies,  and  in 
three  patients  total  deafness  was  reported. 

Kanamycin,  which  closely  resembles  neomycin 
in  chemical  structure  and  antimicrobial  activity, 
is  severely  ototoxic,  particularly  for  the  cochlea. 
In  a study^  at  Bellevue  Hospital,  New  York,  in 
approximately  one  third  of  the  patients  receiving 
daily  therapy  hearing  loss  had  developed  after  60 
Gm.  of  kanamycin,  and  in  more  than  two  thirds 
after  120  Gm. 

In  spite  of  chemotherapy,  there  are  many 
residuals  of  the  pulmonary  infection,  such  as  bron- 
chiectasis and  bronchostenosis.  Bronchoscopy  and 
bronchography  are  used  to  demonstrate  these  and 
in  many  cases  the  need  for  resectional  surgery  is 
shown.  Fibrosis  in  the  mediastinum  produces  pres- 
sure on  the  recurrent  laryngeal  nerve,  resulting 
in  voice  changes  and,  on  occasion,  in  paralysis  of 
the  vocal  cords.  Breaking  down  of  mediastinal 
lymph  nodes  may  involve  these  nerves  also.  Fi- 
brotic  changes  in  the  upper  lobe  of  the  left  lung 
may  involve  the  left  recurrent  laryngeal  nerve, 
resulting  in  hoarseness. 

In  spite  of  the  changing  role  from  that  of 
treating  active  tuberculous  lesions  to  that  of  pre- 
venting damage  by  the  use  of  antimicrobial  agents, 
the  otolaryngologist  still  plays  an  important  part 
in  the  treatment  of  pulmonary  diseases.  As  new 
and  more  effective  agents  are  developed,  he,  in  all 
probability,  will  be  needed  to  detect  their  ototoxic 
effects.  There  will,  therefore,  be  a perpetuated 
relationship.  For  my  part,  this  role  has  been  most 
interesting  and  rewarding. 

Comment 

It  has  been  claimed  by  several  investigators 
that  a combination  of  streptomycin  or  dehydro- 
streptomycin with  pantothenic  acid  reduces  the 
toxic  effects  of  these  antibiotics.  Several  others 
have,  however,  been  unable  to  substantiate  these 
findings. 

It  is  remarkable  that  the  antibiotics  which  are 
most  effective  against  the  Mycobacterium  tuber- 
culosis are  also  toxic  to  the  inner  ear.  This  re- 
sponse probably  occurs  because  of  some  similarity 
between  the  enzyme  septums  of  the  cells  of  the 
end  organs  and  of  the  bacteria.  So  far,  we  have 
little  knowledge  of  what  this  similarity  may  be. 

A question  that  arises  is:  Can  an  ototoxic 

antibiotic  sensitize  the  ear  so  that  it  becomes  more 
liable  to  injury  by  other  ototoxic  antibiotic  as  a 
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later  course  of  therapy  by  the  same  drug?  There 
is  some  evidence  suggesting  that  this  may  be  so, 
but  it  has  not  been  proved. 

Any  new  antibiotic  with  a chemical  structure 
similar  to  that  of  the  ototoxic  antibiotics  will  re- 
quire careful  evaluation  for  ototoxicity.  Experi- 
ence has  shown  that  the  finding  in  animals  may 


differ  substantially  from  that  in  humans.  Con- 
sequently. it  is  necessary  to  take  particular  care 
in  early  chemical  trials  of  potentially  ototoxic 
drugs  to  avoid  .serious  damage  to  the  ear. 

References  are  available  from  the  author  upon  request. 

1027AVest  Main  Street. 


Symptomatic  Treatment 
of  Bronchial  Asthma 
With  A New  Antiasthmatic 
Drug  Combination 


S.  D.  Klotz,  M.D.,  Albert  M.  Ziffer,  M.D., 
AX'D  Melvin  Tresser,  M.D. 

Orlando 

Bronchial  asthma  in  its  many  manifestations 
is  a distressing  and  serious  disorder.  Palliative 
relief  is  imperativ'e  for  two  reasons.  One  is  the 
distressing  symptoms  which  incapacitate  the  pa- 
tient and  keep  him  in  the  fear  and  agony  of  suf- 
focation for  hours.  The  other  reason  is  that  re- 
peated attacks  of  asthma  leave  their  mark  on  lung 
tissue. 

Prolonged  and  untreated  courses  of  asthma 
decrease  the  compliance  and  elasticity  of  the  re- 
spiratory organ.  These  changes  are  irreversible. 
The  picture  of  the  emphysematous  patient  with 
a long  history  of  bronchial  asthma  is  a familiar 
one.  That  is  why  most  clinicians  regard  earh'  and 
symptomatic  relief  for  the  juvenile  asthmatic 
urgent. 

.Since  the  pathogenesis  of  allergic  asthma  and 
hay  fever  is  as  j’et  unknown,  no  truly  specific 
therapeutic  agent  is  available.  Although  the  over- 
all results  of  management  of  asthma  by  allergists, 
when  available,  are  gratifying,  yet  the  actual  cure 
rate  at  best  is  only  appro.ximateh’  20  per  cent  of 
the  cases. 1 Symptomatic  management  with  theo- 
phylline, antihistamines,  and  sympathomimetic 
amines  alone  and  in  combination  has  been  em- 
ployed with  varying  results.-  Therapeutic  evalu- 
ation, however,  is  difficult  because  of  the  many 
variables  of  the  allergy,  patients,  and  side  effects. 
Because  of  side  effects  and  relative  shortness  of 
action,  many  of  these  preparations  require  repeat- 


ed administration  in  small  doses.  This  is  particu- 
larly bothersome  in  treating  children  and  the 
active  adult. 

Recently  a time-release  preparation,  Dilamin*, 
containing  25  mg.  of  methylethylamino-phenylpro- 
panol  hydrochloride,  60  mg.  of  theophylline  ami- 
noisobutanol,  and  6 mg.  of  dox\lamine  succinate 
has  been  made  available.  A single  Dilamin  tablet 
provides  adequate  protection  and  relief  for  six  to 
eight  hours,  making  round-the-clock  therapy  rela- 
tively eas}'. 

Materials  and  Methods 

Dilamin  was  used  in  the  treatment  of  59  pa- 
tients, ranging  in  age  from  four  to  76  years,  who 
had  asthma  and  other  allergies.  These  patients, 
when  first  seen  at  the  office,  had  not  responded 
satisfactorily  to  conventional  medical  treatments. 
They  were  given  Dilamin  for  symptomatic  relief 
until  such  time  as  more  specific  methods,  such  as 
diet  elimination  and  hyposensitization,  would  have 
a chance  to  have  effect.  They  were  selected  to  re- 
ceive Dilamin  in  the  hope  that  this  new  time- 
release  preparation  would  be  able  to  relieve  them 
of  their  symptoms. 

The  group  consisted  of  23  males  and  36  fe- 
males. Twenty-four  (40.7  per  cent)  were  under 
1 7 years  of  age.  history  of  the  disease  and  pre- 
vious treatment,  as  well  as  complete  examinations 

*Dilamin,  product  of  Walker  Laboratories,  Inc.,  Mount  \ er- 
non,  X.  Y. 
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and  laboratory  tests,  was  recorded  for  each  pa- 
tient. All  were  found  to  be  suffering  from  bron- 
chial asthma;  in  51  of  the  59  patients  the  condi- 
tion was  diagnosed  as  chronic.  Other  concomitant 
disorders  were  allergic  conjunctivitis  and  allergic 
rhinitis. 

The  prescribed  Dilamin  dosage  and  frequency 
varied  with  the  severity  of  the  condition  and  the 
individual  response  of  each  patient.  In  the  adult 
group  of  35  patients,  the  effective  dose  for  16  pa- 
tients (45.7  per  cent)  was  one  Dilamin  tablet 
administered  twice  daily;  nine  patients  (25.7  per 
cent)  required  two  tablets  twice  daily;  three  re- 
ceived two  tablets  once  daily;  six  were  given  three 
tablets  daily;  and  only  one  patient  needed  three 
Dilamin  tablets  three  times  a day. 

In  the  group  of  24  younger  patients  (under 
17  years  of  age),  the  effective  dosage  for  17  pa- 
tients (70.8  per  cent)  was  one  Dilamin  tablet 
twice  daily.  Five  patients  (20.8  per  cent)  required 
one  tablet  three  times  daily,  but  two  patients 
(8.3  per  cent)  obtained  satisfactory  relief  from 
only  one  Dilamin  tablet  nightly. 

Results 

An  extremely  gratifying  response  to  Dilamin 
medication  was  observed  in  most  patients.  Forty- 
seven  (80.0  per  cent)  of  the  59  patients  obtained 
good  to  excellent  relief  of  symptoms.  Only  one 
patient  (1.7  per  cent)  failed  to  benefit  from 
Dilamin  therapy.  The  response  to  Dilamin  medi- 
cation was  even  more  favorable  in  the  group  of 
24  younger  patients;  21  (87.5  per  cent)  of  these 
patients  reported  excellent  to  good  results.  The 
remaining  three  reported  that  they  obtained  a fair 
relief  from  Dilamin. 

Since  the  majority  of  the  patients  had  been 
suffering  from  chronic  bronchial  asthma,  a large 
variety  of  drugs,  including  the  steroids,  had  been 
administered  previously.  Such  patients  are  usually 
good  judges  of  what  medication  has  given  them 
relief,  and  their  subjective  evaluation  is  a fairly 
reliable  indication  of  a drug’s  efficacy.  When 
asked  how  Dilamin  compared  with  the  previous 
symptomatic  medications  they  had  received,  38 
(70.9  per  cent)  of  55  respondents  replied  that 


Dilamin  was  better.  Again,  the  younger  patients 
found  Dilamin  more  effective  than  those  in  the 
older  age  group.  Eighteen  (81.8  per  cent)  of  22 
of  them  preferred  Dilamin  to  any  previous  medi- 
cation. 

Side  effects  were  at  an  absolute  minimum. 
Only  one  patient,  a 32  year  old  man,  stated  that 
two  tablets  at  bedtime  made  him  sleepy.  The  one 
patient  who  did  not  benefit  by  the  medication  did 
not  complain  about  side  effects.  On  the  other 
hand,  one  child  who  used  to  become  quite  “nerv- 
ous” after  receiving  ephedrine  preparations  did 
not  show  any  such  symptoms  with  Dilamin. 

Summary 

Dilamin,  a time-release  combination  of  meth- 
ylethylamino-phenylpropanol  hydrochloride,  the- 
ophylline aminoisobutanol  and  doxylamine  suc- 
cinate was  administered  to  59  patients,  the  major- 
ity of  whom  had  chronic  bronchial  asthma.  All 
of  the  patients  were  first  seen  in  the  office  and 
had  not  responded  to  conventional  treatments  by 
a regular  physician.  They  ranged  in  age  from 
four  to  76  years;  24  were  under  17. 

Dilamin  was  found  to  be  most  effective  in  re- 
lieving the  distressing  symptoms  of  these  patients. 
The  most  effective  dose  was  one  or  two  tablets 
twice  daily.  Forty-seven  (80.0  per  cent)  of  the  59 
patients  obtained  good  to  excellent  relief.  When 
asked  how  Dilamin  compared  with  the  previous 
symptomatic  medication  they  had  received,  70.9 
per  cent  reported  that  Dilamin  was  superior. 

The  results  obtained  by  the  patients  under  17 
years  old  were  better  than  those  reported  by  the 
older  patients.  Twenty-one  (87.5  per  cent)  of  the 
24  younger  patients  reported  excellent  to  good 
results  and  81.8  per  cent  preferred  Dilamin  to 
any  previous  medication. 

Side  effects  were  almost  absent.  Only  one  pa- 
tient, a 32  year  old  man,  stated  that  two  tablets 
at  bedtime  made  him  sleepy. 
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Winstrol 

To  construct  a building  is  much  more  difficult  than  to  tear  one  down.  So  is  it 
with  the  human  body.  Winthrop,  however,  does  offer  an  anabolic  agent,  STANO- 
ZOLOL,  which  is  claimed  to  help  the  build-up  of  body  protein  and  tissue.  See 
page  208. 
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Foreword 


Birthdays  and  anniversaries  are  the  usual  occasions  for  retrospection  and  plans 
for  the  future.  It  was  my  feeling  that  better  evaluation  and  more  objective  thoughts 
concerning  progress  of  the  Florida  Medical  Association  would  be  obtained  from  one 
who  has  been  prominently  identified  with  the  organization  through  many  years,  and 
who  maintains,  presently,  his  enthusiastic  interest,  with  active  participation.  Dr.  Jere 
W.  Annis,  with  characteristic  generosity  and  talent,  responded  to  my  request  with 
the  editorial:  “The  Old  Lady  Shows  Her  Medals.”  You  wall  find  it  brilliant  in  con- 
cept, most  interesting  in  content,  and  provocative  as  a challenge  for  all  of  us  to 
keep  working. 

Warren  W.  Quillian,  M.D. 

President 


The  Old  Lady  Shows  Her  Medals 

•Although  complacency  is  never  justified,  certainly  there  are  times  when  a degree 
of  self  satisfaction  in  reviewing  one’s  recent  accomplishments  may  be  pardonable. 
This  is  especially  so  when,  amidst  the  vagaries  of  e.xistence,  the  progress  and  achieve- 
ments of  a life  so  completely  dwarf  its  failures  and  disappointments,  as  they  do  in 
the  case  of  the  remarkable  matriarch  I have  just  had  the  opportunity  of  interviewing. 

This  grande  dame,  on  her  Ninetieth  Birthday,  has  the  enthusiasm  and  the 
sparkle  of  an  adolescent — and  the  courageous  confidence  that  delights  in  the  chal- 
lenge of  today  and  tomorrow.  I found  this  little  old  lady — the  Florida  Medical  As- 
sociation— stealing  a moment  of  relaxation  from  the  midst  of  a hectic,  harassed  life 
of  conflict  and  criticism,  and  quietly  reflecting  on  her  recent  accomplishments — her 
medals  of  the  last  five  or  six  years.  As  we  talked,  an  impressive  list  began  to  fill 
my  notebook: 

There  was  the  renovation  of  the  entire  administrative  structure  of  the  Association, 
with  the  creation  of  departments  of  Legislation  and  Public  Relations,  and  there  was 
a similar  professional  reorganization  with  a completely  new  Constitution  and  By- 
Laws; 

The  modus  operandi  of  the  House  of  Delegates  had  been  modernized  and  made 
more  efficient  under  the  direction  of  a Speaker  and  Vice  Speaker. 

An  eminently  successful  and  productive  annual  meeting  of  Presidents  and  Sec- 
retaries of  the  County  Medical  Societies  had  been  instituted,  and  the  Association’s 
office  had  extended  its  services  to  the  specialty  societies  within  the  state,  aiding  them 
in  keeping  books,  rosters  and  mailing  lists  and  in  preparing  routine  reports; 

An  investment  plan  for  the  benefit  of  all  Physicians  within  the  state  had  been 
established ; 
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A handbook  for  County  Medical  Societies — a much  needed  ready  reference  for 
County  Society  Officers — had  been  published  and  was  in  great  demand; 

The  home  office  building  itself  had  been  enlarged  and  expanded.  Two  large 
river-front  lots  immediately  behind  the  building  had  been  acquired  for  future  expan- 
sion and  investment; 

A widely  comprehensive  insurance  program  had  been  instituted  and  had  grown 
until  at  present  it  covers  all  fields  of  insurance  protection  necessary  to  the  practicing 
Physician; 

Especially  commendable  was  the  growth  and  fruition  of  a statewide  indigent 
care  program  involving  both  HSI  and  Kerr-Mills  legislation — a program  conceived 
and  developed  by  Dr.  Hampton  and  his  Committee,  and  copied  nationally; 

The  lady  pointed  with  particular  pride  to  the  improved  relationship  with  our 
political  representations  in  Tallahassee  and  those  in  Washington,  and  felt  that  the 
establishment  of  an  active  Key  Contact  Physicians  Committee,  with  its  annual  trip 
to  Washington  each  March,  had  played  a major  part  in  this  accomplishment  and  in 
keeping  our  national  representatives  conversant  with  the  opinions  and  the  feelings 
of  Florida’s  Physicians; 

Amongst  the  many  professional  accomplishments,  the  visual  screening  program, 
now  involving  a good  portion  of  the  state  at  large,  was  noteworthy; 

And  in  the  more  mundane  area  of  fiscal  responsibility  there  were  the  monumen- 
tal, tireless.,  unselfish  efforts  of  the  much-maligned  Fee  Schedule  Committee  which 
have  resulted  in  a Florida  Relative  Value  Schedule,  successfully  negotiated  Medicare 
contracts,  and  progress  with  the  solution  of  the  difficult  Workmen’s  Compensation 
problem  which,  with  patience  and  indulgence  on  the  part  of  the  Physicians  in  the 
state,  appears  headed  toward  a successful  conclusion. 

Quite  an  impressive  list — enough,  perhaps,  to  soothe  the  bruises  of  disappoint- 
ment and  the  bumps  of  bitterness  that  have  been  incurred  along  the  way — as  her 
roistering  family,  flexing  its  ever  restless  muscles,  has  grown  apace,  and  has  chal- 
lenged the  country  at  large  to  better  Medicine — better  discipline  of  Physicians — 
and  better  citizenship. 

We  must,  I think,  respect  this  Mother  of  ours  and  credit  her  with  an  excellent 
day’s  work,  allowing  her  the  satisfaction  of  reasonable  pride  in  these  recent  successes 
— successes  that  must  surely  lead  the  way  to  the  continued  advancement  of  the 
Science  and  the  Art  of  Medicine. 

Not  a bad  record,  old  girl — not  a bad  record! 


Jere  W.  Annis,  M.D. 
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Reflections  On  the  Sixtieth 

Annual  Congress  On  Medical  Education 


It  was  mj’  privilege  to  represent  the  Florida 
Medical  Association  at  the  Sixtieth  Annual  Con- 
gress on  Medical  Education,  presented  by  the 
Council  on  Medical  Education  of  the  American 
Medical  Association,  in  Chicago  on  Februar\’  9 
and  10.  1964.  Interest  in  the  meeting  was  mani- 
fested by  the  fact  that  the  Grand  Ballroom  of  the 
Palmer  House  was  comfortably  filled  at  every 
session.  In  the  audience  were  deans  of  a number 
of  medical  schools  and  directors  of  medical  educa- 
tion of  many  hospitals.  It  would  be  interesting 
to  discuss  each  of  the  21  papers  individually,  but 
obviously  it  is  impossible  to  do  so  in  a report  of 
this  kind;  so  I will  endeavor  to  condense  it  and 
give  the  gist  of  the  material  as  I interpreted  it. 

The  morning  session  of  February  ninth  was 
devoted  to  the  Basic  Medical  Sciences  and  dis- 
cussed were  the  manner  in  which  medicine  emerges 
from  many  sciences,  the  changing  distribution  of 
basic  medical  sciences  in  medical  schools  and  the 
interfaces  between  these  sciences  and  their  univer- 
sity roots  and  clinical  branches  as  viewed  by  the 
basic  scientist  and  the  clinician.  It  was  brought 
out  that  half  of  the  curricula  of  medical  schools 
today  are  involved  in  the  basic  sciences  and  the 
gulf  between  them  and  the  clinical  departments  is 
gradually  disappearing.  It  was  thought  they  pro- 
vide the  lifeblood  to  the  clinical  fields.  It  was  not 
until  the  turn  of  the  nineteenth  century  that  it 
was  no  longer  necessary  for  a member  of  the 
faculty  of  a medical  school  to  have  an  M.D.  de- 
gree. The  holder  of  a double  degree  is  not  neces- 
sarily a superior  teacher,  but  it  is  desirable  to 
integrate  the  basic  sciences  into  the  clinical  de- 
partments and  good  basic  medical  science  teachers 
should  have  some  medical  orientation.  A some- 
what revolutionary  concept  was  advanced  that 
there  be  an  amalgamation  of  the  colleges  and  uni- 


versities, each  one  accepting  only  those  students 
for  which  it  was  particularly  specialized  to  teach. 
It  was  suggested  that  universities  cease  being  all 
things  to  all  people. 

The  interfaces  of  the  basic  sciences  were  dis- 
cussed and  it  was  stated  that  these  are  caused  by 
the  fact  that  faculties  in  these  departments  are 
homogeneous  groups,  as  are  those  in  clinical  de- 
partments, each  group  content  within  itself  and  in- 
secure when  in  the  company  of  the  other.  To 
reduce  these  interfaces,  it  was  advised  that  more 
young  medical  graduates  should  be  encouraged 
to  enter  the  basic  science  fields,  salary  differentials 
should  be  abolished  and  both  departments  share 
common  meeting  places  with  more  curricular  and 
departmental  integration.  The  clinical  phase  of 
the  program  stressed  that  the  practice  of  medicine 
is  taking  the  facts  of  scientific  medicine  and  mak-, 
ing  them  work,  and  wisdom,  judgment  and  experi- 
ence are  still  essential  for  good  practice.  The 
clinician  in  a limited  field  may  be  proficient  also 
in  the  basic  science  involved  in  this  field  and  must 
be  able  to  interpret  and  apply  this  knowledge. 

plugged  catheter  may  account  for  an  apparent 
anuria  as  well  as  a kidney  shutdown. 

The  afternoon  w^as  spent  in  discussing  “Con- 
tinuing Medical  Education.”  This  centered  around 
the  public’s  and  profession’s  concern  for  profes- 
sional competence.  It  was  brought  out  that  the 
public  is  better  educated  in  medical  matters  and 
in  a better  position  to  judge  medical  competence. 
Organized  labor  believes  the  consumer  can  eval- 
uate the  quality  of  medical  care.  Lay  hospital 
boards  are  scrutinizing  more  closely  the  outside 
medical  activities  of  the  staff  and  medical  audits 
are  utilized  to  determine  the  excellence  of  care. 
Built-in  methods  by  which  the  profession  judges 
the  ability  of  its  owm  members,  beginning  wath  the 
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American  Medical  Association,  ranging  through 
state  and  speciality  boards  and  ending  with  vari- 
ous hospital  staff  committees,  were  enumerated. 
A nationwide  plan  for  continuing  medical  educa- 
tion was  explained.  There  are  now  1,264  approved 
jrostgraduate  courses  given  annually.  A central  ex- 
change would  be  available  to  the  1,500  teaching 
hospitals.  This  exchange  would  have  a govern- 
ing body  and  act  as  a national  collecting  agency 
for  all  modalities,  as  video  tape,  used  in  post- 
graduate teaching.  There  are  82  educational 
television  stations  in  the  country  that  can  be  used 
for  dissemination  of  knowledge.  It  was  stated  by 
a psychiatrist  that  an  emotional  overlay  is  the 
principal  difficulty  in  50  per  cent  of  patients  seen 
in  practice.  The  availability  of  postgraduate 
courses  in  psychiatry,  sponsored  by  the  Commit- 
tee on  Psychiatry  and  Medical  Practice  of  the 
American  Psychiatric  Association,  was  explained. 
These  courses  have  been  utilized  by  about  10  per 
cent  of  the  doctors  in  the  areas  where  given.  It 
was  admitted  that  many  psychiatrists  use  a poor 
consultation  technique  and  need  a broader  medi- 
cal knowledge.  One  opinion  expressed  was  that 
continuing  medical  education  was  too  little  and  too 
late.  To  circumvent  this,  the  novel  suggestion  was 
made  that  every  practicing  physician  remain  an 
integral  part  of  his  medical  school.  The  result 
would  be  that  he  would  remain  a part  of  the  uni- 
versity and  the  university  a part  of  him. 

The  morning  session  of  February  tenth  was 
allotted  to  the  “Town-Gown  Syndrome”  relating 
to  the  tensions  between  medical  schools  and  pri- 
vate practice.  These  tensions  were  freely  admitted 
and  several  specific  instances  were  recited  where 
they  were  only  partially  resolved  by  outside  com- 
mittees free  of  prejudice.  The  lack  of  referral  of 
private  patients  to  hospitals  connected  with  medi- 
cal schools  was  mentioned  and  it  was  thought 
that  both  patients  and  teaching  hospitals  were 
harmed  by  this  attitude  of  private  practice.  The 
problems  began  with  the  employment  of  full  time 
faculties  resulting  in  a sheltered  group  versus  a 
more  exposed  one  in  private  practice,  bureaucratic 
versus  individualistic  attitudes,  liberalism  versus 
conservatism,  receiver  of  taxes  versus  payer  of 
taxes,  politically  quiet  versus  politically  active 
groups  and  both  competing  for  the  same  class  of 
patients.  VVbth  the  differentiation  between  service 
and  pay  patients  disappearing,  this  tension  is  apt 
to  increase  unless  steps  are  taken  to  reduce  it.  To 
accomplish  this  objective,  both  groups  must  rec- 
ognize the  causes  of  these  tensions.  These  may  be 


helped  by  continuing  medical  education  of  facul- 
ties of  medical  schools,  adequate  facilities  for  pa- 
tients of  private  practitioners,  active  participation 
of  faculty  members  in  medical  societies  and  well 
functioning  liaison  committees  between  the  medi- 
cal schools  and  county  and  state  medical  societies. 

The  subject  of  the  afternoon  program  was 
“The  Internship.”  The  evolution  of  internship 
was  traced  from  its  beginning  with  the  first  house 
staff  in  the  Pennsylvania  Hospital  in  1761.  In 
1913,  50  per  cent  of  medical  graduates  took  an 
internship.  In  1919,  17  states  required  internship 
for  licensure  while  this  is  necessary  in  37  states 
today.  There  were  77  medical  schools  in  1940  and 
87  in  1963  with  7,300  graduates.  The  National 
Intern  Matching  Plan  was  begun  in  1951  and  the 
Internship  Review  Committee  in  1954.  In  1963, 
there  were  12,199  available  internships  which  were 
73  per  cent  filled  and  37,000  residencies  80  per 
cent  filled.  The  present  status  of  internships  is  in 
a state  of  flux.  There  is  some  question  of  its 
validity  and  some  feeling  that  it  is  merely  a dup- 
lication of  clerkship  in  the  senior  medical  school 
year.  This  view  is  held  particularly  in  teaching 
hospitals  where  the  work  of  interns  is  done  by 
first  year  residents.  The  internship  of  the  future 
in  affiliated  hospitals  will  be  the  straight  one. 
Straight  internships  are  on  the  increase  while 
rotating  internships  are  on  the  decline  and  mixed 
ones  have  made  a slight  gain.  A report  of  a two 
year  rotating  internship  at  the  University  of 
Rochester  Medical  Center  was  given.  This  was 
designed  for  general  practitioners,  but  surprisingly 
enough  none  of  the  124  graduates,  who  began  it, 
entered  general  practice.  Six  months  each  were 
given  in  medicine,  pediatrics  and  psychiatry  with 
three  months  of  surgery  and  obstetrics  and  gyne- 
cology. A large  number  of  this  group  entered 
psychiatry  as  a specialty,  undoubtedly  because  of 
the  ins[)irational  leadership  of  the  head  of  that 
department. 

It  was  stated  that  the  assets  of  the  community 
hospital  in  intern  training  are  the  liabilities  of  the 
teaching  hospital  and  vice  versa.  The  advantages 
of  the  community  hospital  were  given  as  orien- 
tation of  good  care  of  the  sick,  also  in  clinical 
medicine  and  private  practice,  close  relationship 
with  senior  physicians,  respect  for  economic 
aspects  of  medicine,  less  degree  of  departmental- 
ization, benefit  from  continuing  patient  care  rela- 
tionship and  inculcation  of  good  patient-physician 
relationship.  The  liabilities  are  time  restriction 
imposed  on  the  attending  staff,  special  privileges 
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for  those  who  teach,  failure  to  provide  incentive 
to  teach,  unwieldiness  of  large  staffs,  lack  of  ad- 
vanced diagnostic  and  therapeutic  techniques,  lack 
of  research  facilities,  lack  of  big-named  physicians 
on  the  staff  and  lack  of  glamour  and  prestige. 

A report  was  received  from  the  National  Board 
of  Medical  Examiners  on  the  results  of  Part  II 
and  III  e.xaminations  as  applied  to  internships.  A 
larger  percentage  of  graduates  with  the  highest 
grades  on  Part  II  e.xaminations  went  to  affiliated 
hospitals  for  their  internship  rather  than  com- 
munity hospitals.  The  stipend  or  size  of  the 
hospital  did  not  affect  the  quality  of  the  graduate 
applying  for  internship.  .\t  the  termination  of  the 
internship  year,  applicants  for  Part  III  examina- 
tions from  community  hospitals  showed  the  same 
competence  as  those  from  teaching  hospitals  with 
an  adjusted  allowance  for  the  difference  in  their 
grades  in  Part  II  e.xaminations.  Interns  from  hos- 
pitals with  the  highest  stipends  showed  lesser  com- 
petence on  Part  III  examinations  than  those  from 
hospitals  with  lower  stipends.  Those  completing 
straight  internships  did  equally  as  well  as  those 
from  rotating  ones. 

I regarded  the  Congress  as  enlightening  and 
informative,  even  though  I thought  a few  of  the 
ideas  advanced  were  a bit  radical.  The  basic  medi- 
cal sciences  are  assuming  an  increasingly  impor- 
tant role  in  medical  education  and  rightfully  so. 
There  is  no  doubt  that  research  is  the  lifeblood 
of  medicine.  It  seems  important  though  to  rec- 
ognize the  end  point  at  which  a proper  balance 
can  be  maintained.  Progress  must  be  made  care- 
fully, retaining  the  best  of  the  past  and  accept- 


ing the  contributions  from  research  of  clinical 
application  that  will  broaden  our  horizons  of  the 
future.  Differences  between  medical  schools  and 
private  practice  must  be  resolved  for  each  pro- 
vides an  important  segment  of  medical  care.  We 
are  fortunate  in  Florida  in  having  the  leadership 
in  both  areas  to  provide  a cordial  relationship. 
Postgraduate  training  in  teaching  hospitals  ap- 
pears to  be  increasingly  slanted  to  the  training  of 
specialists.  The  economy  and  geographical  vari- 
ants in  this  country  will  not  permit  the  elimination 
of  the  general  practitioner  in  the  foreseeable  fu- 
ture. It  appears  that  he  must  turn  to  the  non- 
affiliated  hospitals  in  the  future  for  the  rotating 
internships  to  complete  his  training.  This  trend 
is  probably  good  because  it  will  provide  him  with 
the  more  intimate  type  of  patient  care  that  is 
necessary  in  his  field  of  practice. 

In  conclusion,  I think  that  the  Congress  on 
Medical  Education  is  an  important  annual  event 
because  it  acts  as  a forum  to  bring  into  the  open 
problems  in  medical  education  that  will  continue 
to  arise  and  which  require  the  thoughtful  consider- 
ation of  intelligent  physicians  for  the  preservation 
of  the  high  standard  of  medical  care  in  this 
country. 

-\nd  so,  this  observer,  after  two  full  days  of 
sitting,  listening  and  taking  notes,  feeling  virtuous 
and  coccyx-conscious,  returned  home  where  he  is 
proud  to  be  an  insignificant  bit  of  a medical  com- 
plex that  is  providing  the  finest  type  of  state  and 
national  leadership. 

Charles  J.  Collins,  M.D. 

Orlando 


Declomycin 

We  have  heard  a great  deal  about  the  longer  cigarette.  In  DEMETHYLCHLOR- 
TETRACYCLINE,  we  have  a longer  antibiotic.  Blood  levels  which  are  claimed 
to  be  prolonged  beyond  that  expected  with  other  tetracycline  derivatives  charac- 
terize this  product.  See  page  263. 


238 


VQlwmt  51  Nwitibef  4 


Old  and  Still  Good 


It  is  true  that  for  the  last  25  years  we  have 
been  living  in  the  era  of  “wonder  drugs;”  sulfona- 
mides, steroids,  antibiotics,  and  tranquilizers.  This 
development  has  benefited  humanity  enormously. 
It  has,  however,  also  shown  some  of  us  that  there 
still  e.xists  a number  of  drugs  which  outdate  the 
new'  therapeutic  era,  and  are  widely  used  to  this 
day.  In  other  words,  they  must  have  “given  sat- 
isfaction” or  they  would  have  disappeared,  as  did 
the  majority  of  older  products. 

Now  let  us  look  at  some  important  ones  in 
that  category  which  “stood  the  test  of  time.”  The 
first  one  perhaps  that  comes  to  mind  is  good  old 
aspirin.  It  has  been  used  since  1899.  Later  it 
became  an  ingredient  in  the  APC  formula  and  in 
these  days  it  is  a standard  part  of  the  various 
antihistaminics  plus  APC  as  found  in  Emprazil-C 
tablets. 

Those  who  teach  pharmaceutical  chemistry 
could  probably  quote  at  least  one  or  two  dozen 
of  far  more  recent  drugs  which  might  have  taken 
its  place.  One  also  may  quote  from  the  literature 
of  these  would-be  competitors  a number  of  argu- 
ments why  aspirin  might  be  supplanted.  The  med- 
ical profession,  however,  must  have  had  satisfac- 
tory results  with  it  since  the  drug  is  still  very- 
much  in  vogue.  Its  use  is  especially  impressive 
if  one  considers  that  the  American  medical  pro- 
fession is  usually  an.xious  to  try  out  the  latest — 
and  presumably  best — advances  in  chemothera- 
peutic agents.  If  one  considers  that  the  life  of 
many  of  our  modern  “wonder  drugs”  lies  between 
three  and  five  years,  64  years  of  aspirin  use  does 
sound  impre.ssive. 

Those  who  have  used  the  services  of  health 
officers  in  our  embassies  in  Africa  and  Asia  have 
.seen  that  the  “middle-aged”  pre-wonder-drug 
Kaopectate  enjoys  apparently  “official”  favor  to 
help  recently  arrived  Americans  to  overcome  the 
onslaught  of  intestinal  troubles  in  those  areas. 
The  drug  itself — developed  in  1935 — has  been 
honored  by  endless  duplications,  including  in  the 
National  Formulary.  All  types  of  drugs  have  been 
added  to  the  simple  formula,  but,  despite  the  ab- 
sence of  promotional  efforts,  it  simply  kept  on 
being  used,  and  now  is  even  widely  used  in  veteri- 
nary medicine  also.  Perhaps  the  additive  prop- 
erties (physically  speaking)  of  the  two  ingredi- 
ents, both  obtained  from  natural  sources,  are  suf- 
ficient to  eliminate  gastric  troubles  while  at  the 


same  time  there  is  a total  absence  of  any  possi- 
bility of  toxic  or  even  side  effects.  Oddly  enough, 
all  the  many  duplications,  plus  all  sorts  of  modern 
w'onder  drugs,  seem  to  have  influenced  its  use  by 
physicians  very  little.  This  observation  also  holds 
good  in  many  foreign  countries. 

We  now  come  to  a whole  group  of  ancient 
drugs  which  still  commands  high  standing.  I am 
referring  to  the  group  of  digitalis  glycosides.  At- 
tempts to  replace  them  with  squill  glycosides, 
having  similar  cardiotonic  actions,  never  did  cause 
excitement  among  physicians  despite  efforts  of 
several  pharmaceutical  manufacturers.  The  only 
real  change  was  the  switch  from  pow'dered  leaf  to 
the  various  pure  digitalis  glycosides.  This  took 
place  30  to  35  years  ago,  and  apparently  no  fur- 
ther change  has  been  found  to  be  necessary  in  the 
field  of  cardiotonics. 

Despite  the  advances  in  the  field  of  the  treat- 
ment of  anemias,  Le.xtron  still  is  widely  used,  ob- 
viously because  of  its  clinical  effectiveness. 

The  number  of  new  drugs  for  use  as  an  in- 
testinal sedative  is  large,  but  paregoric — an  an- 
cient preparation  indeed — still  commands  respect. 
Even  now  it  is  in  the  United  States  Pharmacopeia, 
and  one  might  wager  it  will  be  used  for  a long 
time  to  come. 

Of  course,  natural  drugs  are  disappearing  more 
and  more,  but  some  have  been  found  so  effective 
that  they  have  a sizable  group  of  admirers  today. 
Think  of  cascara,  belladonna,  balsam  of  tolu, 
ipecac,  castor  oil,  colchicine  and  cod  liver  oil. 
Again,  there  are  modern  equivalents  for  all  of 
them,  but  the  drugs — as  old  as  they  are — have 
demonstrated  their  effectiveness,  and  side  reac- 
tions, if  any,  have  been  fully  explored.  By  the 
way,  in  the  case  of  good  old  phenobarbital,  we 
had  e.xactly  such  an  example.  In  1948  an  excel- 
lent synthetic  w'as  developed  to  take  its  place.  It 
did  not  give  any  of  the  unpleasant  barbiturate 
side  effects.  Alas,  after  several  months,  the  Fed- 
eral Drug  Administration  ordered  its  removal 
from  the  market,  because  of  two  cases  of  granu- 
locytosis due  to  its  use.  This  condition  cannot  be 
anticipated  at  present,  and  therefore,  no  fault  lies 
with  the  manufacturer.  So,  phenobarbital  will  be 
in  use  for  many  years  to  come. 

Another  interesting  group  are  the  botanical 
drugs  used  for  centuries  which  recently  were 
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shown  to  be  valuable.  While  in  America  nobody 
used  Rauwolfia,  in  India  it  was  used  for  centuries, 
and  of  course,  the  European  physicians  smiled  at 
the  “single-minded”  Asiatics.  Then  we  got  reser- 
pine  and  rescinnamine  out  of  the  drug,  and  now 
everybody  wonders  how  Western  medicine  could 
hav'e  missed  the  drug  for  so  long. 

Powdered  thyroid  is  still  preferred  by  many 
physicians  over  the  isolated  two  chief  chemicals 
found  in  the  thyroid  gland,  despite  all  the  pro- 
motional endeavors  of  the  drug  industry. 

Of  course,  when  it  comes  to  cough  remedies, 
one  should  expect  many  older  drugs  still  to  be 
favorites,  such  as  Cheracol,  Cosanyl,  and  others. 
Actually,  they  do  as  well  as  an}-  of  the  newer 
ones,  and  medical  men  know  a great  deal  about 
their  actions  based  upon  years  of  experience  with 
them. 

Since  aspirin  was  first  introduced  in  1899, 
thousands  and  thousands  of  pounds  have  been  con- 
sumed yearly.  Xot  like  other  drugs  whose  use  is 
decreased  with  age,  aspirin  has  had  increased  use 
with  age.  In  combination  with  caffeine  and 
phenacetin,  it  has  made  a wonderful  cold  com- 
bination and  a good  all-round  analgesic.  This 
cold  combination  has  now  been  improved  by  the 
addition  of  a decongestant  and  an  antihistaminic. 
This  combination  is  found  in  Emprazil-C  tablets 
which  also  contain  15  mg.  of  codeine  phosphate. 
Werner  ^I.  Lauter,  Ph.U. 

Professor  of  Pharmaceutical  Chemistry 
College  of  Pharmacy,  University  of  Florida 
Gainesville 

This  editorial  was  contributed  by  invitation  in  keeping  with 
The  Journal’s  current  emphasis  on  its  advertisers  and  their  drug 
products. 


Space  Psychiatry  Tidbits 

The  term  “space  psychiatry”  in  this  formula- 
tion is  used  to  encompass  concepts,  principles  and 
applications  of  psychosocial  biology.  It  pertains 
not  only  to  deviations  of  behavior  and  personality 
functioning  from  the  norm,  by  virtue  of  outer 
space  conditions,  but  also  to  the  capitalization  of 
human  constructive  potentialities  integrated  with 
an  ever  expanding  universe. 

Synopsis  of  an  address  to  the  Woman’s  Auxiliary  to  the 
Florida  Medkal  Association,  Fall  Conference,  St.  Petersburg, 
Oct.  15,  1963. 


A realistic  cosmic  consciousness  stems  from 
experiencing  macrocosmic  adaptations.  These  in- 
volve interplanetary  and  interstellar  interrelation- 
ships with  earth-bound  man  seeking  and  embrac- 
ing outer  space  phenomena. 

The  process  of  discovering  man’s  relatively 
new  role  in  scouting  the  challenges  of  various 
facets  of  time-space  continuum  may  hatch  break- 
throughs of  knowledge  making  for  aerospace  navi- 
gation and  conquests.  Such  revelations  could 
evolve  a better  way  of  life  on  new  planes  of  exis- 
tence. There  is  also  the  probability  of  life,  even 
human  life,  on  myriads  of  other  planets. 

This  quest  is  basic  for  man’s  survival  in  this 
competitive  world  of  opposing  ideologies  with 
avowals  of  “burying”  the  opposition.  It  is  also 
essential  for  his  continuing  infinite  growth  and 
development  possibilities. 

Projects  now  being  developed  for  lunar  explo- 
ration, as  well  as  those  for  investigating  Mercury, 
\'enus,  i\Iars,  Jupiter,  Saturn  and  other  planets, 
are  token  indications  of  man’s  concern  for  his 
future  and  the  solution  of  the  challenges  and  op- 
portunities they  present. 

A genetic-dynamic  determined  new  perspec- 
tive, with  a vision  of  infinite  and  unpredictable 
ultimate  achievements  for  human  betterment,  must 
keep  us  adequately  motivated  if  we  are  to  enjoy 
the  triumphs  of  growing  success  emerging. 

A better  understanding  of  the  worlds  without 
man  will  further  the  conquest  of  the  world  within 
man.  They  are  mutually  related  and  interdepend- 
ent. A pluralistic  monism  should  be  kept  in  mind. 

A new  look,  a panoptic  aeroflight  view  of  our 
world,  past,  present  and  future,  buttressed  with 
adequate  research,  is  needed  to  fulfil  man’s  opti- 
mum potentials. 

Space  psychiatry,  with  effective  collaboration 
of  other  scientific  disciplines,  is  desirable  to  give 
deeper  meaning,  higher  purposes,  values,  and 
satisfaction  in  our  search  for  new  horizons  for 
the  abiding  benefit  of  all  mankind. 

Frederick  L.  Patry,  M.D. 

Bradenton 
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Major  Medical  Health  Insurance 


INIajor  medical  health  insurance  is  the  latest 
advance  in  health  insurance  offered  to  our  citizens 
by  commercial  insurance  companies.  At  present 
over  38  million  Americans  have  some  form  of 
major  medical  health  insurance.  This  type  of 
policy  provides  financial  protection  against 
lengthy  and  expensive  hospital  stays,  extensive 
nursing  and  medication  in  or  out  of  the  hospital, 
complicated  surgery,  or  costly  treatment  by  non- 
surgical  specialists.  In  most  policies  the  only 
limit  on  individual  items  is  that  they  be  “reason- 
able charges  for  necessary  services.” 

These  policies  contain: 

( 1 ) A deductible  provision  to  eliminate  small 
claims  and  the  administrative  expense  associated 
with  them. 

(2)  co-insurance  clause  which  gives  the  patient 
a direct  financial  interest  in  each  dollar  of  medi- 
cal or  hospital  care  ordered  for  him.  As  a general 
rule,  the  insurance  company’s  share  above  the  de- 
ductible portion  is  limited  to  75  to  80  per  cent  of 
the  expenses,  with  the  patient  paying  the  remain- 
ing 20  to  25  per  cent. 

There  are  two  fairly  common  interpretations 
of  “usual  and  customary”  as  determined  by  insur- 
ance companies; 

( 1 ) The  usual  and  customary  fee  in  the  com- 
munity of  a physician  of  comparable  training,  skill 
and  caliber. 

(2)  The  usual  and  customary  fee  in  the  com- 
munity of  a physician  of  comparable  training,  skill 
and  caliber  for  a patient  of  comparable  financial 
resources,  exclusive  of  insurance.  This  interpreta- 
tion is  adhered  to  by  most  insurance  companies. 

As  to  the  matter  of  “conijrarable  financial  re- 
sources,” it  is  important  for  a reviewing  commit- 
tee to  determine  whether  the  coverage  is  by  an 
individual  or  a group  major  medical  contract.  If 
it  is  an  individual  contract,  the  usual  and  cus- 
tomary fee  will  be  higher  for  individuals  with  a 
higher  income.  If  it  is  a group  policy  and  the 
high-salaried  executives  pay  the  same  premium  as 
the  other  employees,  then  the  usual  and  customary 
fee  will  be  the  same  for  both  groups.  If,  however, 
the  high-salaried  executives  carry  a higher  deduct- 
ible or  a lower  co-insurance  rate,  then  the  usual 
and  customary  fee  will  be  higher  for  these  execu- 
tives than  the  other  employees  in  the  group. 


Mr.  Albert  V.  Whitehall,  Vice-Chairman  of  the 
Health  Insurance  Council  of  America,  recently 
stated  that  the  core  of  the  problem  in  relation  to 
major  medical  health  insurance  is  that  some  doc- 
tors refuse  to  understand  the  concept  of  “covered 
charges”  and  “reasonable  and  customary  fees.” 
This  places  the  companies  in  a position  of  having 
to  explain  to  their  policyholders  why  they  do  not 
always  allow  the  doctors’  full  fee  as  a “covered 
charge.” 

^lajor  medical  health  insurance,  considered 
desirable  for  the  medical  profession  since  it  elim- 
inated the  fixed-fee  schedule,  has  created  addi- 
tional problems: 

( 1 ) The  medical  profession  did  not  anticipate  the 
frequency  with  which  doctors’  charges  would  de- 
viate from  the  statistical  average  or  customar\- 
norm  reflected  in  the  relative  value  fee  sched- 
ule. Traditionally  many  doctors  have  had  a range 
of  fees  for  the  same  procedure  with  the  over-all 
spread  between  the  high  and  low  fee  sometimes 
being  over  100  per  cent. 

(2)  The  medical  profession  did  not  recognize  that 
the  public  would  become  increasingly  aware  of 
what  the  customary  or  “going  rate”  was.  More 
and  more  patients  and  companies  would  begin  to 
question  the  fee  in  each  instance  where  it  was 
above  the  “customary  level.”  After  working  on 
this  problem  for  four  years  in  Broward  County, 
we  believe  that  the  public’s  principal  objection  to 
the  present  method  of  determining  doctors’  fees 
for  services  is  the  mystery  and  uncertainty  of 
charges.  The  development  of  relative  value  fee 
schedules  has  begun  to  clarify  and  to  some  extent 
stabilize  physicians’  fees  in  v'arious  parts  of  the 
United  States.  In  these  areas  the  public  has  be- 
come informed  and  some  guidelines  have  been 
made  available  to  it,  so  that  it  might  pass  an  in- 
formed judgment  of  medical  costs.  These  areas 
have  displayed  a strong  support  for  the  present 
method  of  the  jirivate  practice  of  medicine. 

Because  of  an  increasing  interest  by  organized 
medicine  in  various  parts  of  the  United  States  to 
take  .some  of  this  mystery  out  of  our  charges; 

( 1 ) The  Alameda-Contra  Costa  Medical  Asso- 
ciation in  California  will  back  up  the  patient  if 
there  has  not  been  a jirior  agreement  to  exceed 
the  set  fee  (relative  value  schedule) . The  society’s 
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Fee  Complaint  Committee  does  not  arbitrarily 
apply  the  relative  value  charge,  but  uses  this 
guide  in  deciding  what  a reasonable  charge  should 
be.  If  the  offending  doctor  refuses  to  reduce  his 
fee,  the  society  will  give  the  patient  a letter  stat- 
ing what  the  usual  charges  for  the  particular  medi- 
cal procedure  are  in  the  county.  This  letter  would 
make  it  extremely  difficult  for  the  physician  to 
collect  the  extra  charge  through  legal  action  if  the 
patient  refuses  to  pay. 

(2)  The  Association  of  Minnesota  Internists  has 
stated  that  “while  the  doctor  would  be  able  to 
charge  more  or  less  than  the  medical  society’s 
schedule,  the  maximum  liability  of  insurors  ought 
to  be  geared  to  the  amount  determined  from  the 
medical  association’s  schedule  with  a fixed  con- 
version factor.  .Any  excess  charges  would  not  be 
insured  and  would  have  to  be  worked  out  be- 
tween the  doctor  and  the  patient.” 

(3)  The  Massachusetts  Medical  Society’s  Com- 
mittee on  Aledical  Charges  to  Pooled  Funds  has 
stated:  “If  it  appears  that  the  person  or  institute 
and  the  patient  have  agreed  in  advance  upon  the 
amount  of  fee,  such  an  agreement  can  fix  contrac- 
tual rights  and  liabilities  as  between  these  con- 
tracting parties,  but  it  cannot  govern  the  rights 
or  obligations  of  the  insuror.  .An  insuror  could 
not  lawfully  contract  so  that  the  amount  of  its 
liability  wmuld  be  fixed  by  whatever  amount  a 
person  or  organization  rendering  the  services  to 
an  insured  might  decide  to  charge.” 

In  summary,  it  is  our  opinion  that  the  medi- 
cal profession  would  be  well  advised  to  begin  tak- 
ing the  public  into  its  confidence  in  establishing 
fairly  exact  standards  of  professional  charges  and 
fees.  This  approach  will  strengthen  and  maintain 
public  confidence  in  our  profession.  We  must  not 
look  to  the  insurance  profession  to  establish  these 
standards;  this  is  our  job  and  a part  of  the  col- 
lective doctor-patient  relationship.  Alajor  medical 
health  insurance  is  the  best  insurance  yet  offered 
to  the  medical  profession  and  the  public,  and  we 
make  the  following  recommendations  to  help  guide 
our  Florida  physicians; 

( 1 ) Include  the  type  of  insurance  coverage  in  fee 
discussions  with  your  patients.  Alost  patients  will 
appreciate  this  frank  discussion  as  it  often  helps 
to  alleviate  the  financial  worries  associated  with 
illness. 

(2)  Learn  all  you  can  about  voluntary  health 
insurance  and  its  effects  on  medical  economics. 


(3)  Cooperate  with  your  local  Voluntary  Health 
Insurance  Review  Committee  and  bring  to  it  your 
problem  insurance  cases. 

(4)  Understand  that  a verbal  contract  with  your 
patient  does  not  necessarily  obligate  a third  party 
(insurance  company)  to  honor  this  contract.  It 
will  pay  the  usual  and  customary  fee  for  the 
type  of  contract,  specialty  involved,  and  your  pa- 
tient’s financial  resources.  In  unusual  and  com- 
plicated cases,  attach  a narrative  report  support- 
ing your  higher  than  usual  fee. 

( 5 ) Fill  out  insurance  forms  as  rapidly  as  pos- 
sible, preferably  within  two  weeks.  Do  not  refuse 
to  fill  out  a form  because  the  patient  still  has  an 
outstanding  bill. 

(6)  Use  your  Florida  Relative  Value  Studies  for 
guidance  in  deciding  on  a “usual  and  customary” 
fee.  Specialty  groups  may  agree  regionally  upon 
an  acceptable  conversion  factor  for  use  in  associa- 
tion with  the  Florida  Relative  Value  Studies  to 
help  standardize  these  fees. 

(7)  Ask  your  local  hospital  chief-of-staff  to  ap- 
point a Utilization  Committee  in  your  hospital  to 
help  reduce  the  spiraling  cost  of  medical  care. 
A^our  local  county  medical  society  will  assist  you 
in  this  important  activity  if  asked  to  do  so. 

David  J.  Lehman  Jr.,  M.D. 
Fort  Lauderdale 
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SPEAKERS  FOR  NINETIETH  ANNUAL  MEETING  MAY  7-10,  HOLLYWOOD 


Dr.  William  M.  Hutchinson,  Jacksonville,  "Urological  Aspects  of  Pyelone- 
phritis;” Dr.  Richard  T.  Smith,  Gainesville,  "Pyelonephritis  as  a Developmental 
Problem;”  Dr.  Warren  R.  Guild,  Boston,  "Practical  Points  Regarding  Pyelone- 
phritis.” Dr.  C.  Merrill  Whorton,  Jacksonville,  member  of  the  Panel.  Dr.  Oscar 
W.  Freeman,  Orlando,  Moderator. 


Dr.  Freeman 


Dr.  Thomas  J.  Baker,  Miami,  "Congenital  Cysts  of  the  Newborn;”  Dr.  William  L.  Nyhan,  Miami,  "Develop- 
mental Aspects  of  Osteomyelitis  in  Children;”  Dr.  Ernest  D.  Gardner,  Detroit,  "The  Developmental  Aspects  of 
the  Skeletal  System  with  Reference  to  Skeletal  Abnormalities.”  Dr.  Richard  E.  Litt,  Miami,  member  of  the  Panel. 
Dr.  Howard  A.  Pearson,  Gainesville,  Moderator.  (Dr.  Pearson’s  photograph  not  available.) 
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Dr.  Andersen 


Dr.  Cordes 


Dr.  Pickett 


Dr.  Altman 


Dr.  Donald  H.  Altman,  Miami,  "Radiological  Diagnosis  in  Surgical  Emergen- 
cies of  the  Neonate;”  Dr.  John  H.  Cordes  Jr.,  St.  Petersburg,  "Recognition  of 
Surgical  Emergencies  in  the  Newborn;”  Dr.  Thorkild  W.  Andersen,  Gainesville, 
"Anesthesia  for  the  Newborn;”  Dr.  Lawrence  K.  Pickett,  Syracuse,  N.  Y.,  "Sur- 
gical Aspects  of  Neonatal  Jaundice.”  Dr.  Albert  H.  Wilkinson  Jr.,  Jacksonville, 
Moderator. 


Dr.  Wilkinson 


Dr.  Emmet  E.  Ferguson  Jr.,  Jacksonville,  "Functional  Gastrointestinal  Disorders 
and  the  Surgical  Patient;”  Dr.  Frank  C.  Bone,  Orlando,  "A  Physiologic  Basis  for 
Functional  Gastrointestinal  Disturbance;”  Dr.  Theodore  M.  Wolff,  Miami,  "Psy- 
chiatric Aspects  of  Functional  Gastrointestinal  Disorders.”  Dr.  Williard  E.  Manry 
Jr.,  Lake  Wales,  member  of  the  Panel.  Dr.  Donald  F.  Marion,  Miami,  Moderator. 


Dr.  Marion 
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Dr.  Doff  Mr.  Orsini  Mr.  Cotton  Dr.  Hampton 


Dr.  Simon  D.  Doff,  Jacksonville,  "Medical  Economics — Alternatives  to  Hospital  Care;”  Mr.  Lou  Orsini,  New 
York,  "The  Role  of  the  Voluntary  System  in  Medical  Care  Cost  Conservation;”  Mr.  Horace  Cotton,  Southern 
Pines,  N.  C.,  "Economic  Yardstick  for  Physicians.”  Dr.  H.  Phillip  Hampton,  Tampa,  Moderator. 


Dr.  G.  Dekle  Taylor, 
Jacksonville,  "Man  in  the- 
Aquatic  Environment,” 
(film  presentation);  Dr. 
George  W.  Barnard, 
Gainesville,  "Psychologi- 
cal Adaptation  of  Man  to 
Unusual  and  Stressful  En- 
vironments.” Dr.  Richard 
C.  Dever,  Miami,  Moder- 
ator. 


Wednesday,  May  6 


9:00  a.m.  Set  Up  Exhibits 

2:00  p.m.  Registration  Desk  Opens 

2:00  p.m.  to  4:30  p.m.  Registration  of  Delegates 

Thursday,  May  7 


8:00  a.m.  to  9:30  a.m.  Registration  of  Delegates 
9:30  a.m.  First  Session,  House  of  Delegates 
11:00  a.m.  Annual  Meeting  Blue  Shield 
2:00  p.m.  First  Scientific  Assembly 


Friday,  May  8 


8:00  a.m. 
9:00  a.m. 

9:30  a.m. 
10:00  a.m. 
10:30  a.m. 
11:00  a.m. 
2:00  p.m. 
6:30  p.m. 


Board  of  Past  Presidents  Breakfast 

Scientific  Film  Program 

Reference  Committee  No.  4 

Reference  Committee  No.  3 

Reference  Committee  No.  2 

Reference  Committee  No.  1 

General  Session  (President’s  Guest  Speaker) 

Second  Scientific  Assembly 

President’s  Reception 


Saturday,  May  9 


All  Day  Meetings  of  Specialty  Societies 

Sunday,  May  10 


8:00  a.m.  to  9:30  a.m.  Registration  of  Delegates 
9:30  a.m.  Second  Session,  House  of  Delegates 
12:00  Adjournment 

1:00  p.m.  Post-Convention  Board  of  Governors  Meeting, 
Luncheon 

Florida  Medical  Foundation 


Hotel  Convention  Hall 
Foyer,  Hotel  Convention  Hall 
Corridor  Hotel  Convention  Hall 


Corridor  Hotel  Convention  Hall 
Hotel  Convention  Hall 
Hotel  Convention  Hall 
Hotel  Convention  Hall 


Sky  Room  (Lower) 

Hotel  Convention  Hall 
Card  Room 
Tack  Room 

Embassy  Room  (West) 
Embassy  Room  (East) 
Hotel  Convention  Hall 
Hotel  Convention  Hall 
Poolside  (Alt.  Rear  Lobby) 


Corridor  Hotel  Convention  Hall 
Hotel  Convention  Hall 


Embassy  Room 
Embassy  Room 
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SCHEDULE  OF  ACTIVITIES 
FLORIDA  MEDICAL  ASSOCIATION  ANNUAL  MEETING 
Hotel  Diplomat,  Hollywood-by-the-Sea,  May  7-10,  1964 

Wednesday,  May  6 


9:00  a.m.  Set  up  Exhibits 

2:00  p.m.  Registration  Desk  Opens 

2:00-4:30  p.m.  Delegates’  Registration 


Thursday,  May  7 


All  Day 
All  Day 
8:00-9:30 
9:30  a.m. 
11:00  a.m. 
1:00  p.m. 
2:00  p.m. 
3:30  p.m. 
4:00  p.m. 
8:00  p.m. 

8:00  p.m. 
8:00  p.m. 


All  Day 
All  Day 
8:00  a.m. 
8:00  a.m. 
9:00  a.m. 
9:00  a.m. 
9:00  a.m. 
9:30  a.m. 
10:00  a.m. 
10:30  a.m. 
11:00  a.m. 
12:00  noon 
12:30  p.m. 
2:00  p.m. 

2:00  p.m. 


3:00  p.m. 
6:30  p.m. 

7:30  p.m. 


All  Day 
All  Day 
7:30  a.m. 

8:00  a.m. 

8:00  a.m. 

8:30  a.m. 

9:00  a.m. 

9:00  a.m. 

9:00  a.m. 

9:00  a.m. 
9:00  a.m. 

9:00  a.m. 

9:00  a.m. 
9:00  a.m. 


Registration  and  Exhibits 
Woman’s  Auxiliary  Hospitality  Room 
a.m.  Delegates’  Registration 
First  House  of  Delegates  Session 
Blue  Shield  Annual  Meeting 

Woman’s  Auxiliary,  Registration  and  Board  Meeting 
Florida  Medical  Association  Scientific  Section  Meeting 
Florida  Medical  Association  Scientific  Section  Meeting 
Woman’s  Auxiliary  Interview  Hour 
Florida  Association  of  General  Surgeons, 

Scientific  Film  Program 
Florida  Society  of  Internal  Medicine,  Council 
Florida  Cancer  Council 


Friday,  May  8 


Registration  and  Exhibits 

Woman’s  Auxiliary  Hospitality  Room 

Board  of  Past  Presidents,  Breakfast 

Woman’s  Auxiliary  Registration 

Scientific  Film  Program 

Woman’s  Auxiliary  House  of  Delegates 

Reference  Committee  No.  4 

Reference  Committee  No.  3 

Reference  Committee  No.  2 

Reference  Committee  No.  1 

General  Session  (President’s  Guest  Speaker) 

Committee  on  Scientific  Work,  Luncheon 
Woman’s  Auxiliary  Annual  Luncheon 
Florida  Medical  Association  Scientific  Section  Meeting 
“Surgical  Diseases  of  the  Newborn” 

Florida  Medical  Association  Scientific  Section  Meeting 
“Functional  Disorders  of  the  Gastro- 
intestinal Tract” 

Woman’s  Auxiliary  Membership  Meeting 
President’s  Reception 

Alumni  and  Fraternity  Groups 

Saturday,  May  9 


Registration  and  Exhibits 
Woman’s  Auxiliary  Hospitality  Room 
Florida  Society  of  Internal  Medicine, 

Council,  Breakfast 

Florida  Pediatric  Society,  Executive 
Committee 

Florida  Urological  Society,  Executive 
Committee 

Florida  Society  of  Anesthesiologists, 

Board  of  Directors 

Florida  Chapter,  American  College  of  Surgeons, 
Business  and  Scientific 
Florida  Orthopedic  Society,  Business  and 
Scientific 

Florida  Society  of  Ophthalmology  and 
Otolaryngology,  Scientific 
Florida  Radiological  Society,  Scientific 
Florida  Health  Officers’  Society,  Business 
and  Scientific 

Florida  Academy  of  General  Practice  and 

Florida  Society  of  Physical  Medicine  and 
Rehabilitation,  Scientific 
Florida  Society  of  Pathologists,  Business 
Florida  Obstetric  and  Gynecologic  Society, 
Business 


Convention  Hall 
Corridor  Convention  Hall 
Corridor  Convention  Hall 


Convention  Hall 
Mezzanine  Room  200A 
Corridor  Convention  Hall 
Convention  Hall 
Convention  Hall 
Mezzanine  Theatre 
Convention  Hall 
Convention  Hall 
Mrs.  Wilcox’  Suite 

Mezzanine  Theatre 
Sky  Room  Lower 
Mezzanine  Room  200B 


Convention  Hall 
Mezzanine  Room  200A 
Sky  Room  Lower 
Mezzanine  Theatre 
Convention  Hall 
Mezzanine  Theatre 
Card  Room 
Tack  Room 
Embassy  (West) 
Embassy  (East) 
Convention  Hall 
Sky  Room  Lower 
Les  Ambassadeurs 

Convention  Hall 

Mezzanine  Theatre 

Mrs.  Wilcox’s  Suite 
Poolside 

(Alt.  Rear  Lobby) 


Convention  Hall 
Mezzanine  Room  200A 

Mezzanine  Room  200D 

Card  Room 

Seminar  Room  3 
Card  Room 

Diplomat  West 

Convention  Hall 

Cafe  Cristal 

Embassy  Room 
Mezzanine  Theatre 

Mezzanine  Room  200B 


Rumpus  Room  East 
Seminar  Room  2 
Card  Room, 
Diplomat  Inn 
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9:00 

a.m. 

9:00 

a.m. 

9:30 

a.m. 

9:30 

a.m. 

10:00 

a.m. 

10:00 

a.m. 

10:00 

a.m. 

10:15 

a.m. 

10:30 

a.m. 

11:00 
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Woman’s  Auxiliary  Board  Meeting 

Florida  Society  of  Internal  Medicine,  Business 
Florida  Urological  Society,  Business 
Florida  Society  of  Dermatology 
Florida  Pediatric  Society,  Scientific 
Florida  Obstetric  and  Gynecologic  Society, 

Scientific 

Florida  Allergy  Society,  Business 
Florida  Society  of  Anesthesiologists,  Business 
Florida  Urological  Society,  Scientific 
Florida  Association  of  General  Surgeons, 

Business  and  Scientific 
Florida  Society  of  Ophthalmology  and 
Otolaryngology,  Buffet  Luncheon 
Florida  Society  of  Dermatology,  Luncheon 
Florida  Society  of  Internal  Medicine, 

Dutch  Treat  Luncheon 
Florida  Society  of  Physicial  Medicine  and 
Rehabilitation.  Luncheon 
Florida  State  Surgical  Division,  International 
College  of  Surgeons,  Luncheon 
Florida  Chapter,  American  College  of  Chest 
Physicians,  Luncheon  and  Business 
Florida  Society  of  Ophthalmology  and 
Otolaryngology,  Business 
Florida  Society  of  Pathologists.  Scientific 
Florida  State  Surgical  Division.  International 
College  of  Surgeons,  Business 
Florida  Society  of  Plastic  and  Reconstructive 
Surgery,  Business  and  Scientific 
Florida  State  Surgical  Division,  International 
College  of  Surgeons,  Scientific 
Florida  Crippled  Children’s  Commission 
Florida  Medical  Association  Scientific  Section 
Meeting 

Florida  Pediatric  Society,  Scientific 
Florida  Neurosurgical  Society,  Business 
and  Scientific 

Florida  Society  of  Dermatology,  Business 
Florida  Society  of  Physical  Medicine  and 
Rehabilitation,  Business  and  Scientific 
Florida  Chapter,  American  College  of  Chest 
Physicians,  Scientific 
Florida  Allergy  Society,  Scientific 

Florida  Radiological  Society,  Business 
Florida  Medical  Association  Scientific  Section  Meeting 
Florida  Pediatric  Society,  Business 
Florida  Academy  of  General  Practice,  Business 
Awarding  of  Prizes  for  Exhibit  Visitation 
Florida  Neurosurgical  Society,  Social  Hour 
Florida  Society  of  Ophthalmology  and 
Otolaryngology,  Social  Hour 
Florida  Orthopedic  Society,  Social  Hour 
Florida  Society  of  Dermatology,  Social  Hour 
Florida  Radiological  Society,  Social  Hour 
Florida  Urological  Society,  Social  Hour 

Florida  Chapter,  American  College  of 
Surgeons,  Social  Hour 
Florida  Pediatric  Society,  Social  Hour 
Florida  Society  of  Dermatology,  Dinner 

Sunday,  May  10 


Registration  and  Exhibits 
a.m.  Delegates’  Registration 
Second  House  of  Delegates  Session 
Dismantling  of  Exhibits 
Post-Convention  Board  of  Governors 
Meeting,  Luncheon 
Florida  Medical  Foundation 
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Card  Room, 
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Sky  Room  Lower 
Card  Room,  Diplomat  West 
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Suite  of  President, 

Truett  H.  Frazier,  M.D. 
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Card  Room 
Embassy  Room 
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Corrider  Convention  Hall 
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Embassy  Room 
Emoassy  Room 
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in  virtually  all  diarrheas... prompt  symptomatic  control 


LOMOTIL 


TABLETS/ LIQUID— Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  . . . 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


••••••••••••• 


Functional  diarrhea 


Drug-induced  diarrhea  Postsurgical  diarrhea 


Lomotil  tomrols  the  Ijasic  physiologic  dysfunction  in  diarrhea— exces- 
sive propulsive  motility.  Pharmacologic  evidence  indicates  that  it  does 
so  by  directly  inhibiting  jiiopulsive  movements  of  the  intestines.  Tliis 
direct,  well-locali/ed  acti\  ity  controls  diarrheas  of  widely  \aried  origin 
anti  does  so  prom|)tIy,  coineniently  and  economically. 

'The  relatively  lew  conditions  in  which  Lomotil  has  giten  less  than 
satisfactory  control  have  been,  for  the  most  part,  those  such  as  severe 
ulcerative  colitis  in  ■which  too  little  anatomic  or  functional  capacity 
of  the  intestines  remains  for  the  motility-lowering  action  of  Lomotil 
to  have  effect. 

It  should  be  noted,  howe\er,  that  Lomotil  has  proved  highly  useful 
in  mild  to  moderate  ulcerative  colitis  and  in  seceral  other  refractory 
lorms  of  diarrhea. 


The  recommended  initial  adult  dosage  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily.  Children’s  daily  dosage  (in  divided  doses) 
caries  from  3 mg.  for  a child  of  3 to  6 months  to  10  mg.  for  one  8 to 
12  years  of  age.  Lomotil  is  an  exemjit  narcotic;  its  abuse  liability  is 
low  and  comparable  to  that  of  codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  arc  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness  and  insomnia.  Lomotil  should  be  used  with 
caution  in  patients  evith  impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  evith  atropine  sulfate;  the  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate  overdosage. 
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The  one  tranquilizer  that 


BELONGS 
IN  EVERY 
PRACTICE 


it’s  versatile:  The  years  have  proved  that  ‘Miltown’  (meprobamate]  is  the  one  tran- 
quilizer that  is  helpful  in  almost  every  aspect  of  daily  practice.  Virtually 
any  of  your  patients,  regardless  of  age,  can  be  given  the  drug  with 
confidence,  either  as  a primary  treatment  or  as  an  adjunct  to  other  therapy. 
Outstanding  record  of  safety:  Ten  years  of  clinical  use  among  millions  of 
patients  throughout  the  world— plus  more  than  1500  published  reports 
covering  the  use  of  the  drug  in  almost  every  field  of  medicine  — support 
your  prescriptions  for  ‘Miltown’  (meprobamate).  This  is  why  it  "belongs 
in  every  practice.” 

dependable:  ‘Miltown’  (meprobamate)  is  an  established  drug.  There  are  no  surprises 
in  store  for  you  or  your  patient.  You  can  depend  on  it  to  help  your 
patients  through  periods  of  emotional  distress  — and  to  help  maintain 
their  emotional  stability. 

easy  to  use:  Because  ‘Miltown’  (meprobamate)  is  compatible  with  almost  any  other 
kind  of  drug  therapy,  you’ll  find  it  fits  in  easily  with  any  program  of  treat- 
ment you  are  now  using.  It  will  not,  therefore,  complicate  treatment  of 
patients  seen  in  clinical  practice. 


Side  effects:  Slight  drowsiness  may  occur  and,  rarely,  allergic  or  idiosyncratic  reactions,  gen- 
erally developing  after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate 
subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause  drowsiness  or  visual  disturbances, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requir- 
ing alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small  quantities  to 
patients  with  suicidal  tendencies.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse.  Consider  possibility  of  dependence,  partic- 
ularly in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  prolonged 
use  at  high  dosage.  Complete  product  information  available  in  the  product  package,  and  to 
physicians  upon  request. 

Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 
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The  heart-disease  patient 


The  surgical  patient 


The  insomniac 


The  tense,  nervous  patient 


s girl  with  dermatosis 


Tension  headache 


The  woman  in  menopause 


Anxious  depression 


remenstrual  tension 


The  agitated  senile  patient 


The  alcoholic 


The  problem  child 


the  original  brand  of 
meprobamate 


The  G.I.  patient 


WALLACE  LABORATORIES 
Cranbury,  N.J. 


Clinical 


Symposium  on  Hypertension 

On  Saturday,  January  19,  1963,  a symposium 
on  hypertension  was  held  at  iNlound  Park  Hospi- 
tal in  St.  Petersburg  by  the  Mound  Park  Hospital 
Foundation.  The  panelists  were  Dr.  Arthur  C. 
Corcoran  of  Cleveland,  Dr.  Albert  A.  Brust  of 
Dayton,  Ohio,  and  Dr.  Robert  L.  McMillan  of 
BowTiian  Gray  School  of  Medicine  in  Winston- 
Salem,  N.  C.  Dr.  Corcoran  described  the  etiology 
and  pathogenesis  of  hypertension.  He  used  both 
a descriptive  classification  and  an  etiological 
classification  and  discussed  genetics,  renal,  endo- 
crine and  neurogenic  aspects  of  the  problem.  He 
pointed  out  that  in  persons  with  a diastolic  blood 
pressure  of  95  mm.  Hg  or  above,  the  death  rate 
is  twice  as  great  under  the  age  of  60  as  in  the 
general  population. 


Dr.  Brust  discussed  the  diagnostic  techniques 
in  hypertension  and  pointed  out  that  because  of 
the  advances  in  the  treatment  of  this  disease  dur- 
ing the  last  10  years,  the  importance  of  proper 
diagnosis  has  become  greater  and  the  problems 
of  the  etiology  more  complex.  He  stated  the  pur- 
l)ose  of  diagnostic  techniques  in  hypertension  is 
to  classify  the  etiology,  especially  of  reversible 
forms,  and  to  evaluate  the  severity  and  rapidity 
of  progression  of  the  disease  and  to  find  out  target 
organ  damage  in  order  to  set  goals  of  therapy.  He 
stressed  the  importance  of  the  possibility  of  renal 
origin  in  the  hj'pertensive  patient  of  less  than  30 
\ears  or  over  50  years  of  age.  He  also  pointed 
out  that  patients  might  still  have  remedial  kidney 
disease  (surgical  kidney  disease)  even  though  they 
have  normal  pyelograms.  He  also  discussed  the 


capsules 


than  any  other 
vitamin  A product 
when  indicated  in 

ACNE 
dry  skin 

keratosis  follicularis 
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pityriasis  rubra  pilaris 
night  blindness 

metaplasia  of  mucous  membranes 


four  target  areas  of  hypertension,  namely,  the 
kidneys,  brain,  heart  and  ocular  fundi. 

Dr.  McMillan  discussed  the  treatment  of  hy- 
pertension and  expressed  the  opinion  that  anyone 
with  a blood  pressure  of  160/100  mm.  Hg  should 
be  treated.  He  stated  that  at  the  Bowman  Gray 
School  of  Medicine  a sympathectom\"  had  not  been 
performed  in  the  last  10  years.  He  pointed  out 
that  a California  group  cured  hypertension  in  a 
patient  with  arteriosclerosis  obliterans  by  ampu- 
tating the  effected  limb.  Placebos,  he  said,  fre- 
quently lower  blood  pressure  in  patients  with  so- 
called  neurogenic  hypertension,  which  he  thought 
was  different  from  essential  hypertension.  He  dis- 
cussed in  detail  the  study  he  had  made  with  me- 
butamate  alone  and  in  conjunction  with  reserpine. 
In  the  group  treated  with  both  drugs,  the  patient’s 
average  blood  pressure  dropped  from  260  150 
to  168/90  mm.  Hg,  and  the  study  had  lasted  for 
approximately  20  months.  One  of  the  important 
points  brought  out  in  the  discussion  was  that  pa- 
tients receiving  reserpine  tolerate  anesthesia  very 
poorly,  frequently  go  into  shock,  and  have  rhythm 
disturbances  including  ventricular  tachycardia. 


Elective  surgery  should  not  be  performed  on  these 
patients  until  the  drug  has  been  discontinued  for 
10  days.  If  a patient  receiving  reserpine  is  sub- 
jected to  surgery  and  shock  ensues,  the  treatment 
of  choice  is  to  administer  10  mg.  of  ephedrine 
intravenously,  and  if  the  blood  pressure  does  not 
rise  in  15  minutes,  an  additional  5 mg.  of  ephed- 
rine should  be  given  intravenously.  It  was  men- 
tioned that  intramuscular  Aramine  is  of  value. 

Dr.  iMcMillan  pointed  out  the  difficulties  in 
sometimes  getting  an  adequate  history  on  the  pa- 
tients being  anesthetized  for  elective  surgery,  since 
over  40  preparations  on  the  market  contain 
reserpine. 

In  considering  all  aspects,  it  was  an  e.xcellent 
discussion;  however,  it  would  have  been  better  if 
discussion  of  treatment  had  included  all  hypoten- 
sive agents  rather  than  just  the  two  hypotensive 
agents  mentioned.  Two  specific  cases  illustrating 
problems  in  the  treatment  of  hypertension  were 
presented  and  discussed  at  some  length. 

Charles  K.  Donegan,  ^I.D. 
St.  Petersburg 


physically  — its  microscopically  fine  aqueous  vitamin  A 

particles  pass  through  the  intestinal  barrier  more  easily 
and  may  reach  affected  local  area  more  readily  through . . . 

faster,  more  complete  absorption 


physiologically  — provides  all  the  known 

physiologically  active  isomers  of  the  natural  vitamin  A 
complex  which  are  believed  to  be  directly  utilizable  in  certain 
enzyme  processes  (in  contrast  to  certain  forms  of  synthetic 
vitamin  A which  require  conversion  in  the  body)  for. . . 

fully  comprehensive  results 


the  original  aqueous, 
natural  vitamin  A capsules 

aquasol.A 

capsules 


two  potencies: 

25.000  U.S.P.  Units 

50.000  U.S.P.  Units 

water-solubilized  natural  vitamin  A 
per  capsule 


gastronomically  — with  allergenic  factors 

removed  and  free  from  “fishy”  taste,  Aquasol  A is... 

well  tolerated  and  burpless 


Boitles  of  109  and  500  capsules. 


Samples  and  literature  upon  request. 

u.s.  vitamin  & 
pharmaceuticai  corp. 

Arlington-Funk  Laboratories,  division 
800  Second  Avenue,  New  York  17,  N.  Y. 


The  Duval  County  Medical 
Society  Postgraduate  Seminar 

The  Duval  County  Medical  Society  Post 
Graduate  Seminar  was  held  in  Jacksonville  on 
September  21  and  22,  1963.  There  were  eight 
papers  presented  and  two  panel  discussions.  The 
luncheon  and  the  poolside  cocktail  party  were  en- 
joyed thoroughly  by  all  attending.  The  outstand- 
ing faculty  drew  doctors  from  areas  throughout 
north  Florida  and  southern  Georgia.  Some  of  the 
medical  highlights  follow: 

Dr.  Frank  R.  Lock,  Professor  of  Obstetrics 
and  Gynecology,  Bowman  Gray  School  of  Medi- 
cine discussing  Endometriosis,  said,  “this  condi- 
tion is  the  result  of  abnormal  growth  stimuli  and 
not  direct  implantation.”  This  places  endometrio- 
sis close  to  malignant  disease  in  its  etiology  al- 
though there  are  only  12  cases  in  the  literature 
where  it  appears  that  endometriosis  is  directly 
related  to  cancer.  Dr.  Lock  stated  that  there  is  a 
40%  expectancy  for  child  bearing  after  conserva- 
tive surgery  for  endometriosis  and  that  there  defi- 
nitely is  a place  for  progestational  agents  in  the 
treatment.  When  hysterectomy  is  required  in  a 
young  person  conservative  resection  of  the  ovaries 
should  be  considered  as  hormone  substitution 
therapy  leaves  much  to  be  desired. 

Dr.  Howard  Fabing,  Chief  of  Neurology  and 
Psychiatry  at  Christ  Hospital,  Cincinnati,  Ohio, 
addressed  the  Post-Graduate  Seminar  on  the  topic 
of  The  Hallucinagenic  Drugs.  Dr.  Fabing  traced 
the  history  of  these  drugs  both  in  modern  medi- 
cine, folk  lore  and  primative  rituals  and  related 
the  findings  of  current  investigation  to  the  pos- 
sible etiology  of  schizophrenia.  Dr.  Fabing  de- 
scribed how  he  had  experimentally  administered 
LSD  to  the  author,  Aldous  Huxley,  who  subse- 
quently wrote  “The  Doors  of  Perception”  and 
“Heaven  and  Hell,”  which  were  based  on  his  ex- 
periences while  under  the  influence  of  these 
agents.  In  these  works  Mr.  Huxley  laid  particular 
emphasis  on  the  intensification  of  color  which  he 
described  as  Kaleidoscopic.  Dr.  Fabing  concluded 
by  raising  the  question.  Is  schizophrenia  a disease 
of  metabolic  origin  which  may  arise  due  to  per- 
version of  action  of  naturally  occurring  substances 
or  their  breakdown  products? 

James  R.  Jude,  M.D.  of  Johns-Hopkins  who 
is  internationally  known  for  his  work  on  external 


cardiac  massage  spoke  on  resuscitation.  All  phy- 
sicians should  be  prepared  to  administer  to  a per- 
son with  cardiopulmonary  arrest.  Success  in  the 
treatment  of  resuscitation  depends  on  immediate 
and  proper  diagnosis.  The  head  should  be  low- 
ered immediately,  neck  extended  and  mouth  to 
mouth  or  mouth  to  nose  aeration  of  the  lungs 
should  be  undertaken.  Effective  ventilation  is  indi- 
cated by  movement  of  the  chest.  External  cardiac 
massage,  by  depressing  the  lower  third  of  the 
sternum,  can  then  be  applied.  One  should  shout 
for  help  but  should  not  leave  the  patient.  When 
available,  drugs  are  important,  especially  adrena- 
lin. There  is  no  doubt  that  adequate  circulation 
can  be  maintained  for  long  periods  and  this  meth- 
od should  be  continued  while  the  patient  is  trans- 
ported to  a hospital.  When  evidence  of  damage 
to  the  central  nervous  system  is  present  or  cardiac 
death  is  evident,  resuscitation  should  be  discon- 
tinued. 

William  Dameshek,  M.D.,  Director,  Blood  Re- 
search Laboratory,  New  England  Center  Hospital, 
discussing  “Systemic  Lupus”  emphasized  the  fact 
that  this  is  a disease  of  auto-immunologic  dis- 
turbances; that  there  is  a gradual  piling  up  of 
immunologic  abnormalities  manifested  in  a posi- 
tive serology,  arthritic  changes,  idiopathic  throm- 
bocytopenic purpura,  skin  changes,  renal  involve- 
ment, and  the  L.  E.  cell  phenomenom.  Mention 
was  made  of  the  use  of  cytotoxic  drugs  in  sys- 
temic lupus  based  on  the  assumption  that  inter- 
ference with  immunologic  mechanisms  brought 
about  by  such  drugs  (eg.  6-mercaptopurine), 
should  be  beneficial. 

Dr.  Rocco  A.  Calandruccio,  attending  ortho- 
pedic surgeon  from  the  Campbell  Orthopedic  Clin- 
ic in  Memphis,  Tennessee,  and  chief  orthopedic 
surgeon  at  La  Bonnehour  Children’s  Hospital 
conducted  orthopedic  grand  rounds  for  the  JHEP 
orthopedic  residents  at  Duval  Medical  Center  on 
Saturday  morning,  September  21,  1963.  He  de- 
scribed his  original  research  (which  is  in  progress) 
on  circulation  of  the  femoral  head  in  fractures  of 
the  neck  of  the  femur. 

In  his  presentation  to  the  Seminar  group  on 
Sunday  morning,  he  described  the  important  phy- 
sical diagnostic  aspects  of  many  frequently  en- 
countered orthopedic  conditions  which  are  ordi- 
narily not  covered  in  medical  school  training  and 
the  standard  physical  diagnosis  text  books.  He  il- 
lustrated his  presentation  with  a beautiful  series 
of  original  slides  and  photographs. 
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Lieutenant  Colonel  Eddy  D.  Palmer,  Chief  of 
the  Medical  Service,  Brooke  Army  Hospital,  dis- 
cussed, authoritatively,  the  vigorous  diagnostic 
approaches  to  upper  gastrointestinal  hemorrhage, 
pointing  out  that  this  approach  (emergency  sup- 
portive care  while  ice  water  lavage  of  the  stomach 
is  being  done,  is  followed  in  rapid  succession  by 
endoscopic  examination  and  x-ray  studies).  This 
does  not  appreciably  enhance  the  hemorrhage  al- 
ready under  way,  and  results  in  a higher  diag- 
nostic accuracy  than  is  otherwise  possible.  Mor- 
tality rates  have  not  been  affected. 

Taking  part  in  the  panel  discussion  on  vita- 
mins, Dr.  Palmer  presented  Vitamin  K intoxica- 
tion as  a cause  for  jaundice  in  infants,  and  the 
use  of  vitamins  in  the  treatment  of  problems  in 
malabsorption. 

We  would  like  to  thank  the  following  doctors 
for  their  help  in  compiling  the  above — Drs.  Ed 
Sullivan,  Ted  Batchelder,  Sam  Root,  Charles 
Mead  and  Roy  Hancock. 

James  P.  McNeil  Jr.,  M.D. 

Jacksonville 

Reprinted  from  Duval  County  Medical  Society  Bulletin 
November  1963. 


Otliers  Are  Saying 

Freedom — An  American  Heritage 

Among  the  freedoms,  the  freedom  of  choice  is 
the  one  most  dear  to  the  American  Medical  Doc- 
tor. Against  all  threats,  real  or  potential,  the 
physician  and  his  professional  organization  rally 
in  defense.  Because  of  this  vigilence  and  the  aid 
of  other  Americans,  the  right  of  freedom  of  choice 
has  been  successfully  defended  over  and  over. 

One  must  answer  the  following  questions.  Is 
this  freedom  being  shackled  in  Pinellas  County? 
Is  freedom  of  choice  being  denied  Americans  in 
Pinellas  County  where  we  justifiably  take  pride 
in  our  conservatism  and  prosperity?  Are  there 
those  among  us  who  vocally  support  this  freedom 
yet  resent  a little  soul  searching? 

Objections  have  been  raised  concerning  medi- 
cal care  rendered  by  contract  physicians  in  some 
of  our  non-profit  church  affiliated  retirement 
homes.  Yet  on  occasion  the  charges  made  for 


visits  to  these  homes  by  the  physician  of  choice 
has  been  so  high  that  the  patient  could  not  af- 
ford his  services.  Therefore  the  freedom  of  choice 
was  lost  for  economic  reasons. 

Our  system  of  caring  for  service  patients  in 
our  hospitals  and  the  inability  of  some  patients 
to  call  on  the  private  practitioner  because  of  eco- 
nomics, gives  us  another  group  of  Americans  who 
have  lost  their  freedom  of  choice.  The  Pinellas 
County  Negro  and  even  the  Negro  physicians 
often  do  not  enjoy  this  freedom.  In  the  area  called 
the  “true  south,”  physicians  have  long  cared  for 
all  regardless  of  race  or  ability  to  pay.  Perhaps 
the  waiting  facilities  were  separate  but  the  re- 
mainder was  equal.  In  Pinellas  County  the  Negro 
patient  must  use  a Negro  doctor  or  one  of  the 
small  percentage  of  physicians  who  are  willing  to 
render  them  care.  Ofttime  the  Negro  physician 
is  refused  his  right  of  freedom  of  choice  in  con- 
sultants and  required  to  utilize  the  physician  as- 
signed to  the  service  patients  as  a consultant  for 
his  private  patients. 

If  we  in  American  Medicine  wish  to  remain 
free  we  must  carry  the  standard  of  freedom  for 
all.  We  are  not  free  to  refuse  service  without  ade- 
quate justification  from  those  seeking  our  indi- 
vidual aid.  Can  we  expect  to  remain  free  if  a sin- 
gle American  can  point  his  finger  at  us  saying, 
“You  have  denied  me  my  freedom  of  choice.” 

ELC 

Reprinted  from  Pinellas  County  Medical  Society  Picomeso 
Mail  Bag,  January  1964 


Meetings 

April 

“Pediatrics — The  Sick  Child  in  General  Practice,”  .\pril 
9-11,  Auditorium  of  Mound  Park  Hospital,  St.  Peters- 
burg. 

May 

Ninetieth  .Annual  Meeting,  Florida  Medical  Association, 
May  7-10,  Diplomat  Hotel,  Hollywood-by-the-Sea. 

June 

■American  Medical  Association,  June  21-25,  San  Francisco, 
California 


ANNUAL  MEETING  GOLF 
TOURNAMENT 

Play  will  be  from  noon  Saturday,  May  9 at 
the  Presidential  Country  Club.  Many  prizes 
including  Duval  County  Medical  Society 
Trophy  and  The  Orlando  Loving  Cup.  Prizes 
awarded  on  basis  of  gross  score,  net  scores  and 
the  Calloway  system.  Contact  Harry  M.  Per- 
mesly,  M.D.,  750  S.  Federal  Highway,  Holly- 
wood. Phone  922-4686. 


J.  Florida  M. A. /April,  1964 
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CLASSIFIED 

Advertising  rates  for  this  column  are  $5.00  per 
insertion  for  ads  of  25  words  or  less.  Add  20t*  for 
each  additional  word. 


WANTED:  Pediatrician,  ENT,  Internist  and  Der- 

matologist for  new  medical  building  ready  Feb.  15. 
Adjacent  to  hospital  in  beautiful  location  on  Gulf  of 
Mexico.  Fine  practice  opportunity.  Write  69-510,  P.O. 
Box  2411,  Jacksonville,  Fla. 

WANTED:  Pediatrician  for  association  with  two 

obstetricians.  Office  space,  basic  equipment  and  guar- 
anteed income  are  available  for  an  acceptable  man. 
Write  69-551,  P.O.  Box  2411,  Jacksonville,  Fla. 

OFFICE  SP.ACE  FOR  RENT:  Medical  .suite,  ap- 
proximately 600  sq.  ft.  in  separate  consultation,  two 
treatment  and  laboratory  rooms.  Share  secretary  and 
reception  room.  New  professional  building,  excellent 
furnishings.  Suitable  for  specialty  or  general  practice. 
Clarence  H.  Schilt,  M.D.,  2161  McGregor  Bldg.,  Ft. 
Myers,  Fla. 

W.ANTED:  General  Pracliiioner  for  Ciinic-Hos- 
pital.  Salary  open — plus  bonus.  Write  69-535,  P.O 
Box  2411,  Jacksonville.  Fla 

GENERAL  SURGICAL  RESIDENT:  Board  eligi- 
ble July  1964.  Florida  license,  with  broad  training 
background,  multilingual,  seeks  partnership  with  es- 
tablished surgeon,  preferably  in  Dade  County.  Par- 
ticulars, references,  photo  supplied  on  request.  Write 
69-569,  P.O.  Box  2411,  Jacksonville,  Fla. 

PEDI.ATRICI.AN  to  associate  in  small  group,  in- 
cluding another  pediatrician  with  arge  practice.  Pro- 
gressive, guaranteed  salary,  plus  bonus.  Write  69-570, 
P.O.  Box  2411,  Jacksonville,  Fla. 

GENER.AL  PR.^CTITIONER  for  association  with 
group  in  Cape  Kennedy  area.  Thriving  potential, 
guaranteed  sa.ary,  pius  bonus.  Write  69-571,  P.O. 
Box  2411,  Jacksonville,  Fla. 

GENERAL  PRACTITIONER  WANTED:  Join 

actively  growing  General  Practice,  Dade  County,  Flor- 
ida. Salary  $18,000  first  year;  $24,000  second  year; 
partnership  third  year.  No  investment  needed.  Resume 
to  69-561,  P.O.  Box  2411,  Jacksonville,  Fla. 

NEW  SUNRISE  GOLF  VILLAGE  SHOPPING 
CENTER:  Located  in  a rapid  growing,  established 

community  of  2,100  people.  Has  private  professional 
space  available  for  good  doctor.  Profession  center  fin- 
ished to  your  specifications.  80%  residents,  growing 
families.  20%  retired.  Contact  Mr.  W'.  D.  Scham- 
berger,  77  Sunset  Strip,  Fort  Lauderdale,  Fla.  Area 
305  LU  1-5012. 


FOR  RENT:  Complete  office,  seven  rooms,  water- 

front Doctors  Building.  $225.  per  month.  Air-condi- 
tioning, heat,  hot  water,  janitor  service.  Downtown. 
Free  parking  for  patients.  Contact  S.  J.  Wilson,  M.D., 
309  N.E.  River  Drive,  Fort  Lauderdale,  Florida. 

OBSTETRICIAN  - GYNECOLOGIST  WANTED: 
To  associate  with  two  man  group.  Large  established 
practice  in  Miami;  Board  eligible  or  certified;  prefer 
under  age  35.  Write  P.O.  Box  384,  Miami  Shores,  Fla. 

PRACTICE  FOR  SALE:  Profitable,  well  estab- 
lished urban  family  practice  in  south  Gulf  coast  area. 
Outstanding  opportunity  to  take  over.  Office  building, 
fully  equipped.  Will  finance.  Leaving  for  residency 
July  1.  Write  69-566,  P.O.  Box  2411,  Jacksonville,  Fla. 

SURGEON,  former  .Associate  Professor  at  leading 
Postgraduate  Medical  School,  desires  to  purchase  go- 
ing practice:  partnership  or  group.  East  or  Central 
Florida.  Write  69-582,  P.O.  Box  2411,  Jacksonville, 
Fla. 


GENERAL  PRACTITIONER  WANTED  for  coun- 
ty supported  medical  clinic.  Major  duties  involve  gen- 
eral diagnostic  screening  and  treatment.  40  hour  week; 
two  weeks  vacation;  two  weeks  sick  leave;  social  se- 
curity, and  group  insurance  benefits.  Please  send 
resume  and  any  request  for  more  information  to: 
Occupant,  P.O.  Box  772,  Main  Post  Office,  Orlando, 
Fla. 


IMMEDI.ATE  OPENING  for  Florida  licensed 
.Anesthesiologist.  Working  with  well  established  group. 
Contact  Dade  County  Medical  Association,  2 Coral 
Way,  Miami.  FR  1-2601. 

PEDI.ATRICIAN  W.ANTED:  To  take  over  active 
growing  practice  in  East  Coast  town.  Leaving  for 
association  in  mctropoli.an  area.  Unusual  'opportunity. 
Write  69-573,  P.O.  Box,  Jacksonville,  Fla. 

GENER.AL  SURGEON:  Board  certified,  former 
Fellow  in  Surgery  at  The  Lahey  Clinic.  White,  male, 
aged  47,  seeking  location  in  Southeast  Florida.  Fam- 
ily reasons.  Seeking  association  with  established  spe- 
cialist or  group.  Write  69-575,  P.O.  Box  2411,  Jack- 
sonville, Fla. 


.MEDICAL  OFFICE  AVAILABLE:  Vacated  by 
en'arging  partnership.  Centrally  located.  .Adequate 
for  two  men.  T.  J.  Kaminski,  M.D.,  1010  Hickory 
St.,  Melbourne,  Fla. 

W.A.NTED:  Florida  licensed  .Anesthesiologist.  Open- 
ing in  near  future  with  well  established  gr'oup.  Write 
to  Business  Manager,  P.O.  Box  1877,  Hollywood,  Fla. 

GENER.AL  SURGEON  with  established  practice 
moving  family  to  Florida.  Desires  association  with 
qualified  surgeon  or  group.  White,  age  53,  South- 
erner. Harvard  M.D.  Diplomate.  Good  health  and 
character.  Experienced.  Florida  license.  VV'rite  69-568, 
P.O.  Box  2411,  Jacksonville,  Fla. 

INTERNIST  W.ANTED:  In  Cape  Kennedy  area 
for  association  with  small  group.  Guaranteed  month- 
ly salar>-,  plus  participating  bonus  and  congenial  asso- 
ciates. Write  69-572,  P.O.  Box  2411,  Jacksonville,  Fla. 

NURSE  .A.NEsTHETIST:  40  hour  week,  no  night 
calls  except  rare  occasion,  salary  'open.  Contact  Me- 
morial Hospital,  Hollywood,  Florida. 

AMERICAN  BOARD  RADIOLOGIST,  diagnosis- 
and  therapy  wants  clinic  'or  small  hospital,  preferably 
in  the  Florida  Keys.  Have  Florida  license.  .Available 
for  interview.  Write  69-584,  P.O.  Box  2411,  Jackson- 
ville,  Fla. 

P.ATHOLOGIST:  Completing  third  year  approved 
Pathol'og>'  residency.  Florida  license.  .American  born 
and  graduated.  Desires  position  as  assistant  or  asso- 
ciate. Write  69-585,  P.O.  Box  2411,  Jacksonville,  Fla. 

W.ANTED:  Permanent  part  time  employment  med- 
ical transcription  after  June  1 in  Tampa-St.  Peters- 
burg area.  Seven  years  experience.  Your  office  or  my 
home.  Reasonable  rates.  Write  69-586,  P.O.  Box  2411, 
Jacksonville,  Fla. 

“ GENER.Al7~PiUACTI tl O^ R^  Desiring  reloca- 
tion  on  Southeast  Coast  w'ould  like  to  share  office 
space  with  established  surgeon  or  specialist  on  a rental 
basis.  Write  69-579,  P.O.  Box  2411,  Jacksonville,  Fla. 

FOR  S.ALE:  Practice  and  equipment  in  residential 

area  of  favorite  East  Ccast  city.  Exceptional  oppor- 
tunity for  versatile  physician.  Present  practitioner 
leaving  for  specialty  training  when  new  man  is  estab- 
lished. Facilities  include  fully  equipped  lab  used  by 
other  phsyicians.  Owner  now  w'orks  5 half  days 
weekly  with  excellent  return.  VV'rite  69-591,  P.O.  Box 
2411,  Jacksonville,  Fla. 

FOR  IMMEDI.ATE  S.ALE:  Combination,  well 

established  Miami  Beach  medical  practice  plus  suc- 
cessful next-d'oor  optical  business  as  a unit.  VVili  sacri- 
fice. Write  69-593,  P.O.  Box  2411,  Jacksonville,  Fla. 
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Locum  TENENS:  wanted  for  June,  July  and 
August.  Salary  open.  Must  have  Florida  license.  Gen- 
eral Practice  with  some  obstetrics.  .Air-conditioned 
office.  Could  lead  to  permanent  association  if  mutual- 
ly agreeable.  Write  69-592,  P.O.  Box  2411,  Jackson- 
ville,  Fla. 

GENERAL  PRACTITIONER  needed  to  take  over 
active  practice  in  growing  Gulf  Coast  town.  Present 
physician  returning  for  further  study.  Fully  equipped 
office  and  laboratory.  Write  69-577,  P.O.  Box  2411, 
Jacksonville,  Fla. 

LOC.ATION  DESIRED:  Physician  completing 

residency  July  1,  1964  in  Obstetrics-Gynecology. 

Military  service  completed.  Desires  association  or  in- 
formation of  area  needing  Ob-Gyn.  man.  Write  69- 
594,  P.O.  Box  2411,  Jacksonville,  Fla. 

SURGIC.AL  RESIDENT  desires  pre-ceptor  ar- 
rangement on  or  about  Jan.  1965.  Complete  Gp  II 
program.  Florida  born  and  educated.  Florida  license. 
Preferable  long-lasting  associateship  later.  Execllent 
references.  Write  69-595,  P.O.  Box  2411,  Jacksonville, 
F.a. 

OBSTETRICI.AN  - GYNECOLOGIST:  Board  cer- 
tified wishes  South  Florida  location  in  association 
with  an  individual  or  group.  White,  male,  age  49,  ex- 
perienced, licensed  Write  69-588,  P.O.  Box  2411,  Jack- 
sonville, Fla. 

W.ANTED:  In  Virginia,  excellent  General  Practi- 
tioner opportunity  with  early  partnership,  then  own- 
ership. Virginia  license  required.  Thriving  practice. 
Fully  equipped.  Dr.  Willard  Smith,  Hampton,  Vir- 
ginia. 

OPHTH.ALMOLOGIST:  Age  31,  married.  Board 
eligible.  University  trained;  wants  association  with 
individual  or  group.  Florida  license,  available  .August 
1964.  Write  69-589,  P.O.  Box  2411,  Jacksonville,  Fla. 

GENER.AL  SURGEON  needed  in  Haiti  for  month 
of  .April  to  operate  at  the  .Albert  Schweitzer  H'ospital. 
Board,  room  and  lodging  will  be  furnished  to  a sur- 
geon and  his  wife  if  she  desires  to  accompany  him. 
.Any  qualified  general  surgeon  interested  please  con- 
tact Richard  E.  Strain,  M.D-,  401  Miracle  Mile,  Coral 
Gables,  Florida  33134. 

W.ANTED:  General  Practitioner  to  associate  with 
General  Surgeon  in  Central  Florida.  Fully  equipped 
office  including  complete  laboratory  and  X-ray  facili- 
ties. Write  69-590,  P.O.  Box  2411,  Jacksonville,  Fla. 

FOR  S.ALE:  Westinghouse  X-ray  machine,  50 
milliamp,  tilt  table.  Good  condition.  Reasonable. 
Write  William  R.  Earnhart,  M.D.,  1004  E.  Atlantic, 
Delray  Beach,  Fla.  or  call  278-3222- 

OFFICE  FOR  SALE:  Well-equipped,  very  reason- 
able, on  Southeast  coast.  Excellent  opportunity  to 
take  over.  Leaving  to  specialize.  Write  2411  Broad- 
way, Riviera  Beach,  Fla. 

OBSTETRICIAN-GYNECOLOGIST:  Age  33,  mar- 
ried,  completing  approved  residency  July  1,  1964  at 
arge  metropolitan  hospital  in  New  York  City.  Florida 
license.  Seeks  association  for  eventual  partnership  in 
Florida.  Write  69-587,  P.O.  Box  2411,  Jacksonville, 
Fla. 

NEW  PROFESSIO.N.AL  BUILDING  now  under  con- 
struction 'on  beautiful  Banana  River,  Cape  Kennedy 
area.  Four  medical  suites,  total  12,000  sq.  ft.  Need 
two  General  Practitioners;  EENT  man;  two  OB-Gyn 
men;  Pediatrician;  Dermatologist.  Individual  private 
practice  should  gross  $50,000  first  year.  Rudy  Wells, 
M.D.,  Cocoa  Beach  Medical  Center,  Cocoa  Beach,  Fla. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.O.  Box  2411,  Jacksonville  3.  This  serv- 
ice is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates. 


reduce 

or  obviste 
the  need  for 

transfusions 
and  their 
attendant 
dangers 


emostat 

Each  cc  contains:'  5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenol  0.25%;  sodium  carbonate  as  buffer. 

Complete  data  with  each  lOcc  vial.  Therapy  chart  on  request. 


KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
if  should  be  used 
with  care  on  patients 

with  a predisposition 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 
Distributed  In  Canada  by  Austin  Laboratories,  Ltd.  • Paris,  Ontario 
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Woman  's  Auxiliary 

Woman's  Auxiliary  Convention  1964 

^Irs.  Abbott  Y.  Wilcox,  Jr.  (Peggy)  of  St. 
Petersburg,  President  of  the  Woman’s  .Auxiliary 
to  the  Florida  Medical  Association  has  announced 
plans  for  the  Auxiliary’s  .\nnual  Convention  on 
May  7,  8 and  9 at  the  Diplomat  Hotel  in  Holly- 
wood, Florida.  The  Palm  Beach  County  Medi- 
cal Auxiliary  wll  hostess  the  convention. 

On  Thursday,  May  7,  the  State  .Auxiliary  of- 
ficers and  County  presidents  will  have  a pre-con- 
vention Board  ^leetings  in  the  Mezzanine  Thea- 
tre of  the  Diplomat  Hotel  at  2:00  p.m. 

On  May  8 the  House  of  Delegates  will  meet 
at  9 a.m.  in  the  Mezzanine  Theatre.  The  con- 
vention theme  will  be,  “Where  Did  your  ^Missile 
Soar?”  in  keeping  with  Mrs.  Wilcox’s  yearly 
theme  of  “Xew  Auxiliary  Horizons.”  Besides 
transacting  convention  business,  each  .\uxiliary 
President  will  report  on  her  county's  most  out- 
standing accomplishment  of  the  year  which  will 
be  illustrated  by  styrofoam  missiles  and  will 
be  used  as  centerpieces  for  the  tables  at  the  lunch- 
eon following  the  meeting  at  12:30  p.m.  in  the 
Les  Ambassadeurs  Room  of  the  Hotel. 

Edward  R.  Annis.  M.D.,  President  of  the 
.\M.A  will  be  guest  speaker.  Guest  tickets  for 
doctors  will  be  S3. 00  on  sale  at  .\u.xiliary  table  in 
Lobby,  Registration  Desk  or  at  door  of  dining 
room. 

The  Florida  Medical  Association  has  made 
available  to  Auxiliary  members  a Hospitality 
Room,  which  is  Room  200A  situated  just  off  the 
mezzanine  floor  to  the  right  of  the  elevators  open 
for  use  during  the  convention  for  Au.xiliary  mem- 
bers and  guests. 

The  new  state  officers  will  be  installed  at  the 
close  of  the  House  of  Delegates  meeting  by  Mrs. 
William  H.  Evans,  President-Elect  of  the  Wom- 
an’s Auxiliary  to  the  American  Medical  Associa- 
tion. 

A membership  meeting  will  be  held  in  the  suite 
of  the  President  on  May  8th  following  the  lunch- 
eon. On  Saturday,  May  9th,  a post-convention 
Board  meeting  and  School  of  Instruction  will  be 
held  in  the  Nassau  Room  of  the  Diplomat  Coun- 
try Club.  shuttle  service  will  provide  transpor- 
tation from  the  Hotel  to  the  Country  Club. 

Mrs.  Lloyd  J.  Netto 
Cox\-EXTiox  Ch.airm.ax 
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International  Health  Activities  Committee 
Woman’s  Auxiliary  to  the  Florida 
Medical  Association,  Inc. 

International  Health  Activities,  barely  two 
years  old,  is  the  infant  committee  of  Medical 
-Auxiliaries  across  the  country.  I.H.A.’s  aim  is  to 
bring  medical  relief  to  a,  worldwide  community 
and  also  to  extend  to  foreign  doctors  and  their 
families  a welcoming  hand.  It  is  the  express  wish 
of  the  -American  Medical  .Association  that  the  Au.x- 
iliaries  undertake  a plan  in  which  we  can  offer  hos- 
pitality and  assistance  to  the  more  than  15,000 
foreign  doctors  on  our  soil.  Alany  program  chair- 
men have  asked  these  doctors  to  speak  at  their 
meetings.  One  .Au.xiliary  has  established  a “loan 
closet”  from  which  the  foreign  families  can  bor- 
row items  ranging  from  sofas  to  toasters.  .Another 
group  has  provided  English  classes  for  our  foreign 
visitors  at  their  county  medical  building.  We  have 
been  urged  to  do  anything  and  everything  to  pro- 
mote the  good  will  of  your  foreign  colleagues.  We 
have  been  encouraged  to  join  forces  with  agencies 
such  as  World  Medical  Relief,  Inc.,  and  Direct 
Relief  Foundation.  These  two  groups  are  prepared 
to  accept  sample  drugs,  (e.xcluding  narcotics), 
used  surgical  instruments  (from  used  thermome- 
ters to  used  X-ray  equipment),  and  bandages 
made  from  old  sheets.  Both  of  these  “outlet  agen- 
cies” meet  all  legal  requirements  for  handling 
drugs  and  are  regularly  examined  by  FD.A  in- 
spectors. However,  that  is  the  extent  of  involve- 
ment by  an\-  government  either  here  or  abroad. 
Help  is  sent  where  it  is  needed — it  is  sent  free  of 
charge — it  is  sent  to  the  needy,  regardless  of 
color  or  creed. 

We  understand  that  there  is  a project  of  the 
World  Medical  .Association  called  “Doctor  to 
Doctor”  whereby  you  can  send  journals  abroad  on 
a person-to-person  basis.  In  conjunction  with  this, 
we,  your  “other  halves”  would  like  to  send  any 
of  your  medical  texts  (less  than  four  years  old) 
to  the  Darien  Book  and  -Aid  Plan. 

.All  contributions  such  as  instruments,  texts, 
periodicals,  and  shipping  costs  are  deductible  for 
tax  purposes  as  a “contribution  in  kind  to  the 
L’.S.  Committee  of  World  Medical  .Association.” 

This  is  a new  project  with  us — and  we  need 
your  help.  For  it  is  to  you  the  drugs  come — you 
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have  the  texts  and  periodicals — you  have  the  used 
instruments  and  equipment.  We  have  the  informa- 
tion as  to  what  is  needed — where  and  how  to  ship 
it — but  most  important,  we  have  eager  hearts  and 
willing  hands.  You'll  be  hearing  from  us  soon. 
Our  baby,  I.H.A.  is  born — the  booster  shots  have 
come  from  the  A.M.A.  and  our  National  Officers 
— the  food  must  come  from  you,  the  Florida 
Medical  Association. 

Bennie  Spanjers  (Mrs.  Arnold  J.) 
International  Health  Activities 
Chairman 


Patronize  Your 

Independent  X-ray  Dealer 
He’ll  be  around  when  you  need  him 

BOB  WAGNER  X-RAY 

P.  O.  Box  8l6l 
Jax  11,  Florida 
RA  4-3434. 


HCY  CREME 


3%  lodochlorhydroxyquin 
1%  Hydrocortisone 

Provides  ANTIFUNGAL,  ANTIBACTE- 
RIAL, ANTI-INFLAMMATORY  AND  AN- 
TIPRURITIC action  in  dermatitis. 


GEVIZOL 


Each  5 cc.  tspfl  or  tablet  provides  100 
mg.  Pentylenetetrazol,  50  mg.  Nicotinic  acid. 
GEVIZOL  is  indicated  in  the  treatment  of  the 
mentally  confused,  emotionally  unstable, 
apathetic  aged  and  aging  patient.  For  the 
patient  complaining  of  dizziness  or  fog- 
giness. Reactivates  the  inactivated. 


QUALITY  SARON  ECONOMY 

PHARMACAL 

CORPORATION 

St.  Petersburg  Florida 


P.  L DODGE  MEMORIAL  HOSPITAL 

formerly 

MIAMI  MEDICAL  CENTER 

M.  G.  Isaacson,  M.D. 

Medical  Director 

1861  N.W.  South  River  Drive 
Phone  379-1448 

A private  institution  for  the  treatment  of  ner- 
vous and  mental  disorders  and  the  problems  of 
drug  addiction  and  alcoholic  habituation.  Mod- 
em diagnostic  and  treatment  procedures  includ- 
ing — Psychotherapy.  Insulin.  & Electroshock, 
when  indicated.  Adequate  facilities  for  recrea- 
tion and  out-door  activities. 

Information  on  request 

Member  NAPPH  and  American  Psychiatric  Assn. 


ASIA 


ica 

SUPPLY  COMPANY 


Are  you  just  starting  or  have  you  been  in  practice?  We  can  supply  you  with  dis- 
tinctive and  modern  equipment  for  your  office. 

It  increases  your  efficiency  and  mokes  your  work  easier. 


Ph.  EL  5-8391 


P.  O.  Box  2580  — 1050  W.  Adams 


Jacksonville,  Fla. 
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'niBERCULIN.TINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWABTHEARM- 
UNCAPA  TINETEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with  . 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N^Y. 
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OBEXROIi 


for  amphetamine  action  with 
fewer  side  reactions  reported. 


WEIGHT  REDUCTION  EFFECTIVE 
IN  DIFFICULT  CASES 

“With  a daily  divided  dosage  of  30  milligrams  of  OBETROL  we 
were  able  to  obtain  appetite  depression  without  nervous  rest- 
lessness or  insomnia  ...”  ' 

Twenty  six  patients  who  previously  had  been  unable  to  use 
other  amphetamines  in  any  dosage  sufficient  to  maintain  the 
anorectic  effect,  responded  favorably  on  this  medication.  '•“ 

“In  the  cooperative  patient,  OBETROL  was  markedly  bene- 
ficial in  producing  the  desirable  weight  loss  with  minimal  side 
effects,  even  in  the  case  of  a high  percentage  of  patients  with 
cardiovascular  and  other  chronic  ailments  which  normally 
make  use  of  other  amphetamines  undesirable  because  of  side 
effects”  ‘ 

OBETROL  PHARMACEUTICALS 

382  Schenck  Avenue,  Brooklyn  7,  N.Y. 

’Simon.  F.  & Bernstein  A.:  "The  Treatment  of  Obesity  in  Patients  with 
Cardiovascular  Disease,”  Angiology,  72:12-37,  Jan.  1961. 

“ Plotz,  M.:  Modern  Management  of  Obesity,  J.A.M.A.  770:1513-1515 
(July  25)  1959. 

’ Bernstein,  A.  & Simon,  F. : "Treatment  of  Obese  Diabetics  and  Arterio- 
sclerotics,”  Clin.  Med.  907-920,  May  1961. 


Each  OBETROL-IO  tablet  contains: 

Methamphetamine  Saccharate  2.5  mgm. 

Methamphetamine  Hydrochloride 2.5  mgm. 

Amphetamine  Sulfate  _.2.5  mgm. 

Dextro  amphetamine  Sulfate 2.5  mgm. 


(OBETROL-20  tablets  contain  twice  this  potency) 

Pat.#  2748052. 

Contraindications:  OBETROL  is  relatively  contraindicated  in 
hyperthyroidism,  hypertension,  coronary  artery  and  other  car- 
diovascular diseases,  anxiety  and  hyperexcitability.  Habituation 
may  occur  with  prolonged  use.  As  in  the  case  of  all  ampheta- 
mines, caution  should  be  used  in  treating  patients  with  these 
conditions. 

REQUEST  SAMPLES  AND  LITERATURE  ^ 

1 

OBETROL  PHARMACEUTICALS  I 

362  Schenck  Avenue  • Brooklyn  7,  N.Y.  I 

Dr. I 

Address | 

City State | 

\ 
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HOW^  TO  BE  SURE 
your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 


The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage  is  IM  grains  per  tablet.  Mothers  place  such  confi- 
dence in  the  Bayer  name.  And  the  new  orange  flar  or  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on  their  own.) 

For  professional  samples,  just  write  The  Bayer  Company,  Dept.  112,  1450  Broadway,  New  York  18,  New  York. 
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ideclomyciN 

DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offend  ng  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  d'scoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage;  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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YOUR  Patronage  Has  Made  Our  Growth  Possible 

Medical  Supply  Company 
of  Jacksonville 


Home  Office 
JACKSONVILLE 

4539  Beach  Blvd. 
Telephone  FL  9-2191 

ORLANDO 

1511  Sligh  Blvd. 
Telephone  GA  5-3537 


TUCKER  HOSPITAL,  INC 

212  West  Franklin  Street 
RiCHMONn.  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neurological 
patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic  disorders, 
mood  disturbances,  social  adjustment  problems,  involutional  reactions  and  selective 
psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  W.  Frederick  Young 


Convention 
Press 

218  W.  Church  St. 
Jacksonville,  Florida 


QUALITY 
BOOK  PRINTING 
PUBLICATIONS 
BROCHURES 


WHATEVER  your  first  requisites  may  be. 

we  always  endeavor  to  maintain  a 
standard  of  quality  in  keeping  with  our 
reputation  for  fine  quality  work — and  at 
the  same  time  provide  the  service  desired. 
Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting 
on  all  details. 
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too,  Is 
compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  abitof  quick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 


Westbrook  Psychiatric  Hospital,  Inc. 

(formerly  W est brook  Sanatorium,  Inc.) 

FOUNDED  1911 

Richmond,  Virginia 

A private  psychiatric  hospital  employing  modern  diagnostic  and  treatment  pro- 
cedures— electro  shock,  insulin,  psychotherapy,  occupational  and  recreational 
therapy — for  nervous  and  mental  disorders  and  problems  of  addiction. 


REX  BLANKINSHIP,  M.D. 
President 

THOMAS  F.  COATES,  JR.,  M.D. 
Assistant  Medical  Director 


JOHN  R.  SAUNDERS,  M.D. 
Medical  Director 

j.  McDermott  barnes,  m.d. 

Associate 


R.  H.  CRYTZER 
Administrator 

BROCHURE  OF  LITERATURE  AND  VIEWS  SENT  ON  REQUEST 

write  to: 


J.  Florida  M. A. /April,  1964 


WESTBROOK  PSYCHIATRIC  HOSPITAL,  INC. 
P.  O.  Box  1514,  Richmond  27,  Virginia 
Telephone  359-5701 
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THE  SILVER  HILL  LOUNDATION 

New  Canaan,  Connecticut 


The  Silver  Hill  Foundation  for  the  care  and  treatment  of  the  psychoneuroses, 
offers  Senior  and  Junior  psychiatrists  an  opportunity  to  practice  in  a pleasant  com- 
munity, forty  miles  from  New  York.  Professional  freedom  and  a challenging  op- 
portunity to  assume  clinical  and  administrative  responsibility.  Teaching  opportun- 
ities. Accredited  three  year  residency. 

Interesting  compensation  and  supplemental  benefits.  Excellent  schools;  minutes 
to  beaches  or  mountain  lakes. 

Address;  William  B.  Terhune,  M.D.,  Medical  Director 
The  Silver  Hill  Foundation 
P.O.  Box  1177 
New  Canaan,  Connecticut 
Telephone:  New  Canaan  966-3561 


ADVANTAGES  - 

Chelated  Iron  PLUS  4 Chelated  Minerals 
• High  Therapeutic  Effectiveness  • Less 
Irritation  — even  on  empty  stomach  • 
No  Tooth  Stain  • Less  Toxic  • B-Vitamins 
for  Added  Hemopoietic  Activity  • Pleas- 
ant Flavor  • Economical 


FORMULA  - 

Each  5 cc.  (one  teaspoonful)  contains: 

Iron  (as  Ferrous  Betaine  Citrate) 30  mg. 

Cobalt  (as  Cobaltous  Betaine  Citrate)  . 0.1  mg. 

Manganese  (as  Manganese  Betaine  Citrate)  . 1.0  mg. 

Zinc  (as  Zinc  Betaine  Citrate) 1.25  mg. 

Magnesium  (as  Magnesium  Betaine  Citrate)  6.0  mg. 

Vitamin  B-1 1.5  mg. 

Vitamin  B-2 1.2  mg. 

Vitamin  B-12 6.0  meg. 

Niacinamide  10  mg. 

Panthenol  10  mg. 


In  an  exceptionally  pleasant  tasting  base. 


s. 


The  FIRST  Hematinic  to  Contain 
BOTH  CHELATED  IRON  and  CHE- 
LATED MINERALS  Assuring  a 
Truly  Flavorful,  Better  Tolerated 
Iron  Therapy. 


KELATRATE 

LIQUID  HEMATINIC 

CHELATED  IRON-MINERALS 
and  VITAMINS 


Comprehensive  literature  and 
samples  on  request. 

U T A G & CO- 

) E T R O I T 3 4, 
MICHIGAN 
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BALLAST  POINT  MANOR 


SANITARIUM 


Care  of  Mild  Mental  Cases,  Senile  Disorders 
and  Invalids 
Alcoholics  Treated 


Aged  adjudged  cases 
will  be  accepted  on 
either  permanent  or 
temporary  basis. 


Safety  against  fire  — by 
Automatic  Fire  Sprinkling 
System. 


Cyclone  fence  enclosure  for 
recreation  facilities,  seven- 
ty-five by  eighty-five  feet. 


Member  of 

American  Medical  Assn. 
American  Hospital  Assn. 
Florida  Hospital  Assn. 


5226  Nichols  St. 

Telephone  831-4191 


DON  SAVAGE 

Owner  and  Manager 


P.  O.  Box  13467 

Tampa  11,  Florida 


J.  Florido  M. A.  April,  1964 
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A COMPLETE  BUSINESS  SERVICE 
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FOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 


PM  FLORIDA 


233  Fourth  Avenue,  N.  E. 
St.  Petersburg,  Florida 
Phone  862-6903 


314B  John  Ringling  Blvd 

Sarasota,  Florida 
Phone  388-1604 


Box  514 

Miami  62,  Florida 
Phone  945-4055 


Adiliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 


ANDERSON  SURGICAL  SUPPLY  CO. 

Established  1916 

Distributors  of  Known  Brands 

of  Proven  Quality 

Telephone  229-8504 
Morgan  at  Platt,  P.O.  Box  1228 
Tampa,  Fla.  33601 

Telephone  896-3107 
556  9th  St..  South 
St.  Petersburg.  Fla. 

Telephone  376-8253 
729  S.W.  4th  Ave. 
Gainesville,  Fla. 

Telephone  958-0489 
1934  Hillview  St. 

Sarasota,  Fla. 

Telephone  CHerry  1-9589 
1616  N.  Orange  Ave. 

Orlando,  Fla. 


Out-Patient  Clinic  and  Offices 

James  A.  Becton,  M.D. 

P.  O.  Box  2896,  Woodlawn  Station, 


HILL  CREST  SANITARIUM 

Established  in  1925 

FOR  NERVOUS  AND  MENTAL  DISEASES 
AND  ADDICTION  PROBLEMS 


James  Keen  Ward,  M.D. 
Birmingham  6,  Ala.  Phone  WO  1-1151  and  WO  1-1152 
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INDEX  TO  ADVERTISERS 


• Ames  Co.,  Inc.  Third  Cover 

• .Anderson  Surgical  Supply  Co.  268 

• .Appalachian  Hall  . ..  270 

o .Arnar-Stone  Laboratories  . - 214 

o BaVait  Point  Manor  267 

® Burroughs  VVellccme  Co.  216,  219 

• Chatham  Pharmaceuticals,  Inc.  257 

• Coca-Cola  Company  265 

• Convention  Press  264 

• Davies  Rose  & Co.  218 

• Duvall  Home  269 

• J.  H.  Filbert,  Inc.  217 

• Glenbrook  Laboratories  . 262 

• Hill  Crest  Sanitarium  268 

• Lederle  Laboratories  212,  215,  260,  263 

• Eli  Lilly  & Co.  - 222 

• Medical  Protective  Co.  267 

• Medical  Supply  Co.  264 

• Obetrol  Pharmaceuticals  261 

• Parke  Davis  & Co.  Second  Cover 

• P.  L Dodge  Memorial  Hospital  — - 259 

• PM  of  Florida  268 

• A.  H.  Robins  Co.,  Inc.  214a,  215 

• Roche  Laboratories  Back  Cover 

• Sanborn  Company  210 

• Saron  Pharmacal  Corp.  259 

• W.  B.  Saunders  Co.  207 

• G.  D.  Searle  Company  249 

• Silver  Hill  Foundation  — 266 

• Smith,  Kline  & French  ..  — 220 

• Surgical  Supply  Co  - 259 

• Tucker  Hospital,  Inc.  264 

• S.  J.  Tutag  Company  266 

• U.  S.  Vitamin  & Pharmaceutical  Corp 252,  253 

• Bob  Wagner  X-Ray  259 

• Wallace  Laboratories  211,  221,  250,  251,  269 

• Westbrook  Psychiatric  Hospital  265 

• Winthrop  Laboratories  208 


THE  DUVALL  HOME 
for  RETARDED  CHILDREN 

A home  offering  the  hnest  custodial  care  with  a 
happy  home-like  environment.  We  specialize  in  the 
care  of  infants,  bed-ridden  children  and  Mongoloids. 

For  further  information  write  to 
MRS.  A.  H.  DUVALL  GLENWOOD,  FLORIDA 


In  long-term 
treatment 
of  yourpatients. 
with  coronary 
insufficiency. 


MORE  HELP  FOR 
THE  STRICKEN  HEART 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 

■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  7wt  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  iu  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  witli  caution  in 
glaucoma.  Complete  product  informatio7i 
available  in  the  product  package,  a7id  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  7neals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML*1055 


MILTRATE’ 

meprobamate  200  mg.  4- pentaerythritol  tetranitrate  10  mg. 


y'Sj?/^WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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FLORIDA  MEDICAL  ASSOCIATION 

735  Riverside  Ave.,  P.  O.  Box  2411 
Jacksonville  3,  Florida 


Officers 


WARREN  W.  QUILLIAN,  M.D.,  President Coral  Gables 

SAMUEL  M.  DAY,  M.D.,  President-Elect Jacksonville 

H.  PHILLIP  HAMPTON,  M.D.,  Vice  President : Tampa 

EUGENE  G.  PEEK  JR.,  M.D.,  Speaker  of  the  House  ..  Ocala 

FRANKLIN  J.  EVANS,  M.D.,  Vice  Speaker L Coral  Gables 

FLOYD  K.  HURT,  M.D.,  Secretary-Treasurer  Jacksonville 

ROBERT  E.  ZELLNER,  M.D.,  Immediate  Past  President.... Orlando 

W.  HAROLD  PARH.AM,  Executive  Director Jacksonville 


Councils 

THOMAS  C.  KENASTON  SR.,  M.D.,  Chairman,  Council  on  Allied  Professions  and  Vocations Cocoa 

JERE  W.  ANNIS,  M.D.,  Chairman,  Judicial  Council  Lakeland 

H.  PHILLIP  HAMPTON,  M.D.,  Chairman,  Council  on  Legislation  and  Public  Agencies Tampa 

BURNS  A.  DOBBINS  JR.,  M.D.,  Chairman,  Council  on  Medical  Economics  Fort  Lauderdale 

HUGH  A.  CARITHERS  JR.,  M.D.,  Chairman,  Council  on  Medical  Education  and  Hospitals Jacksonville 

CH.^RLES  R.  SIAS,  M.D.,  Chairman,  Council  on  Medical  Services Orlando 

THAD  MOSELEY,  M.D.,  Chairman,  Scientific  Council.. Jacksonville 

WALTER  C.  P.\YNE  SR.,  M.D.,  Chairman,  Council  on  Special  Activities Pensacola 

EMMET  F.  FERGUSON  JR.,  M.D.,  Chairman,  Council  on  Specialty  Medicine Jacksonville 

MASON  ROMAINE  HI,  M.D.,  Chairman,  Council  on  Voluntary  Health  Agencies Jacksonville 


APPALACHIAN  HALL 

ASHEVILLE  EstabUshed  1916  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convales- 
cence, drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  emplo\ed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en 
suite. 

Vvm.  Ray  Griffin  Jr.,  M.D.  Mark  A.  Griffin  Sr.,  M.D. 

Robert  A.  Griffin,  M.D.  Mark  A.  Griffin  Jr.,  M.D. 

For  rates  and  further  information  write  Appalachian  Hall,  Asheville,  N.  C. 
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neither  tension,  nor  spasm, 
nor  stasis 

stays  this  patient 
from  his 

appointed  rounds 


especially  when 

UPPER  G.l.  COMPLAINTS 

have  biliary  implications 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily.  Precautions:  Observe  patients 
periodically  for  increased  intraocular  pressure  and  barbiturate  habituation  or  addiction;  caution  drivers 
against  possible  drowsiness.  Side  effects:  Oehydrocholic  acid  may  cause  transitory  diarrhea;  beliadonna 
may  cause  blurred  vision  and  dry  mouth.  Contraindications:  Biliary  tract  obstruction,  acute  hepatitis, 
glaucoma,  prostatic  hypertrophy.  Available:  Decholin-BB,  bottles  of  100  tablets.  Also:  Decholin®  with 
Belladonna  (dehydrocholic  acid,  250  mg.;  beliadonna  extract,  10  mg.)  and  Decholin®  (dehydrocholic 
acid,  250  mg.),  bottles  of  100  and  500  tablets. 


AMES 


New  from  Roche  research 


Valium* 

(diazepam) 


for 

—situational,  stress-induced  tension 

—the  psychic  tension 
of  the  common  psychoneuroses 

^emotional  tension  intensified  by 
concomitant  somatic  components 

also  for 

—the  muscle  spasms  of  cerebral 
palsy  and  athetosis 


£)o/flg«  — Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 to  5 mg  b.i.d.  or  t.i.d.; 
severe  psychoneurotic  reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hours,  then  S mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 

Contraindications:  Valium  (diazepam)  is  contraindicated  in  infants,  patients  with  a 
history  of  convulsive  disorders  or  patients  with  a history  of  glaucoma. 

IVarning:  Valium  (diazepam)  is  not  of  value  in  dealing  with  psychotic  patients  manifest- 
ing anxiety  and  should  be  avoided  when  there  is  reason  to  believe  the  patient  is  psychotic. 
Precautions:  In  elderly  or  debilitated  patients,  it  is  important  to  limit  the  dosage  to  the 
smallest  effective  amount  to  preclude  the  development  of  ataxia  or  oversedation  (not 
more  than  1 mg,  1 or  2 times  daily  initially,  to  be  increased  gradually  as  needed  and 
tolerated).  As  is  true  of  all  CNS-acting  drugs,  until  the  correct  maintenance  dosage  is 
established,  patients  receiving  Valium  (diazepam)  should  be  advised  against  possibly 
hazardous  procedures  requiring  complete  mental  alertness  or  physical  coordination.  Driv- 
ing an  automobile  during  the  period  of  Valium  (diazepam)  therapy  is  not  recommended. 
In  general,  the  concurrent  administration  of  Valium  (diazepam)  and  other  psychotropic 
agents  is  not  recommended.  If  such  combination  therapy  is  used,  careful  consideration 
should  be  given  to  the  pharmacology  of  the  agents  to  be  employed  with  Valium  (diaze- 
pam)—particularly  with  known  compounds  which  may  potentiate  the  action  of  Valium 
(diazepam),  such  as  phenothiazines,  barbiturates,  MAO  inhibitors  and  other  antidepres- 
sants. 

Since  Valium  (diazepam)  has  a central  nervous  system  depressant  effect,  patients  should 
be  advised  against  the  simultaneous  ingestion  of  alcohol  and  other  central  nervous  system 
depressant  drugs  during  Valium  (diazepam)  therapy.  Safe  use  of  Valium  (diazepam) 
during  pregnancy  has  not  been  established.  The  usual  precautions  are  indicated  when 
Valium  (diazepam)  is  used  in  the  treatment  of  anxiety  states  where  there  is  any  evidence 
of  impending  depression;  particularly  the  recognition  that  suicidal  tendencies  may  be 
present  and  protective  measures  may  be  necessary.  The  usual  precautions  in  treating 
patients  with  impaired  renal  or  hepatic  function  should  be  observed. 

Side  effects:  In  clinical  use,  fatigue,  drowsiness  and  ataxia  have  been  reported;  in  most 
instances  these  are  dose-related  and  may  be  avoided  by  proper  dosage  adjustment.  Mild 
nausea  and  dizziness  may  occur  on  occasion.  As  with  any  new  agent,  when  it  is  ad- 
ministered for  protracted  periods  of  time,  periodic  blood  counts  and  liver  function  tests 
are  advisable.  Abrupt  cessation  after  prolonged  overdosage  may,  in  some  patients,  produce 
withdrawal  symptoms  (e.g.,  convulsions,  tremor,  abdominal  and  muscle  cramps,  vomit- 
ing, sweating)  similar  to  those  seen  with  barbiturates,  meprobamate  and  Librium® 
(chlordiazepoxide  HCl).  Changes  in  EEC  patterns  have  been  observed  in  patients  during 
and  after  Valium  (diazepam)  treatment. 

Paradoxical  reactions,  such  as  excitement,  depression,  stimulation,  sleep  disturbances, 
acute  hyperexcited  states  and  hallucinations  have  been  reported.  Other  side  effects  noted 
have  been  blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech,  tremor  and 
skin  rash. 

How  supplied:  For  oral  administration:  Valium  (diazepam)  scored  tablets,  2 mg,  white, 
bottles  of  50  and  500;  5 mg,  yellow,  bottles  of  50  and  500. 

ROCHE  LABORATORIES  / Division  of  Hoffmann-La  Roche  Inc  / Nutley,  N.  J.  07110 
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if  they  can’t  see  the  woods  for  the  pollen... 


Benadryl 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 


Throughout  the  pollen  season  this  time-tested  agent  provides  twofold  action  to  relieve 
allergic  symptoms.  Antihistaminic  action  relieves  nasal  congestion,  sneezing,  lacrima- 
tion,  and  pruritus.  Antispasmodic  action  relieves  bronchial  spasm.  Precautions:  Persons 
who  have  become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activities  requir- 
ing keen  response  while  using  this  product.  Hypnotics,  sedatives,  or  tranquilizers,  if 
used  with  this  product,  should  be  prescribed  with  caution  because  of  possible  addi- 
tive effect.  Diphenhydramine  hydrochloride  has  an  atropine- 
like action  which  should  be  considered  when  prescribing  it. 

BENADRYL  (diphenhydramine  hydrochloride)  is  supplied  in 
several  forms  including  Kapseals®  containing  50  mg.  43364  fAKfiC,  PAVtS  i CCMPAMr.  Oe!rc.i 


PARKE-DAVIS 


Help  protect  the  kidneys  and  other  threatened  organs 


When  treatment  of  hypertension  is  effective  the  danger 
of  damage  to  the  renal  system  is  reduced.'"^  “Hyperten- 
sive patients  suffer  from  vascular  deterioration  roughly 
proportional  to  the  severity  of  the  hypertension . . . Reduc- 
tion of  blood  pressure  to  normotensive  levels  reduces 
or  arrests  the  progress  of  vascular  damage  with  a re- 
sultant decrease  in  morbidity  and  mortality.”'  Because 
Rautrax-N  lowers  blood  pressure  so  effectively,  it  will 
help  provide  this  important  protection  not  only  for  the 
kidneys  but  also  for  the  heart  and  brain  of  your  hyper- 
tensive patients.  Rautrax-N  is  effective  in  mild,"  moder- 
ate,"''' or  severe  hypertension. 

Dosage:  Initially,  1 to  4 tablets  daily  preferably  at 
mealtime.  For  maintenance,  1 or  2 tablets  daily. 

Side  effects  and  precautions:  Rauwolfia  preparations 
may  cause  reversible  extrapyramidal  symptoms  and 
emotional  depression.  Caution  indicated  in  use  with 
depression,  suicidal  tendencies,  peptic  ulcer.  Minor  side 
effects:  diarrhea,  weight  gain,  nausea,  drowsiness.  Ben- 
droflumethiazide  may  cause  reversible  hyperuricemia 
and/or  gout,  unmask  latent  diabetes,  increase  glycos- 


uria in  diabetics.  Caution  indicated  in  use  for  patients 
on  digitalis,  with  severely  damaged  kidneys,  renal  in- 
sufficiency, increasing  azotemia,  cirrhosis.  Contraindi- 
cated in  complete  renal  shutdown.  Minor  side  effects: 
leg  or  abdominal  cramps,  pruritis,  paresthesias,  mild 
rashes. 


Supply:  capsule-shaped  tablets  providing 

50  mg.  Raudixin®  I Rauwolfia  serpentina  whole  root!,  4 
mg.  Naturetin®  [bendroflumethiazide],  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified— 5Q  mg.  Rau- 
dixm  [Rauwolfia  serpentina  whole  root],  2 mg.  Nature- 
tin  (bendroflumethiazide],  and  400  mg.  potassium 
chloride,  in  capsule-shaped  tablets.  For  full  information, 
see  your  Squibb  Product  Reference  or  Product  Brief. 


References:  (1)  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol. 
9;920  (June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.:  Penn- 
sylvania M.  J.  6d:545  (Apr.)  1960.  (3)  Berry,  R.  L.,  and  Bray, 
H.  P.:  J.  Am.  Geriatrics  Soc.  /0:5l6(June)  1962.  (4)  Hutchison, 
J.  C. : Current  Therap.  „ _ 

Res.  4:610  (Dec.)  1962.  OQUIBB^ 

(5)  Feldman.  L.  H.:  North  Squibb  Quality  f 

Carolina  M.  }.  : 23:24%  —the  Priceless  Ingredient 
(June)  1962.  .rxi; 

' SQUIBB  DIVISION 


RAUTRAX-N  RAWOLFIA  SERPENTINA  WHOLE  ROOT  (.50  MG.). 
BENDROFLUMETHIAZIDE  (4 MG.)  WITH  POTASSIUM  CHLORIDE  (400  MG.),  SQUIBB 


J.  Florida  M.A./May,  1964 


275 


disability  without  debilitation 


supportive  oral  anabolic  therapy  • potent  • we  1 1 -tolerated 

Disabling  illness  or  injury  at  any  time  of  life  can  invite  a slowdown  in  the  natural  anabolic  processes 
or  acceleration  of  catabolic  processes,  resulting  in  a "wasting"  of  protein  and  minerals  needed  for 
tissue  repair.  Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this 
process,  frequently  accompanied  by  a lowering  of  mood,  interest  and  activity.  The  older  the  patient, 
the  more  pronounced  may  be  the  signs  of  debilitation.  A potent,  well-tolerated  anabolic  agent  plus 
a diet  high  in  protein  can  make  a remarkable  difference. 


WINSTROU  STANOZOLOL 


. . . a new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

‘The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  7 tablet  t.i.d.;  young  wo- 
men, 7 tablet  b.i.d.;  children  (school  age),  up  to  7 
tablet  t.i.d.;  children  (pre-school  age),  ^ tablet  b.i.d. 
Shows  best  results  when  administered  with  a high 
protein  diet.  Available  as  scored  tablets  of  2 mg.  in 
bottles  of  TOO. 

l/l///7fArop 

Winthrop  Laboratories,  New  York,  N.  Y. 
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mi  is  almost  invariably  a presenting 

symptom  in  cases  of  skeletal  muscle 


spasm 


In  some  instances,  the  pain  subsides  on  relaxation  of  the  muscles  in  spasm.  In  others, 
relaxant  therapy  alone  fails  to  give  adequate  relief,  and  supplementary 
analgesia  (and  possibly  sedation)  are  indispensable,  as  in  cases  of: 


provocative  pain,  when  muscle  spasm  is  triggered  by  some  painful 
underlying  musculoskeletal  defect. 

residual  pain,  when  relaxation  of  severe  spasticity  leaves  a degree 
of  myalgia  that  tends  to  reinvoke  spasm. 

severe  pain,  when  the  degree  of  pain  is  such  as  to  cause  persistence 
of  symptoms  in  spite  of  relaxant  therapy. 


emotionally  aggravated  pain,  when  anxiety  or  agitation  creates  tension 

that  thwarts  the  efficacy  of  both  relaxant  and  analgesic  medication. 

In  such  cases,  Robaxisal  and  Robaxisal-PH  have  proven  highly  effective  in  assuring  decisive 
and  comprehensive  relief.  The  Robaxisal  formula— of  Robaxin  (methocarbamol), 
the  potent  muscle  relaxant,  together  with  aspirin,  the  time-tested  and  proved  analgesic- 
produces  higher  plasma  salicylate  levels  than  equivalent  doses  of  aspirin  alone,  and  serves 
effectively  to  control  both  spasm  and  pain.  Robaxisal-PH’s  combination  of 
Robaxin  (methocarbamol)  with  the  analgesic-sedative  ingredients  of  the  Phenaphen 
formula— including  phenobarbital— helps  additionally  to  ease  apprehension. 


ROBAXISAL  S 


Each  pink-and-white  laminated  Tablet  contains: 

Robaxin  (methocarbamol,  Robins) 400  mg.  Aspirin  (5  gr.) 325  mg. 

U.S.  Pat.  No.  2770649 


ROBAXISAE-PH 

Each  green-and-white  laminated  Tablet  contains: 

Robaxin  400  mg.  Phenacetin  (IV2  gr.)  ..  97  mg.  Hyoscyamine  sulfate  0.016  mg. 

(methocarbamol,  Robins)  Aspirin  (P/4  gr.) 81  mg.  Phenobarbital  (Vs  gr.)  8.1  mg. 

(Warning:  May  be  habit  forming) 


“PAIN  & SPASM” 
-a  two-headed  dragon! 


Robaxisal  and  Robaxisal-PH  arc  indicated  in 
strains  and  sprains,  painful  disorders  of  the  back, 
“whiplash”  injury,  myositis,  pain  and  spasm  asso- 
ciated witli  arthritis,  torticollis,  and  headache  asso- 
ciated with  muscular  tension. 

Side  effects  such  as  lighthcadedness,  slight  drowsi- 
ness, dizziness  and  nausea  may  occur  rarely  in 


patients  with  intolerance  to  drugs,  but  they  usually 
disappear  on  reduction  of  dosage. 

Contraindicated  for  patients  hypersensitive  to  any 
component  of  the  formulations.  There  are  no  spe- 
cific contraindications  to  methocarbamol,  and  un- 
toward reactions  are  not  to  be  expected. 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


TUBERCULINJINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWABTHEARM- 
UNCAPA  TINE  TEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TD  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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The 

clear 

conclusion 
from 
10  years’ 
experience . . . 


belongs  in  every  practice 

Miltown* 

(meprobamate) 

CM- 2026  WALLACE  LABORATORIES/Cranbury,  N.  J. 
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When  you  decide  your  patients' dietary  fat  should  be  modified,  remember... 


Fleischmann’s  is  Lowest  in  Saturated  Fat 
of  the  nation’s  leading  margarines 


Fleischmann’s  is  made  from  100" 
com  oil.  Over  half  of  this  remains 
in  liquid  form  for  high  linoleic 
content... the  balance  is  partially 
hydrogenated  for  flavor  and 
spreadability.  Consequently, 
Fleischmann’s  is  a “special”  mar- 
garine, lowest  in  saturated  fat  of 
the  nation’s  leading  margarines.  A 
“special”  margarine  is  one  of  the 
most  important  sources  of  poly- 
unsaturates in  the  av'erage  diet. 

Only  Fleischmann’s  offers  all  of 
these  extra  benefits: 


(1)  Exceptionally  high  P/S  ratio 
. . . Fleischmann’s  Margarine  has 
a 1.7  to  1 ratio  (27.5%  cis,  cis  lino- 
leic acid).  Using  Fleischmann’s 
instead  of  butter  or  regular  mar- 
garines increases  intake  of  poly- 
unsaturates while  lowering  intake 
of  saturated  fat. 

(2)  Made  from  100%  corn  oil . . . 
The  only  oil  used  in  making 
Fleischmann’s  is  100%  corn  oil. 
Some  so-called  corn  oil  marga- 
rines are  mixtures  of  cottonseed 
or  soybean  oil  with  corn  oil. 


(3)  Light  delicate  flavor. ..  Deli- 
cious taste  has  made  Fleisch- 
mann’s America’s  largest  selling 
“special”  margarine. 

(4)  Lightly  Salted  and  Unsalted 
...Fleischmann’s  comes  both 
ways.  What’s  more,  Fleisch- 
mann’s Unsalted  Margarine  is 
dietetically  sodium-free.  It’s  lo- 
cated in  the  frozen  food  section. 

(5)  National  availability ...  Un- 
like most  brands,  both  Fleisch- 
mann’s can  be  found  in  virtually 
every  food  store  in  America. 


Lightly  Sailed  in  golden  package 
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Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines' .. .a  favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency .. .all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose. 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and  others  — in  the  young  and  aged  — the 
acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloration  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J,  Clin.  Invest.  38:1950  (Nov.)  1959. 


LEDERLE  LABORATORIES 


A Division  of  AMERICAN  CYANAMID  COMPANY, 


Pearl  River,  New  York 
7517.3 
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Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 


occurs. 

‘NEOSPORIN’®brand 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains;  'Aerosporin'® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25"/o  methylparaben  as  preservative. 

*U.S.  Patent  Nos.  2,565,057-2,695.261 
Available:  In  15  Gm.  tubes. 


‘NEOSPORIN’^rand 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  Vj  oz.  and  ’A  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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When  you  put  patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

And  once  they’ve  tried  it,  they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert’s  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


♦ AMACouncil  on  Foodsand  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:41 1-423  (Aug- 
ust 4.  1962). 

AM  A Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 
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Who  developed 
the  first  compound 
charcoal  filter? 


HERE’S  THE  ANSWER  IN  BLACK  AND  WHITE: 
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The  first  cigarette  with  a mod- 
ern compound  charcoal  filter 
was  introduced  by  The  Ameri- 
can Tobacco  Company  in  1958. 
Its  name:  Dual  Filter  Tareyton. 

Behind  the  introduction  of 
this  first  compound  filter  lay 
years  of  research  and  experi- 
mentation by  American  Tobac- 
co scientists  to  produce  a filter 
that  would  improve  the  taste 
and  flavor  of  fine  tobacco.  This 
was  a large  order,  but  it  was 
filled  by  the  Dual  Filter  Tareyton 
compound  filter. 

With  an  outer  filter  of  white 
cellulose  acetate  and  an  inner 
filter  of  activated  charcoal,  this 


compound  filter  is  just  the 
right  complement  to  Dual  Filter 
Tareyton’s  quality  tobaccos. 
Proof  of  its  success  may  be 
seen  in  the  exceptional  loyalty 
Dual  Filter  Tareyton  smokers 
have  for  their  brand. 

Developing  and  perfecting 
the  first  compound  charcoal  fil- 
ter took  manyyears.  Maybe  this 
proves  something:  our  persist- 
ent dedication  to  maintaining— 
and  ever  improving— the  high 
quality  of  our  products. 

For  at  The  American  T obacco 
Company, QUALITY  OF  PRODUCT 
IS  ESSENTIAL  TO  CONTINUING 
SUCCESS. 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention .the  enteric  coating  assures 
gastric  tolerance...  and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  para-aminoben- 
zoate  0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  Fractures:  B and  C vitamins  are  therapy 


Stress  formula  vitamins  are  a key  factor  in  bone  and  tissue  regeneration.  To  meet  the 
increased  metabolic  demands,  STRESSCAPS  offers  therapeutic  amounts  of  B and  C 
vitamins  as  an  aid  to  smoother  convalescence  and  earlier  rehabilitation.  In  fractures, 
as  in  many  other  conditions  of  physiologic  stress,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B|  (ThiamineMononitrate)  10  mg 

Vitamin  (Riboflavin) 

10  mg 

Niacinamide 

100  mg 

Vitamin  C (Ascorbic  Acid) 

300  mg 

Vitamin  06  (Pyridoxine  HCI) 

2 mg 

Vitamin  B12  Crystalline 

4 mcgm 

Calcium  Pantothenate 

20  mg 

Recommended  intake.  Adults. 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder" jars  of  30  and  100;  bottles  of  500. 

TRAUMA! 


relieves 


pain 

and 

relaxes 

muscle 


"I 
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Following  traumatic  injury, 
patient  comfort  can  be  increased 
and  recovery  time  shortened  by 
the  simultaneous  treatment 
of  both  pain  and  muscle  spasm 
with  ‘Soma’  Compound. 


a‘ Compound 


dl  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


Also  available  with  14  gr.  codeine 
as  SOMA®  COMPOUND  with 
CODEINE:  carisoprodol  200  mg., 
acetophenetidin  1 60  mg.,  caffeine 
32  mg.,  codeine  phosphate  16  mg. 
(Warning:  may  be  habit  forming). 


WALLACE  LABORATORIEs/cranfcMT-y.V./. 


Side  effects:  Although  there  has  been  no  evidence  of  tolerance, 
withdrawal  symptoms  or  excessive  self-medication,  ‘Soma’ 
Compound  and  ‘Soma’  Compound  with  Codeine,  like  other 
central  nervous  system  depressants,  should  be  used  with  cau- 
tion in  addiction-prone  individuals.  While  codeine  addiction  is 
relatively  rare  and  easily  broken,  the  same  precautions  mus^  be 
observed  as  for  any  other  opium  alkaloid.  Nausea,  vorhiting, 
constipation  and  miosis  are  possible  codeine  side  effects. Should 


Contraindications:  None  reported. 


Complete  product  information  available  in  the  product  package, 
and  t6  physicians  upon  request. 


Dosage:  Usual  dosage  is  1 or  2 tablets  4 times  daily. 

Supplied:  ‘Soma’  Compound  is  available  in  orange,  scored  tab- 
lets; bottles  of  50.  ‘Soma’  Compound  with  Codeine  (narcotic 
order  form  required)  is  available  in  white,  lozenge-shaped  tab^ 


"Leakers”  are  ampoules  with  minute  imperfec- 
tions in  the  seal.  You  can’t  readily  see  the  flaw, 
and  often  it’s  so  small  that  liquids  won’t  even 
drip  through;  but  microscopic  contaminants  can 
slip  in  to  render  the  contents  nonsterile  and  po- 
tentially dangerous.  ■ Detecting  "leakers”  is 
the  job  of  the  vat  and  the  blue  dye.  ■ Sealed 
Lilly  ampoules  are  placed  in  baskets,  submerged 


in  a vat  containing  methylene  blue,  and  sub- 
jected to  a vacuum.  If  there  is  an  imperfect 
ampoule  in  the  lot,  the  liquid  is  forced  out. 
When  the  vacuum  is  released,  the  blue  dye 
rushes  in.  ■ With  dye  as  the  spy,  elusive 
"leakers”  are  quickly  spotted  and  rejected  . . . 
another  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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JOURNAL 

0/  the  ^Florida  Medical  Association 


Through  the  years  the  Florida  Medical  Association  has  enjoyed  a close  relation- 
ship with  the  Florida  State  Board  of  Health.  A mutual  understanding  of  their  re- 
spective problems  has  resulted,  and  a cooperative  effort  directed  toward  a solution  of 
these  problems  has  frequently  proved  successful.  To  further  an  awareness  of  current 
and  anticipated  problems  which  will  require  a continuing  cooperative  effort  between 
the  Association  and  the  Board  of  Health,  this  issue  of  The  Journal  of  the  Florida 
Medical  Association  is  devoted  to  a series  of  essays  prepared  under  the  direction  of 
Wilson  T.  Sowder,  M.D.,  State  Health  Officer.  Miss  Elizabeth  Reed,  Director,  Di- 
vision of  Health  Education,  Elorida  State  Board  of  Health,  kindly  served  as  guest 
editor.  The  Journal  is  pleased  to  present  this  renewed  approach  to  the  concerted 
effort  of  the  two  groups  to  insure  a healthy  and  happy  future  for  the  state. 

T.M. 

Foreword 


When  you  consider  the  diversity  of  public 
health  problems  revealed  in  the  following  papers, 
you  can  see  we  have  come  a long  way  since  the 
reason  for  the  establishment  of  a state  health  de- 
partment was  the  control  of  communicable  dis- 
ease. These  articles,  which  cover  a broad  spec- 
trum, are  only  a sample  of  the  intriguing  problems 
which  present  themselves  today  to  public  health 
authorities.  Consider  the  subjects  covered:  oc- 

cupational health,  nutrition,  family  planning, 
suicide,  mental  retardation,  health  education,  radi- 
ation, arthropods,  chronic  diseases,  wastes,  rabies, 
laboratory  services.  We  could  have  submitted 
others  on  tuberculosis,  food  poisoning,  polio,  hos- 
pitalization of  the  indigent,  nursing  homes,  shell 
fish,  research,  encephalitis,  fluoridation,  home 
nursing  care — to  name  only  a few  of  the  approxi- 
mately 100  responsibilities  (prescribed  by  law) 
of  the  Elorida  State  Board  of  Health  and  the  67 
county  health  departments. 

A public  health  problem  might  be  defined  as 
one  which  affects  the  health  and  well-being  of  a 
sizable  segment  of  the  population.  Add  to  this  the 
public’s  realm  of  greatest  interest — health — and 
the  reason  for  the  urgency  of  many  public  health 
problems  as  exemplified  by  state  legislature  action 
and  voluntary  groups  concern  is  easily  seen. 

The  increasing  trend  toward  specialization  of 
the  private  practitioner  has  been  accompanied  by 
a broadening  of  interests  in  public  health.  The 
pattern  of  illness  today  is  changing  from  the  acute 
and  specifically  caused  disease  to  the  more  chronic, 
ill-defined  troubles  based  upon  a host  of  inter- 
related causes  not  always  in  the  domain  of  medi- 
cine. 


What  will  the  future  bring?  No  crystal  ball 
need  be  polished  to  see  the  need  for  increasing 
involvement  in  the  behavioral  sciences.  The  pri- 
vate physician  is  concerned  today  not  only  with 
the  relief  of  the  immediate  complaint  of  the  pa- 
tient, but  also  in  achieving  emotional  as  well  as 
physical  adjustment  to  his  environment.  He 
will,  therefore,  need  to  collaborate  with  psycholo- 
gists, psychiatric  social  workers,  public  health 
nurses,  mental  health  workers — among  a host  of 
other  health-related  personnel. 

In  the  early  days  of  official  health  work  in 
Elorida,  a health  department  staff  consisted  of 
physicians,  nurses,  sanitarians  and  clerks.  Today 
such  diversified  personnel  as  veterinarians,  ecol- 
ogists, microbiologists,  dentists  and  health  edu- 
cators may  also  be  found. 

Life  expectancy  at  birth  is  increasing  stead- 
ily, bringing  with  it  social  and  public  health  im- 
plications. Care  of  the  aged  and  the  importance 
of  the  chronic  diseases  have  emerged  as  problems 
of  tremendous  depth.  Coupled  with  these  is  the 
realization  of  the  part  that  rehabilitation  can  play 
in  making  more  productive  the  latter  years  of 
our  citizens.  We  have  barely  envisioned  the  po- 
tential of  the  mentally  retarded,  the  magnitude 
of  fetal  loss  or  the  waste  of  human  lives  in  cus- 
todial mental  institutions. 

Why  a state  health  department?  Because 
there  needs  to  be  an  agency  in  the  state  where 
official  and  voluntary  agencies  and  lay  and  profes- 
sional persons  can  come  together  for  a discus- 
sion of  common  health  problems.  Such  an  agency 
acts  as  an  intelligence  center  for  predicting  health 
problems,  preventing  disease,  promoting  health 
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and  taking  control  measures  that  will  insure  the 
continued  good  health  of  all  our  people  in  Flor- 
ida, including  those  from  the  rest  of  the  country 
who  continue  to  pour  over  our  borders. 

The  State  Board  of  Health  is  presently  di- 
rected by  a policy-making  Board  and  a number 
of  advisory  committees  and  commissions.  Almost 
all  of  these  include  private  practitioners  of  medi- 


cine. We  need  the  help  of  practicing  physicians 
in  our  perennial  dilemma  of  a coordinated  ap- 
proach to  common  problems.  For  in  the  final 
analysis,  the  healers  of  the  sick  must  also  be  the 
protectors  of  the  well. 

Wilson  T.  Sowdek,  M.D. 

State  Health  Officer 


The  Obligation  to  Teach 
as  Well  as  to  Treat 


What  short  cuts  can  be  taken  by  the  busy 
practitioner  to  educate  his  patients — to  give  them 
the  information  he  thinks  they  should  have? 
With  increased  caseloads  spurred  by  mass  media’s 
crash  “medical  education”  programs  for  lay  per- 
sons and  the  desire  of  the  general  population  to 
reach  “high-level  wellness,”  the  average  practi- 
tioner is  aware  of  this  educational  problem,  but 
cannot  always  take  the  time  to  meet  his  patients’ 
needs. 

Many  persons  are  grossly  misinformed.  With 
great  reluctance  they  yield  cherished  points  of 
view  on  health  matters,  only  after  a person  for 
whom  they  have  great  respect  (often  a physician) 
corrects  them.  But  today  a physician  has  less 
time  and  more  patients,  a parado.x  which  plagues 
him. 

The  problems  of  an  aging  population  and  the 
increasing  number  of  persons  with  chronic  dis- 
eases also  make  health  education  increasingly  im- 
portant because  the  latter  can  only  be  controlled 
through  the  action  of  the  informed  persons  them- 
selves. Many  patients  are  discontented  because 
doctors  do  not  tell  them  enough  about  their  con- 
dition. The  modern  patient  is  eager  to  receive 
medical  information.  If  he  does  not  get  it  from 
medical  authorities,  he  will  get  it  from  sources 
often  not  authoritative  or  even  reliable. 

The  hospital  has  been  displaced  in  the  pub- 
lic’s view  as  the  focal  point  in  the  attack  on  dis- 
ease. The  physician’s  office  has  come  more  into 
prominence.  But  as  the  literacy  rate  goes  up 
and  the  patient  desires  more  information  than 
the  busy  doctor  has  time  to  give,  will  his  office 


(as  a source  of  education)  be  displaced  by  mass 
media  (often  slanting  the  facts),  or  centers  of 
health  information,  as  has  been  suggested  by  some 
authorities? 

-\n  educational  service  by  prescription  may 
hold  one  of  the  answers.  Presumably  a physician 
would  describe  briefly  what  he  wanted  the  patient 
to  know,  then  send  him  to  some  nearby  center 
where  a qualified  health  educator  would  use  a 
variety  of  methods  to  inform:  audiovisual  aids, 
brochures,  conversation,  group  meetings. 

Programmed  instruction  is  causing  quite  a stir 
in  the  educational  world.  On  a trial  basis  now  is 
programming  for  the  instruction  of  diabetic  pa- 
tients. .An  oversimplified  explanation  is  that  a 
machine  presents  information  and  then  gives  a 
test  which  the  patient  takes  by  pressing  appro- 
priate buttons.  If  an  incorrect  answer  is  given,  he 
must  go  over  the  material  again  before  he  can 
proceed. 

If  the  busy  doctor  does  not  have  time  to 
talk  at  length  to  his  patients  in  the  hospital,  has 
he  considered  the  possibility  of  initiating  closed 
circuit  television  programs  within  the  institution? 
General  information  has  been  successfully  given 
on  baby  care,  diet  instruction  for  diabetics,  ways 
of  living  for  heart  patients,  emphasis  on  rehabili- 
tation for  stroke  patients.  This  medium  has  also 
been  used  to  point  out  the  contribution  of  the 
various  departments  in  the  hospital  in  helping 
the  patient  to  get  well.  These  programs  should 
inform  the  patient  as  well  as  engross  the  relatives 
who  frequently  are  in  greater  need  of  under- 
standing and  support  than  the  patient.  Doctors 


292 


Volume  51 /Number  5 


and  nurses  can  be  taught  to  operate  the  tele- 
casting equipment. 

And  speaking  of  relatives,  they  might  be  in- 
terested in  touring  a hospital  health  museum. 
The  second  in  the  country  was  recently  installed 
in  a Reading,  Pennsylvania,  hospital.  Twenty-five 
exhibits  have  been  set  up.  The  stated  purpose 
is  to  help  patients  and  their  families  by  giving  a 
better  understanding  of  illnesses  and  treatment 
and  of  what  they  can  do  to  hasten  recovery. 

If  the  doctor  is  a participant  in  any  public 
health  clinics,  he  will  learn  to  advise  and  depend 
upon  public  health  nurses,  particularly  in  their 
work  in  maternal  and  well  child  clinics.  Fre- 
quently a series  of  classes  is  set  up  which  am- 
plifies the  doctor’s  teaching.  If  30  patients  at- 
tend the  clinic,  while  15  are  being  seen  by  the 
physician,  the  other  15  are  seeing  a motion  pic- 
ture, watching  a demonstration  or  discussing  com- 
mon problems  under  the  leadership  of  a public 
health  nurse  or  health  educator. 

Some  physicians  or  their  office  nurses  hold 
classes  one  night  a week  in  their  offices  for  se- 
lected patients.  Antepartum  patients  and  their 
husbands  are  a natural  for  this  kind  of  teaching, 
especially  effective  in  natural  childbirth. 


Microcosms,  Molecules 

“Encephalitis  virus,  fluorescent  microscope, 
autoanalyzer” — research  curiosities  of  10  years 
ago — are  becoming  integral  parts  of  the  public 
health  laboratory  program  of  today. 

In  the  field  of  clinical  chemistry,  automated 
instruments  have  provided  the  capacity  for  per- 
forming large  volumes  of  highly  reproducible  tests 
with  a tremendous  saving  of  time  and  effort.  Such 
equipment,  used  effectively  in  diabetes  and  heart 
disease  control  programs,  will  undoubtedly  be 
applied  to  the  early  detection  of  these  and  other 
chronic  diseases  once  the  yardsticks  for  their 
measurement  have  been  defined  by  the  research 
scientist.  Probably  the  greatest  potential  use  of 
these  “mass-production”  instruments  will  be  real- 
ized in  the  so-called  “multiphasic  screening  pro- 
grams” of  the  future  in  which  “health  profiles” 
of  population  groups  will  be  obtained  from  an 
analysis  of  appropriate  clinical  and  laboratory 
screening  tests.  Cases  uncovered  by  these  proce- 


A careful  consideration  of  the  reading  matter 
provided  for  the  patients  in  his  office  should  be  a 
responsibility  of  the  physician.  Most  of  Florida’s 
county  health  departments  are  glad  to  supply 
the  doctor’s  office  with  many  different  attractive 
brochures;  some  drug  and  insurance  firms  will 
provide  excellent  pamphlets  devoid  of  advertising. 

People  are  much  more  sophisticated  about 
health  matters  than  they  used  to  be.  Research 
has  shown  that  doctors  generally  underrate  pa- 
tients in  assessing  what  health  knowledge  they 
have  and  tend  to  be  too  elementary  in  their  ex- 
planation. And  we  are  passing  from  a medicine  in 
which  you  do  something  to  a patient  into  medi- 
cine in  which  we  must  do  something  with  the  pa- 
tient and  in  which  he  must  do  much  more  on  his 
own. 

The  busy  physician  can  save  time  and  gain 
friends  (as  well  as  educate)  if  he  will  begin  where 
his  patients  are — that  is,  sit  and  listen  for  a few 
moments  to  what  information  or  misinformation 
the  patient  has — and  carry  on  from  there. 

Looks  as  if  we  are  heading  toward  a 35  hour 
day! 

Elizabeth  Reed 
Health  Education 


and  Gadgets 

dures  will  be  referred  to  private  physicians  for 
further  study  in  private  laboratories. 

Instrumentation  has  further  broadened  the 
scope  of  the  public  health  chemist  who  must  pro- 
vide laboratory  support  to  physicians  and  agen- 
cies charged  with  the  responsibility  of  enforcing 
medicolegal  statutes  and  regulations.  In  order  to 
meet  these  needs  he  is  equipped  to  perform  such 
complex  procedures  as  toxicological  e.xaminations, 
drug  and  narcotic  identification,  and  blood  al- 
cohol analyses.  Similarly  the  laboratory  has 
“tooled-up”  to  cope  with  new  problems  associ- 
ated with  surveillance  of  the  environment  for  in- 
dustrial and  radiological  pollutants.  It  is  impor- 
tant to  note  that  the  latter  program  has  also 
served  to  establish  a civil  defense  capability  for 
detecting  chemical  and  radiological  warfare  agents 
in  the  event  of  a national  emergency. 

The  public  health  microbiologist,  faced  with 
the  related  problem  of  providing  the  means  for 
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prompt  identification  of  biological  warfare  agents,, 
is  also  concerned  with  the  development  of  more 
rapid  and  accurate  methods  for  use  in  the  routine 
diagnostic  laboratory.  Perhaps  the  most  promis- 
ing tool  which  has  been  devised  for  this  purpose 
is  the  fluorescent  microscope.  Employing  fluo- 
rescein-labeled specific  antibody  or  antigen  it  is 
possible  with  this  instrument  to  identify  quickly 
microorganisms  in  pathologic  tissues  or  in  cultures 
and  to  detect  humoral  antibodies  as  well.  In  the 
public  health  laboratories  of  Florida,  these  pro- 
cedures are  being  used  in  the  diagnosis  of  rabies, 
streptococcal  disease,  syphilis,  gonorrhea  and  tox- 
oplasmosis. As  research  in  this  area  progresses, 
it  should  be  possible  to  implement  the  labora- 
tory of  the  future  with  a “battery”  of  such 
reagents  sufficient  to  meet  the  needs  of  routine  as 
well  as  emergency  situations. 

It  should  be  mentioned  that  automated  test 
procedures  hav'e  appeared  in  the  bacteriology 
laboratory  a$  well.  Food  products  may  be  rapid- 
ly screened  for  “additives”  by  means  of  a sim- 
plified disk-plate  method  employing  Bacillus  sub- 
tilis  as  a test  organism.  A variation  of  this  tech- 
nique has  been  successfully  applied  to  the  detec- 
tion of  phenj’lketonuria  in  infants.  The  latter  ap- 
pears to  be  a forerunner  of  tests  designed  to  de- 
tect inborn  errors  of  metabolism  associated  with 
mental  retardation. 

In  the  field  of  virology,  a significant  break- 
through occurred  when  it  was  found  that  the 
polioviruses  could  be  readily  propagated  in  cell 
cultures  derived  from  human  or  animal  tissues. 
Subsequent  widespread  use  of  the  tissue  culture 


method  for  virus  isolation  has  led  to  the  discov- 
ery of  a host  of  previously  unknown  agents  in- 
cluding the  ECHO  and  adenoviruses.  The  com- 
bination of  this  versatile  technique  with  serologic- 
al procedures  such  as  the  complement-fixation, 
hemagglutination,  and  serum  neutralization  tests 
has  made  it  practical  to  offer  the  private  prac- 
titioner a relatively  comprehensive  viral  diag- 
nostic service. 

Following  the  1962  epidemic  of  St.  Louis 
encephalitis  in  the  Tampa  Bay  area,  virological 
laborator}'  facilities  were  expanded  to  support  an 
investigation  of  the  causative  factors  of  that  out- 
break. These  efforts,  which  are  being  concen- 
trated in  the  four  county  area  where  the  epidemic 
occurred,  are  being  supplemented  by  a statewide 
encephalitis  surveillance  program  as  well.  The 
focal  points  of  these  investigations  are  the  report- 
ing of  human  cases  by  the  practicing  physician 
and  the  laboratory  identification  of  the  causative 
virus  from  appropriately  collected  specimens.  This 
information,  when  correlated  with  data  obtained 
on  the  distribution  of  these  viruses  in  nature, 
should  point  the  way  to  prevention  of  future  out- 
breaks. 

These  developments  typify  the  effect  of  some 
of  the  dramatic  technical  advances  taking  place 
in  our  times.  Paradoxically,  the  future  activities 
of  the  public  health  laboratory  may  well  be  re- 
lated to  problems  created  by  the  mechanized 
world  of  tomorrow. 

Warren  R.  Hoffert 

Laboratory 


Where  Do  Your  Patients  Work? 


As  we  travel  Florida’s  highways,  we  note  that 
our  state  is  undergoing  a change  of  face.  Ev'ery- 
where  we  see  construction  and  progress.  New 
highways  are  being  built,  new  homes  are  under 
construction,  business  and  industrial  establish- 
ments are  being  erected  at  a rapid  pace.  With 
these  changes  come  a variety  of  problems.  Many 
of  these  problems  have  serious  health  implica- 
tions. Highway  traffic  is  delayed  or  detoured; 
the  resulting  impatience  and  frustration  lead  to 
accident  and  injury.  Some  homes  are  erected 
without  proper  attention  being  given  to  those  de- 
tails of  construction  that  help  assure  the  safety 


and  well-being  of  the  homemaker.  Business  and 
industrial  establishments  moving  into  new  quar- 
ters find  themselves  beset  with  numerous  sched- 
uling and  getting-settled  problems;  with  normal 
routines  and  behavior  patterns  disturbed,  the 
probability  of  injury  due  to  accident  is  enhanced. 
Land  formerly  used  for  agriculture  or  scrub  oaks 
in  Florida  is  being  converted  to  use  by  the  multi- 
tude of  industries  supporting  the  space  program. 
Areas  once  relying  heavily  on  tourism  for  income 
are  actively  seeking  electronics.,  plastics,  plating, 
smelting,  air  conditioning  and  other  types  of  in- 
dustries. Each  of  these  types  of  industries  brings 
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with  it  a potential  for  environmental  health  haz- 
ards. These  may  be  extramural,  as  in  the  case 
of  air  or  stream  pollution;  or  intramural,  such  as 
the  hazards  of  occupational  diseases  associated 
with  exposure  to  chemicals  (metal  fumes,  solvent 
vapors  and  others)  or  physical  agents  (extremes 
of  temperature  or  humidity,  excessive  noise  and 
others).  The  alert  private  physician  will  do  well 
to  inquire  closely  into  the  occupation  of  his  pa- 
tient, particularly  in  puzzling  cases,  and  to  con- 
sult his  county  health  officer  as  to  the  health 
problems  presented  by  a particular  occupation. 

The  Florida  Development  Commission  has  re- 
ported Florida  became  the  ninth  most  populous 
state  in  the  union  in  1961.  On  July  1 of  that 
year  Florida’s  population  was  estimated  at  5,222,- 
000,  and  it  is  estimated  that  the  population  will 
reach  8,000,000  by  1970.  About  50  per  cent  of 
Florida’s  population  is  in  the  employable  age 
group,  19  to  64  years;  and  about  75  per  cent  is 
classified  as  urban.  Nearly  4,000,000  live  in  those 
counties  below  the  southern  boundaries  of  St. 
Johns,  Putnam,  Alachua  and  Levy  counties.  The 
sheer  impact  of  the  coming  of  the  space  age  to 
Florida  is  emphasized  in  the  following  figures 
comparing  population  figures  for  Brevard  County 
with  those  for  the  whole  state. 


Year 

Brevard  Oounty 

Florida 

1940 

16,000 

1,897,000 

1950 

23,600 

2,771,000 

1960 

111,400 

4,952,000 

In  the  past  15  years,  advances  in  technology 
have  decreased  the  relative  importance  of  some 
occupational  diseases,  have  had  little  effect  on 
some,  and  have  increased  the  relative  importance 
of  others.  Citrus  dermatitis  from  sectionizing 
fruit  is  relatively  rare  today  because  of  the  low 
demand  for  canned  fruit  sections  following  the 
advent  of  the  fresh  frozen  product.  Other  prob- 
lems have  shown  little  change  in  relative  impor- 
tance, having  grown  with  the  state.  Among  these 
are:  lead  exposures  of  smelting  and  battery 


plant  operators,  solvent  exposures  of  degreasing  or 
dry  cleaning  operators,  dust  exposure  of  foundry, 
cement  or  stone-cutting  workers,  and  exposures  to 
soaps  and  other  cleaning  compounds  of  restaurant 
workers. 

In  recent  years,  we  have  encountered  several 
instances  where  the  changes  accompanying  prog- 
ress have  resulted  in  the  conversion  of  a potential 
occupational  health  hazard  into  a very  real  occu- 
pational health  problem.  For  example,  a small, 
well  established  business,  after  being  located  in  one 
place  for  many  years,  found  it  economical  to  move 
to  new  quarters,  to  install  new  equipment  and  to 
add  air  conditioning  (primarily  for  employee  com- 
fort). In  the  old  plant,  before  prosperity  set  in, 
windows  were  kept  open  almost  all  year  round 
and  fans  were  operated  as  necessary  for  comfort 
cooling,  so  that  vapors  of  airborne  contaminants 
such  as  solvents  and  cleaning  fluids  seldom  built 
up  to  hazardous  concentrations.  In  the  tightly  but- 
toned-up,  completely  air-conditioned  new  plant, 
however,  where  air  was  recirculated  for  economy 
of  operation  of  the  air-conditioning  system,  con- 
centrations of  contaminants  reached  hazardous 
levels.  Usually,  we  have  found  that  the  simple 
expedient  of  providing  make-up  air  to  the  system 
prevents  concentrations  from  building  up  to  dan- 
gerous levels. 

There  is  some  evidence  that  extremely  dry  air, 
such  as  that  encountered  in  homes  heated  in  the 
winter  with  hot  air  and  to  a lesser  extent  in  resi- 
dences or  businesses  which  are  air-conditioned  in 
the  summertime,  can  lead  to  respiratory  distress 
in  some  persons. 

The  establishment  of  each  new  industry, 
though  cause  for  rejoicing  as  the  state’s  coffers 
are  replenished,  must  also  be  regarded  as  a pos- 
sible breeding  ground  for  new  occupational  health 
hazards. 

H.  Grady  Callison 

Radiological  and 

Occupational  Health 


SPEED  UP  REGISTRATION 
HAVE  YOUR  BADGE  STAMPED  BY  MACHINE 
BRING  YOUR  PLASTIC  MEMBERSHIP  CARD  TO 
THE  ANNUAL  MEETING,  MAY  7-10,  HOLLYWOOD 
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Food  Facts 

They  Are  Not  Simple  Any  More 


When  you  prescribe  a diet  for  your  patient, 
when  you  yourself  go  out  to  eat  in  a restaurant, 
when  your  family  sits  down  to  a meal  at  home 
10  or  15  years  from  now,  can  you  be  sure  just 
what  is  in  the  foods  eaten  and  what  the  effect 
will  be  on  the  individual?  Will  he  be  oversupplied 
with  some  nutrients,  undersupplied  with  others 
and,  in  addition,  have  a generous  sprinkling  of 
additives  other  than  nutrients? 

Have  you  been  keeping  up  with  the  growing 
accumulation  of  data  on  food  additives?  What 
about  our  increasing  use  of  food  supplements? 
Do  you  keep  abreast  of  the  research  on  what  used 
to  be  the  simple  foodstuffs — fat,  protein,  carbo- 
hydrate? Is  “overnutrition”  just  a term,  or  does 
it  really  have  meaning  for  the  next  generation  and 
the  next?  Nutrition  has  been  implicated  as  etio- 
logic  in  a variety  of  chronic  diseases  in  which  the 
threat  appears  to  be  overnutrition  rather  than 
undernutrition. 

These  and  many  other  questions  come  to  mind 
when  we  begin  to  consider  nutrition  in  the  future. 
Not  very  long  ago,  we  were  content  to  discuss 
nutrition  in  terms  of  a balanced  diet,  the  basic 
four  food  groups,  three  good  meals  a day  and 
similar  phrases.  Today,  we  are  more  cognizant 
of  the  inter-relationship  of  nutrients,  of  timing 
in  relation  to  kinds  of  food  eaten,  of  metabolic 
differences  in  response  to  food  eaten,  of  adapting 
food  to  metabolic  deficiencies,  of  inborn  errors  of 
metabolism,  of  the  psychologic  implications  of 
food.  We  are  also  aware  of  the  rapid  changes  in 
food  processing  and  the  strides  in  food  technology 
with  even  more  accomplishments  to  come  in  the 
near  future.  To  select  food  intelligently,  we  must 
know  more  about  it  and  teach  our  patients  more 
about  it. 

If  we  are  continually  extending  man’s  life,, 
then  is  it  not  our  responsibility  to  find  ways  and 
means  of  increasing  man’s  active,  productive  years 
and  to  make  those  years  enjoyable  ones  insofar 
as  good  health  can  do  so? 

Today  in  Florida,  we  see  a goodly  number  of 
people  celebrating  their  eightieth,  eighty-fifth  and 
ninetieth  birthdays,  but  we  also  see  far  too  many 
who  have  little  cause  to  celebrate  such  events 


though  chronologically  they  have  reached  that 
time.  These  numbers  are  going  to  multiply  in 
the  years  ahead  and  it  is  up  to  us  to  set  the  sig- 
nal lights  for  the  direction  in  which  we  want  to 
go.  Diet  is  one  of  the  important  factors  which 
we  need  to  consider  in  relation  to  longevity  and 
health.  Studies  suggest  the  significance  of  poor 
nutrition  in  early  years  to  degenerative  disorders 
which  mark  the  onset  of  senescence.  Long  time 
dietary  patterns  may  affect  enzyme  systems  which 
undoubtedly  are  closely  related  to  the  aging 
process. 

Many  of  the  chronic  diseases  have  a distinct 
dietary  component  and  as  our  scientific  knowl- 
edge increases  in  respect  to  this  component,  we 
must  translate  such  knowledge  into  everyday 
foods  and  meals  for  the  lay  public.  This  is,  in- 
deed, an  area  where  a little  knowledge  is  a danger- 
ous thing,  for  have  you  ever  seen  anyone  who 
did  not  have  something  to  say  about  his  beliefs 
and  ideas  on  diet?  And,  of  course,  most  of  this 
comes  from  popular  magazines,  television  and 
newspapers  plus  a goodly  assortment  of  food 
quacks.  Why?  Because  doctors  and  other  profes- 
sional personnel  have  been  “too  busy”  to  take  time 
to  interpret  the  situation  correctly  and  in  simple 
terminology.  Would  you  not  be  confused,  too,  if 
all  you  had  to  rely  on  were  the  popular  sales 
talks  on  unsaturated  fats?  The  issue  is  confused 
enough,  scientifically  speaking. 

The  area  of  diet  and  nutrition  has  been  left 
to  take  care  of  itself  too  long  and  we  have  seen 
some  of  the  consequences  in  both  health  and 
money.  Billions  of  dollars  are  wasted  on  food 
fads  and  quackery.  We  can  only  guess  at  the 
extent  of  injury  to  the  health  of  the  nation. 

The  physician,  who  makes  up  diet  lists  for 
his  patients  and  who  must  laboriously  explain 
why  it  is  important  that  they  be  followed,  will 
have  to  be  prepared  to  answer  the  intelligent 
questions  fired  at  him  by  today’s  inquiring  public. 
The  information  is  available — if  he  wishes  to 
use  it. 

Mary  Brice  Deaver 

Nutrition 
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W astes  - W astes  - W astes! 


As  Florida  grows,  so  do  her  public  health 
problems.  Multiply  the  number  of  people  and 
you  multiply  health  conditions  which  occur  as  the 
result  of  proximity — and  disposal  of  all  types  of 
wastes,  human  and  industrial.  These  in  turn  lead 
to  the  knotty  problems  of  municipal  wastes,  air 
and  stream  pollution,  and  industrial  wastes. 

The  biggest  headache  is  that  of  municipal 
wastes.  In  Florida,  the  major  advances  in  the 
collection  and  adequate  treatment  of  these  prod- 
ucts has  taken  place  since  the  close  of  World  War 
II.  This  period  also  corresponds  to  the  most  rapid 
growth  of  population  of  the  state  and  to  the 
change  from  a rural  state  to  one  which  is  pre- 
dominantly urban. 

The  early  concept  of  sewage  disposal  was 
based  upon  the  ability  of  nature  to  assimilate 
organic  matter  and  make  it  inoffensive.  This  con- 
cept utilized  water,  but  this  is  no  longer  ac- 
ceptable because  our  waterways  can  assimilate 
just  so  much  waste.  Also  recreational  and  other 
uses  of  water  have  increased  fantastically  in  re- 
cent years. 

Florida  used  to  be  known  as  the  septic  tank 
state,  but  as  people  moved  closer  and  closer  to- 
gether, and  particularly  when  they  moved  into 
communities  on  a lot-by-lot  basis,  it  became  nec- 
essary to  provide  sanitary  sewerage  systems.  But 
with  much  of  the  new  housing  being  constructed 
beyond  existing  city  limits,  it  was  not  always  jx)- 
litically  or  economically  acceptable  to  extend  this 
service  to  the  developing  area.  Today  many 
builders  begin  their  planning  with  consideration 
of  a pure  water  supply  and  a satisfactory  sewer- 
age system,  but  still  approximately  one  third  of 
h'lorida’s  people  live  in  areas  where  there  is  no 
system  or  an  inadequate  one. 

There  must  be  e.xpansion  of  existing  systems 
to  meet  Florida’s  growing  needs,  as  well  as  the 
building  of  new  facilities.  In  order  to  bring  this 
about  it  may  be  necessary  to  have  countywide 
water  and  sewer  authorities,  particularly  in  the 
more  densely  populated  areas.  The  treatment  of 
municipal  wastes  must  have  the  highest  priority 
if  our  water  resources  are  to  be  conserved  and 
protected.  Every  physician  and  ])ublic  health 
authority  lives  in  dread  of  the  possibility  of  out- 
breaks of  water-borne  diseases. 

We  beg  and  cajole  industries  into  putting 
down  roots  in  Florida — only  to  discover  that  in- 


dustrial wastes  may  make  us  wish  we  had  looked 
the  gift  horse  in  the  mouth.  The  characteristics 
of  these  wastes  are  so  varied  that  one  can  say 
that  the  only  thing  you  will  find  in  common  is 
their  variation. 

Where  do  these  wastes  come  from?  About  70 
per  cent  of  the  supply  of  phosphate  in  the  United 
States  is  found  in  a 500  square  mile  area  in  Polk 
County.  The  citrus  industry  of  Florida  consti- 
tutes 80  per  cent  of  the  national  total.  In  1959 
Florida  produced  more  wood  pulp  than  any  other 
state.  These  figures  please  us  until  we  remember 
that  the  three  mentioned,  out  of  thousands  of 
smaller  industries,  produce  considerable  amounts 
of  waste  waters. 

Some  wastes  are  quite  poisonous  to  man  and 
beast.  Electroplating  produces  wastes  of  such 
characteristics.  Cyanide,  in  various  forms,  is  an 
e.xcellent  material  for  plating  solutions.  Unfortu- 
nately, it  is  also  deadly  to  man,  animals  and  ma- 
rine life. 

Methods  can  be  introduced  which  can  greatly 
lessen  the  amount  and  strength  of  almost  any  in- 
dustrial wastes  which  are  released.  But  in  most 
instances  these  methods  will  be  costly  with  little 
return — except  protection  of  the  public’s  health. 
Only  occasionally  is  a by-product  evolved  that 
helps  pay  for  the  cost  of  waste  treatment.  Cow- 
feed  from  citrus  pulp  is  one  e.xample. 

Many  industries  like  to  locate  on  waterways 
and  in  Florida;  the  larger  communities  have  also 
been  located  there.  The  early  Spanish  explorers, 
whose  favorite  mode  of  travel  was  ships,  sailed 
into  our  bays  and  up  our  rivers  and  established 
colonies  and  towns.  Wherever  there  has  been  a 
body  of  water,  man  has  immediately  thought  of 
its  use  for  the  dispo.sal  of  wastes.  In  this  vein, 
Florida  with  its  rapid  growth  of  population  and 
industry  immediately  following  World  War  II  saw 
its  waterways  become  grossly  polluted. 

Stream  pollution  was  once  related  primarily 
to  domestic  wastes,  but  now  we  are  concerned  with 
pollutants  which  are  difficult  to  identify  and 
whose  long  term  effects  have  not  yet  been  deter- 
mined. Sometimes  we  know  how  to  reduce  the 
strength  of  organic  pollutants;  in  some  instances, 
we  even  know  how  to  neutralize  or  eliminate 
chemical  pollutants.  It  is  difficult,  however,  to 
keep  pace  with  the  variety  and  complexity  of  the 
products  of  modern  day  chemistr}'. 
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Another  major  factor  is  the  need  for  clean 
waters  to  satisfy  the  opportunities  for  fishermen, 
boating  enthusiasts,  swimmers  and  just  plain  ev- 
eryday people  who  desire  to  live  near  the  water. 

The  backbreaking  job  is  to  persuade  people 
and  industries  to  spend  vast  sums  of  money  for 
benefits  that  are  not  easily  visualized.  A tax-pay- 
ing public  can  see  highways,  sidewalks  and  street 
lights,  but  the  installation  of  a s\’stem  of  pipes 
underground  or  a sewage  treatment  plant  hidden 
in  the  woods  does  not  impress  people. 

Prodding  city  or  county  officials  to  undertake 
a program  involving  a bond  issue  or  other  means 
of  raising  revenue  is  not  easy.  Every  citizen  must 
feel  he  has  a stake  in  the  matter  and  the  more 
articulate  and  influential  must  be  heard  in  sup- 
port. Physicians  are  first  among  these.  Many  to- 
day are  serving  on  city  councils  or  citizens  com- 
mittees and  can  lend  their  voice  in  support. 

In  talking  about  wastes,  we  cannot  stop  with- 
out mentioning  another  that  has  a tremendous 
potential  for  damage  both  to  man  and  his  en- 
vironment— air  pollution.  It  is  true  that  much 
of  the  evidence  concerning  long  term  effects  of  air 
pollutants  is  circumstantial;  yet  incriminating  evi- 
dence continues  to  mount.  It  has  been  demon- 
strated that  rural  dwellers  are  less  likely  to  have 
lung  cancer,  bronchitis  and  respiratory  diseases 
than  those  who  live  in  urban  areas.  At  infrequent 
intervals  dramatic  disasters  call  our  attention  to 


this  hazard.  The  names  of  Donora,  Pennsylvania, 
Meuse  Valley,  Belgium,  and  London,  England, 
bring  to  mind  the  many  who  died  and  the  many 
more  who  became  ill.  These  resulted  from  un- 
favorable topography,  bad  weather  conditions  and 
high  concentrations  of  air  pollutants. 

Air  pollution  can  destroy  vegetation  and  is  said 
to  be  harmful  to  cattle.  The  villain  is  sometimes 
smelter  gases.  Here  in  Florida  fluorides  and  sulfur 
oxides  have  been  responsible.  But  what  about  the 
long  term  effects  of  low  concentrations,  as  well  as 
the  more  dramatic  cases?  Areas  that  are  affected 
may  vary  from  time  to  time  due  to  wind  direc- 
tions and  velocity.  This  variation  makes  the  solu- 
tion of  the  problem  much  more  difficult. 

We  may  say  that  air  is  free — but  is  it?  We 
must  emphasize  to  the  industries  within  our  gates 
that  we  need  and  want  them,  but  they,  too,  must 
bear  the  responsibility  for  keeping  our  commu- 
nities desirable,  healthy  places  in  which  to  live. 

What  does  the  foregoing  add  up  to?  Concen- 
trations of  people  and  industries  produce  wastes — 
potential  hazards  to  health  if  they  are  not  rec- 
ognized early,  or  better  yet,  prevented  before  they 
become  dangerous.  Health  departments  in  Florida 
need  the  cooperation  of  private  physicians  who 
will  be  among  the  first  to  recognize  this  threat. 

D.avid  B.  Lee 
Sanit.ary  Engineering 


New  Vistas  For  The  Mentally  Retarded 


“Mentally  retarded” — what  bleak  associations 
these  two  words  bring.  Dreary  corridors,  insen- 
sitive attendants,  children  who  are  “put  away,” 
adults  who  are  never  mentioned  by  their  families. 
Common  associations  all,  and  even  today  fre- 
quently too  apt.  But  as  in  so  many  other  hope- 
less areas,  the  exciting  new  biology  of  medicine  is 
bringing  changes  not  only  from  year  to  year  but 
from  month  to  month  in  our  basic  concepts. 
Many  of  the  advances  in  general  medicine,  while 
not  aimed  specifically  at  preventing  mental  re- 
tardation but  rather  at  preserving  life,  have  hap- 
pily proved  to  function  in  this  fashion  as  “side 
effects.”  Consider,  for  example,  the  prevention 
of  kernicterus  with  its  severe  and  permanent 
mental  sequelae  by  the  prompt  and  judicious  use 
of  exchange  transfusions  in  the  erythroblastotic 
infant.  Or  speculate  upon  how  many  patients 
with  bacterial  meningitis  vigorously  treated  with 


antibiotics  have  escaped  the  deficits  of  intellect 
which  so  often  occurred  in  survivors  before  these 
drugs  were  available. 

A real  impetus  has  come  with  the  elucidation 
of  the  defects  in  the  so-called  “molecular  diseases” 
— the  understanding  of  the  role  of  enzymatic  de- 
ficiencies in  such  metabolic  diseases  as  phenylke- 
tonuria, galactosemia  and  others  which  has  made 
treatment  by  means  of  diet  substitutions  possible. 
Chromosomal  studies  have  shed  much  light  on  the 
subject  of  mongolism  and  have  shown  a distinction 
between  familial  and  nonfamilial  types,  making 
possible  realistic  family  counseling  as  to  the  risks 
to  future  children.  Hope  ran  high  for  a time  that 
some  type  of  cell  manipulation  might  even  bring 
chromosomal  disorders  under  the  control  of  man. 
Impossible  as  it  seems  now,  we  have  but  to  recall 
the  other  fancies  and  impossibilities  which  are  now 
accepted  as  commonplace. 
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But  there  are  counterbalancing  factors.  Bet- 
ter medical  treatment,  parado.xical  though  it  may 
seem,  is  contributing  in  some  ways  to  an  increased 
number  of  defectives  in  the  population.  The  sal- 
vage rate  of  premature  infants,  and  other  babies 
with  obstetrical  complications  resulting  in  brain 
damage,  is  much  higher  than  formerly  and  un- 
fortunately the  prognosis  for  mental  development, 
especially  for  prematures,  is  now  shown  not  to  be 
as  hopeful  as  we  once  thought.  Treatment  of  the 
metabolic  diseases,  such  as  phenylketonuria,  con- 
trols only  the  symptoms  and  does  not  affect  the 
basic  abnormality.  It  follows  that  persons  who 
once  would  have  been  segregated  in  institutions 
because  of  gross  mental  incompetency  will  now 
be  capable  of  normal  lives,  reproducing  and  add- 
ing to  the  genetic  pool  in  society.  Carrier  rates 
necessarily  will  rise  steeply,  .'\lready  as  a result 
of  more  extensive  casefinding,  we  are  having  to 
revise  upward  our  estimates  of  incidence. 

Services  in  our  mental  hospitals,  unlike  our 
tuberculosis  hospitals,  must  be  expanded  rather 
than  decreased.  It  is  an  obvious  cliche  to  say 
that  we  need  more  institutions,  more  and  better 
trained  personnel.  There  is  nothing  new  in  the 
concept,  although  it  is  part  of  the  new  order  of 
change,  that  we  need  smaller,  cottage-type  insti- 
tutions, halfway  houses,  shops  and  equipment  for 
rehabilitation  (or  perhaps  it  would  be  more  accu- 
rate to  call  it  “habilitation”)  services.  The  plan- 
ning for  satellite  treatment  centers,  clustered 
around  our  central  institutions,  is  a forward  move. 
Development  of  special  classes  for  retarded  chil- 
dren either  as  part  of  public  school  systems  or 
as  projects  of  voluntary  groups  at  the  commun- 
ity level  is  coming  to  be  regarded  as  a nece.ssity 
by  local  citizens. 

It  is  certain  that  the  more  and  better  the 
.services  offered,  the  greater  will  be  the  demand 
from  our  citizens  who  want  to  take  advantage  of 
them.  The  dollars  and  cents  cost  for  all  these 
services  is  great.  Clearly,  the  more  money  we  can 
spend  for  the  retarded,  the  more  elaborate  our 
facilities  can  be.  But  money  so  spent  is  money 
that  cannot  be  spent  for  something  else.  Much 
as  we  wish  to  meet  these  obligations,  we  must  be 
realistic.  If  such  a disprojwrtionate  amount  is 
S|)ent  that  it  results  in  the  curtailment  of  educa- 
tional opportunities  for  unusually  bright  children 
or  other  needed  health  services  for  normal  per- 
sons, it  is  certainly  not  j^rudent.  We  must  be 
compassionate  on  one  hand,  but  on  the  other 
hand  realistic  and  tough-minded  if  we  are  to 


strike  the  proper  balance.  It  is  here  that  the 
civic-minded  physician  can  make  a great  contribu- 
tion. By  virtue  of  his  specialized  knowledge  and 
position  in  the  community,  he  can  help  to  keep 
the  problem  and  its  potential  solutions  in  balance. 

It  would  seem,  therefore,  that  the  most  pro- 
ductive money  we  could  spend  would  be  that 
aimed  at  keeping  people  out  of  our  institutions. 
•All  our  e.xciting  new  medical  discoveries  will  be 
the  more  gratifying  if  we  can  put  them  to  the 
greatest  possible  use.  Already  they  point  out  a 
number  of  measures  we  must  adopt. 

We  must  have  basic  diagnostic  centers  avail- 
able. It  is  no  longer  sufficient  merely  to  describe 
a patient  as  “retarded.”  We  must  know,  insofar 
as  it  can  be  determined,  how  retarded  he  is,  why 
he  is  retarded  and  what  is  his  potential  achieve- 
ment level.  Misdiagnosed  patients  must  not  be 
placed  in  our  institutions,  labeled  as  mentally  re- 
tarded, when  actually  they  may  be  victims  of 
psychic,  emotional  or  sensory  disorders. 

We  must  plan  for  adequate  casefinding,  en- 
couraging the  use  of  simple  screening  tests  for 
metabolic  diseases,  such  as  urine  testing  for 
phenylketonuria  ( PKU ) in  physicians’  offices  and 
public  health  clinics.  Such  tests  for  infants  are 
a legal  requirement  in  some  states. 

We  must  be  prepared  to  offer  genetic  counsel- 
ing on  a realistic  and  scientific  basis.  This  in- 
volves the  training  of  personnel  in  the  understand- 
ing of  biochemical  genetic  disease.  It  necessitates 
the  study  of  families  of  the  retarded,  as  well  as 
the  patients  themselves. 

We  must  take  a more  realistic  attitude  to- 
ward sterilization  and  under  the  right  circum- 
stances accept  it  as  a sensible  tool. 

We  must  maintain  central  registries  of  pa- 
tients with  long  term  and  metabolic  diseases.  We 
will  be  disappointed  if  we  e.xpect  sudden  gains 
from  these,  but  they  can  be  invaluable  as  sources 
of  Information  for  geneticists  in  the  future.  Epi- 
demiological patterns  may  emerge  and,  in  any 
case,  valuable  genetic  data  will  be  collected  which 
may  prove  of  greatest  value  to  future  genera- 
tions. Fanciful  as  it  seems  now,  it  may  well  be 
that  the  newborn  infant  of  the  future  will  be 
routinely  subjected  to  a battery  of  metabolic  and 
genetic  studies  which  will  predict  much  of  his 
future  medical  history. 

We  must  improve  our  education  concerning 
mental  retardation  in  the  medical  schools.  Young 
physicians  must  be  prepared  to  evaluate  mental- 
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ly  retarded  patients  and  must  be  able  to  judge 
rationally  which  patients  should  be  institution- 
alized and  which  will  benefit  from  the  stimula- 
tion of  home  care.  Parents  must  not  be  urged 
hastily  to  institutionalize  young  infants  to  spare 
themselves  future  pain,  but  must  be  guided  to 
offer  their  retarded  offspring  the  benefit  of  a lov- 
ing home  life  when  appropriate  and  to  accept 
professional  aid  when  needed. 

Finally,  we  must  strengthen  our  facilities  for 
prenatal  care,  particularly  in  the  lower  socio- 
economic groups,  in  an  effort  to  cut  down  the 
high  incidence  of  prematurity  with  its  adverse 
effect  on  developmental  potential. 

Makilynn  Miles 
Maternal  and 
Child  Health 


Radiation  Problems 

In  less  than  three  generations,  one  use  of  one 
type  of  radiation  source  has  become  so  important 
that  it  currently  produces  a piopulation  exposure 
one  third  of  the  recommended  limit.  This  limit 
specifies  that  the  average  per  capita  genetic  dose 
to  the  population  to  age  30  should  not  exceed  13 
rems  (a  unit  of  radiation  dose).  This  radiation 
use  which  has  grown  so  is  that  of  x-ray  diagnosis 
in  the  healing  arts;  its  current  contribution  ap- 
proximately equals  that  which  the  human  race  has 
always  received  from  natural  background  radia- 
tion. At  the  present  time,  fallout,  the  operation  of 
nuclear  reactors,  the  industrial  and  research  uses 
of  radiation  sources  and  the  medical  use  of  ra- 
dioisotopes contribute  less  than  1 per  cent  of  the 
limit.  The  sum  of  all  these  exposures  leaves,  at 
the  present  time,  approximately  one  third  of  the 
recommended  population  e.xposure  limit  as  a re- 
serve within  which  the  benefits  of  nuclear  energy 
can  be  reaped  without  paying  an  unacceptable 
biological  price. 

Exposure  incident  to  diagnostic  x-ray  use  fre- 
quently can  be  reduced  without  affecting  the 
quality  of  the  examination.  One  of  the  major 
continuing  programs  of  the  State  Board  of  Health 
is  the  consultation  with  users  of  x-ray  machines 
to  assist  them  in  reduction  of  exposures  to  them- 
selves, their  patients  and  the  public.  A statewide 
coverage  of  dental  offices  is  nearly  complete  and 
coverage  of  other  x-ray  offices  has  extended  to 


about  one  half  of  the  state.  The  physician  him- 
self can  participate  in  assuring  that  the  benefit 
derived  from  proper  x-ray  diagnosis  outweighs 
any  radiation  risk  by  using  protective  equipment 
and  procedures  and  discretion  in  x-ray  use. 

Radioactive  materials  are  assuming  increasing 
importance  as  a source  of  radiation  exposure.  In 
a unique  shift  of  governmental  authority,  the  U.S. 
•Atomic  Energy  Commission  is  transferring  to  the 
various  states  much  of  its  regulatory  activity  in- 
volving radioactive  materials.  Six  states  have  en- 
tered into  agreements  for  such  a transfer.  The 
State  Board  of  Health  is  making  the  preparations 
to  assume  this  program.  Notwithstanding  any 
regulatory  program,  the  key  to  limiting  radiation 
exposure  is  in  the  proper  handling  and  confine- 
ment of  radioactive  material  at  the  point  of  use 
by  medical  and  other  users. 

Radioactive  materials  may  escape  the  control 
of  the  user  and  enter  the  environment  (fallout  or 
release  of  radioactive  waste).  The  State  Board 
of  Health  has  set  up  a substantial  program  of 
surveillance  of  radioactivity  in  air,  precipitation, 
water,  milk  and  other  environmental  materials. 
The  physician,  too,  may  be  involved  in  this  sub- 
ject in  the  future.  He  may  be  questioned  about 
the  significance  of  the  existing  situation.  He  may 
have  to  understand  and  explain  such  things  as 
the  reduction  of  radioactive  materials  in  food 
items  by  allowing  decay  of  short-lived  radioac- 
tivity before  releasing  them  for  consumption. 
When  proposals  are  made  for  reducing  the  uptake 
of  radioactivity,  it  will  be  necessary  to  evaluate 
and  advise  on  the  medical  consequences  of  such 
measures.  For  example,  the  elimination  of  milk 
from  the  diet  as  a measure  to  reduce  strontium- 
90  uptake  may  in  fact  have  serious  nutritional 
consequences,  may  reduce  calcium  intake  to  the 
extent  that  strontium-90  intake  is  increased  or 
may  result  in  the  seeking  of  calcium  from  sources 
bearing  an  even  higher  level  of  strontium-90. 

The  expanding  exploitation  of  radiation 
sources  presents  new  potential  health  problems. 
The  physician  is  affected  for  he  must  make  good 
use  of  his  own  radiation  sources  and  assist  in  the 
evaluation  of  any  problem  and  its  possible  solu- 
tions so  that  he  may  both  assist  his  patient  and 
reassure  the  public. 

Charles  E.  Roessler 

Radiological  and 

Occupational  Health 
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Answering  Cries  For  Help 


Suicide  is  a major  killer.  Each  year  approxi- 
mately 20,000  people  in  the  United  States  take 
their  own  lives.  For  most  of  the  past  half  cen- 
tury suicide  has  ranked  among  the  first  10  causes 
of  death  of  adults  in  this  country. 

In  Florida,  suicide  was  reported  as  the  cause 
of  death  of  713  persons  during  1962.  .“Mthough 
this  figure  is  probably  considerably  lower  than 
the  actual  number  of  suicides  committed,  suicide 
nevertheless  ranked  as  the  tenth  leading  cause  of 
death.  White  males  had  the  highest  suicide  rate 
and,  among  white  males  of  all  ages,  suicide  rank- 
ed as  the  eighth  leading  cause  of  death;  in  the 
15-35  age  group  it  ranked  second,  and  in  the 
35-44  age  group,  fourth. 

Despite  the  extent  and  seriousness  of  the  prob- 
lem, to  date  little  research  has  been  done  on  the 
subject  and  few  systematic  efforts  made  to  pre- 
vent suicides.  To  a considerable  extent  this  is  a 
result  of  the  attitudes  which  members  of  the 
health  professions  hold  regarding  suicide.  In  many 
instances  our  attitudes  are  based  primarily  on  the 
folklore  and  popular  beliefs  held  by  the  general 
public.  There  is  increasing  evidence  that  many 
of  these  beliefs  are  false.  The  following  review 
of  the  factsi  should  be  kept  in  mind  by  every 
practitioner  of  medicine: 

Suicide  threats  and  attempts  must  be  taken 
seriously.  Of  any  10  people  who  kill  themselves, 
eight  have  given  definite  warnings  of  their  suicidal 
intentions.  This  finding  contradicts  the  frequently 
held  belief  that  “people  who  talk  about  suicide 
don’t  commit  suicide.” 

It  is  not  true  that  suicide  happens  without 
warning.  Studies  reveal  that  the  suicidal  person 
gives  many  clues  and  warnings  regarding  his  sui- 
cidal intentions.  Alertness  to  suicidal  symptoms 
may  prevent  suicidal  behavior. 

Most  suicidal  persons  are  undecided  about 
living  or  dying,  and  they  “gamble  with  death” 
leaving  it  to  others  to  save  them.  Almost  no  one 
commits  suicide  without  letting  others  know  how 
he  is  feeling.  These  distress  signals  can  be  used 
to  save  lives. 


Some  Facts  About  Suicide,  U.  S.  Department  of  Health, 
Education,  and  Welfare,  Public  Health  Service,  U.  S.  Govern- 
ment Printing  Office.  This  booklet  was  written  by  Drs.  Edwin 
S.  Shneidman  and  Norman  L.  Faberow,  Co-directors  of  the 
Suicide  Prevention  Center  in  Los  Angeles,  California. 


\ person  who  is  suicidal  is  not  suicidal  for- 
ever. Fortunately,  individuals  who  wish  to  kill 
themselves  are  “suicidal”  only  for  a limited  period 
of  time.  If  they  are  saved  from  self  destruction, 
they  can  go  on  to  lead  useful  lives. 

Suicide  does  not  run  in  families.  It  is  an  indi- 
vidual matter  and  can  be  prevented. 

Suicide  occurs  in  all  levels  of  society.  It  is  not 
limited  to  the  rich  or  poor. 

All  suicidal  persons  are  not  mentally  ill. 
Studies  of  hundreds  of  genuine  suicide  notes  indi- 
cate that  although  the  suicidal  person  is  extreme- 
ly unhappy,  he  is  not  necessarily  mentally  ill. 
His  overpowering  unhappiness  may  result  from  a 
temporary  emotional  upset,  a long  and  painful 
illness,  or  a complete  loss  of  hope.  It  is  circular 
reasoning  to  say  that  “suicide  is  an  insane  act,” 
and  therefore,  all  suicidal  persons  are  psychotic. 

Suicides  usually  occur  during  or  following  se- 
vere emotional  crises.  Often  suicidal  persons  have 
undergone  a number  of  such  crises  or  have  been 
emotionally  disturbed  for  an  extended  period  of 
time.  During  such  crises  many  of  them  seek  help 
from  their  physician,  minister  or  friends.  Some 
talk  about  their  suicidal  thoughts  and  impulses. 
Others  do  not  discuss  such  feelings,  but  talk  rath- 
er freely  about  their  conflict  and  worries.  Many 
are  even  vague  about  these  and  attempt  to  deny 
or  minimize  the  crises  they  are  experiencing.  It 
should  be  recognized,  however,  that  each  in  his 
own  way  is  begging  for  help.  The  prevention  of 
suicide  lies  in  our  ability  to  recognize  the  se- 
verity of  their  problems  and  our  willingness  to 
answer  their  cries  for  help. 

Numerous  studies  have  shown  that  the  family 
physician  is  one  of  the  first  sources  to  which 
many  persons  turn  for  help  when  they  or  a mem- 
ber of  their  family  experiences  a severe  emotional 
disturbance.  For  this  reason,  it  is  essential  for 
the  physician  to  be  as  sensitive  to  the  emotional 
problems  of  his  patients  as  he  is  to  their  physical 
health.  Often  a suicide  occurs  which  might  have 
been  prevented  if  someone  had  been  able  to 
recognize  certain  clues  in  the  victim’s  behavior 
shortly  before  his  death.  Getting  affairs  in  order, 
making  a will,  discussing  insurance  policies  and 
similar  activities  are  warning  signals  of  possible 
suicide  if  these  actions  are  accompanied  by  suici- 
dal talk  or  action  and  general  unhappiness. 
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The  kej’  to  prevention  of  suicide  is  alertness 
in  all  patient  contacts  and  diagnostic  evaluations. 
The  maxim,  which  contends  that  unless  the  pro- 
fessional thinks  about  a particular  entity  he  is 
unlikely  to  recognize  it,  applies  equally  to  the 
accurate  detection  of  suicidal  tendencies  in  dis- 
turbed patients.  At  the  same  time  the  profes- 
sional must  cultivate  and  hold  a mature  attitude 
about  suicide.  Taking  lighth'  the  suicidal  talk 
and  threats  of  persons  in  our  care  indicates  im- 
maturity in  professional  attitude.  Suicide  is  a 


major  cause  of  death  and  warrants  the  full  re- 
spect of  the  mature  diagnostician  and  therapist. 
We  cannot  joke  with  the  disturbed  and  depressed 
patient  who  may  be  contemplating  suicide.  If  the 
extent  of  his  depression  is  recognized  and  the 
severity  of  his  conflicts  understood,  the  physician 
is  in  a position  to  help  the  patient  himself  or  to 
refer  him  to  another  professional  who  can  do  so. 
The  need  to  answer  his  cry  for  help  is  urgent. 

Travis  Xorthcutt 

Mental  Health 


These  Women,  Too,  Are  Our  Concern 


Following  the  precedent  of  private  medical 
practice,  the  Florida  State  Board  of  Health  en- 
courages the  provision  of  child-spacing  services 
as  a part  of  sound  maternity  care.  It  is  thought 
that  this  service,  not  unlike  many  others  pro- 
vided by  health  departments,  should  be  offered 
where  such  is  medically,  socially  and  economical- 
ly indicated. 

During  1961  and  1962,  some  45,000  women 
were  provided  maternity  services  from  Florida 
county  health  departments.  It  is  not  unreasonable 
to  suspect  that  many  of  these  patients  were  among 
the  caseloads  for  both  years  and  are  to  be  found 
again  among  the  1963  caseload.  It  is  generally 
known  that  public  health  maternity  patients  are 
found  among  the  least  privileged  economic  groups 
in  our  society.  Some  public  health  workers  have 
commented  that  “chronic  pregnancy”  seems  to  be 
one  of  the  chief  characteristics  of  this  group. 

“These  women  just  don’t  care  how  many 
babies  they  have”  reflects  opinions  not  uncommon 
to  discussions  concerning  the  frequency  with 
which  pregnancj’  occurs  among  public  health 
maternity  patients.  According  to  a 1962  study 
conducted  by  the  Bureau  of  Maternal  and  Child 
Health  of  the  State  Board  of  Health,  a “what’s 
the  use”  attitude  may  be  more  akin  to  stereotype 
than  to  fact.  The  study  undertook  to  describe 
public  health  maternity  patients  and  to  deter- 
mine whether  or  not  these  patients  expressed 
desires  to  bear  additional  children.  Two  thousand 
six  hundred  and  twenty-three  maternity  patients 
(who  attended  county  health  department  clinics) 
were  interviewed  by  public  health  nurses  in  29 
Florida  counties.  In  brief  is  a summary  of  find- 
ings: (1)  nearly  two  thirds  of  the  patients  re- 

ceiving materniW  services  in  the  study  area  were 


Xegro;  (2)  nearly  three  fourths  of  the  respond- 
ents were  reportedly  married;  (3)  more  than  80 
per  cent  of  the  respondents  have  one  or  more 
living  children;  (4)  the  respondent  group  reported 
having  a total  of  7,099  living  children;  (5)  more 
than  70  per  cent  reported  not  wanting  to  have 
any  more  children;  (6)  among  the  respondents 
who  reported  wanting  additional  children,  more 
than  90  per  cent  e.xpressed  a desire  to  wait  two 
or  more  years  before  having  another  baby. 

Are  they  not  concerned?  “I  can’t  take  care 
of  the  ones  I got  now — I don’t  need  no  more!” 
Remarks  to  this  effect  are  not  uncommon  among 
this  group. 

The  provision  of  child-spacing  services 
through  public  health  facilities  is  by  no  means 
without  precedent.  Nearly  three  decades  past. 
North  Carolina  provided  such  services  to  public 
health  maternity  patients;  more  than  100  Georgia 
counties  offer  birth  control  services;  in  Florida, 
44  county  health  departments  offer  these  services 
to  public  health  maternity  patients. 

Though  the  provision  of  child-spacing  services 
through  public  health  facilities  represents  no  re- 
cent nor  radical  Innovation,  there  is  growing  in- 
terest in  and  awareness  of  the  propriety  of  mak- 
ing services  available  to  women  who  are  not  nor- 
mally found  in  the  mainstream  of  private  medical 
care. 

Physicians  interested  in  child-spacing  services 
will  find  like  interest  among  many  county  health 
officers  who  welcome  advice,  assistance  and  co- 
operation from  the  practitioners  of  private 
medicine. 

L.  L.  Parks 
Maternal  and 
Child  Health 
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Zoning.  Planning  and  Arthropods 


Florida  in  the  past  has  given  little  thought 
and  consideration  to  proper  zoning  and  planning 
for  a safe  and  healthful  environment  in  which 
people  are  to  live  adjacent  to  compacted  areas. 
Certain  basic  prerequisites  must  be  taken  in- 
to consideration  in  the  creation  of  a long  range 
environment  where  the  great  masses  of  the  popu- 
lation are  to  reside.  In  fact,  people  are  no  ex- 
ception; they  are,  for  the  most  part,  like  all  other 
animals  in  that  they  seek  those  areas  where  food 
is  available,  climatological  conditions  are  favor- 
able, and  employment  can  be  found.  Farming 
and  business  interests  have  led  the  way  in  de- 
veloping areas,  and  professions  and  tradesmen 
have  followed  along  to  sell  their  wares.  The  gen- 
eral population  is  placed  in  those  expedient  areas 
by  the  governing  powers  of  a community  without 
consideration  for  hurricanes,  floods,  contaminated 
air  and  water,  and  the  arthropod  vectors  of  hu- 
man diseases. 

In  modern  society  it  would  ap{)ear  that  all 
Ijhases  of  government  and  all  business  and  pro- 
fessional interests  should  join  forces  in  requiring 
that  all  human  dwellings  in  subdivisions  designed 
for  construction  in  high  water  table  areas  have 
storm  sewers  with  proper  outlets  and  paved 
streets  with  gutters.  It  is  past  time  for  the  state 
to  stop  and  think  and  meditate  and  profit  by  the 
mistakes  of  the  past.  The  storm  clouds  will  come 
again,  bringing  drenching  sheets  of  rain  and 
wind  tides  to  inundate  and  destroy  vast  amounts 
of  property  now  built  along  the  low  coastlines 
and  flatwoods  river  bottoms. 

The  last  chapter  has  not  been  written  as  far 
as  human  arthropod-borne  diseases  are  concerned ; 
in  fact,  the  first  chapter  has  not  been  written, 
as  far  as  encephalitides  are  concerned.  It  has  been 
my  prediction  for  many  years  that  one  day  one 
of  these  virus  diseases  would  reach  epidemic  pro- 
portions. That  day  came  in  1962  when  199  hu- 
man cases  of  St.  Louis  encephalitis  were  report- 
ed in  the  Tampa  Bay  area. 

In  the  early  days  of  the  western  hemisphere 
the  first  civilized  settlements  were  decimated  by 
yellow  and  dengue  fevers.  Before  the  turn  of  the 
century  many  of  the  early  white  settlements  were 
destroyed  by  the  same  maladies,  caused,  for  the 
most  part,  by  man-made  conditions.  The  cisterns 


and  “centoes,”  or  water  wells,  were  an  essential 
part  of  early  communal  life.  This  type  of  water 
supply  did  not  give  way  in  the  United  States  un- 
til after  the  turn  of  the  century.  The  primitive 
sources  of  rainwater  storage,  while  sanctuaries 
and  quenchers  of  thirst,  were  also  ravenous  pits 
of  destruction  which  produced  and  sent  forth 
hordes  of  beautiful  little  silver-scaled  lyre-marked 
mosquitoes  that  left  their  impression  on  all  of 
the  new  and  budding  civilizations  of  this  hemi- 
sphere. The  truth  about  this  great  scourge  be- 
came knowm  in  1898,  and  the  last  vestige  of  the 
panic  disease,  yellow  fever,  raised  her  ugly  head 
in  Florida  in  1905. 

Today  in  many  respects  we  stand  where  we 
did  in  1898,  in  a state  of  ignorance  because  we 
are  building  sanctuaries  of  death  into  the  environ- 
ments in  which  we  now  find  ourselves  living.  In 
many  residential  areas  of  the  state  polluted  and 
nonpolluted  open  road  and  streetside  ditches 
produce  vast  hordes  of  Culex  nigripalpus  and 
Culex  quinquefasciatus  mosquitoes,  known  vec- 
tors of  St.  Louis  encephalitis.  In  the  field  of  con- 
servation, as  in  the  j’ears  of  old  with  the  Incas, 
Mayas  and  early  white  settlers,  water  storage  is 
still  considered  a necessity  for  an  expanding  pop- 
ulation, but  we  have  forgotten  our  lessons  of  yes- 
teryear. 

Little  consideration  is  given  today  to  the 
thought  of  mosquito  abatement.  The  main  thought 
is  to  j)roduce  recreational  areas  for  fishing,  bird 
and  other  animal  life,  and  storage  areas  to  supply 
the  water  needs  of  vast  metropolitan  areas.  Lest 
we  forget,  water  can  be  destructive  to  the  human 
race  in  more  ways  than  one,  if  it  is  not  properly 
supervised  and  maintained  for  the  proper  utiliza- 
tion of  the  human  race. 

It  therefore  behooves  every  citizen  of  Florida, 
including  physicians,  to  see  that  mosquito-breed- 
ing conditions  are  maintained  at  the  lowest  level 
economically  possible.  Unless  this  precaution  is 
taken,  the  day  will  soon  come  again  in  tropical 
and  subtropical  Florida  when  the  mosquito  will 
once  more  dog  the  ste[)s  of  man,  as  it  has  through- 
out the  trails  of  history. 

It  must  always  be  remembered  that  wild 
birds  and  other  animals  are  carriers  of  viruses 
and  other  diseases  of  man.  It  has  been  stated 
that  each  New  Yorker  daily  inhales  three  micro- 
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grams  of  pigeon  droppings,  36  per  cent  of  which 
show  positive  Cryptococcus  neoformans,  a fre- 
quent cause  of  meningitis.  The  work  of  many 
people,  societies  and  governmental  organizations 
is  projected  to  conserve  and  build  up  bird  popu- 
lations for  hunting  and  for  their  aesthetic  and 
psychological  value  in  the  populated  areas.  This 
brings  about  bird  populations  which  are,  in  many 
instances,  five  times  higher  than  normally  found 
under  natural  conditions. 


Wildlife  Rabies 

The  rabies  story  goes  on  and  on.  Man  has 
known  about  it  for  more  than  20  centuries,  and 
even  though  it  has  most  likely  been  studied,  re- 
searched, discussed  and  argued  about  more  than 
any  of  the  animal  diseases  transmissible  to  hu- 
mans, it  is  still  with  us.  P’rom  every  present  indi- 
cation it  is  going  to  remain  with  us  during  the 
foreseeable  future. 

The  problem  of  wildlife  rabies  is  not  a new- 
one,  as  records  indicate  that  it  appeared  in  North 
.\merica  during  the  middle  of  the  eighteenth  cen- 
tury. P'or  some  years  it  was  limited  to  the  east- 
ern seaboard  and  then  spread  to  the  Mississippi 
and  eventually  farther  west.  Now,  most  parts  of 
the  country  experience  it  from  time  to  time,  either 
as  an  epizootic  or  in  the  enzootic  form. 

While  methods  of  controlling  rabies  in  domes- 
tic pets  are  well  known,  our  w-ildlife  population 
presents  an  entirely  different  picture.  For  quite 
some  time  Florida  has  recorded  a rather  large 
number  of  laboratory-diagnosed  cases  of  rabies  in 
wild  animals.  During  the  past  10  years  rabies 
has  been  reported  in  the  following  species  which 
are  listed  in  descending  order:  raccoon,  fox.  bat, 
skunk,  bobcat  and  flying  squirrel.  During  this 
period  the  annual  rate  has  varied  from  a high  of 
89  to  a low  of  27.  Only  a fraction  of  the  cases 
in  wildlife  became  a matter  of  record  because  it 
is  a reasonable  assumption  that  those  occurring 
in  the  deep  woods  and  other  out-of-the-way  places 
are  not  seen  by  anyone. 

Rabies  in  Florida’s  wildlife  not  only  has  public 
health  significance  but  it  is  also  of  concern  to  the 
state’s  livestock  industry,  especially  in  fox  epizoo- 
tics, as  this  species  will  readily  attack  farm  ani- 
mals. Reports  of  rabid  skunks  attacking  swine 
are  not  uncommon.  Rabid  raccoons  are  apt  to  be 


The  desires  of  man  can  be  met,  but  it  means 
that  he  must  carefully  plan  for  the  future.  As  far 
as  economically  possible,  construction  of  cities 
must  have  the  mosquito  problem  built  out,  and 
the  water  and  flood  control  impoundments  cre- 
ated adjacent  to  populated  areas  must  be  kept 
free  of  mosquito  breeding. 

John  Mulrennan 
Entomology 


engaged  by  the  family  dog,  when  they  lose  their 
fear  of  natural  enemies  and  w-ander  into  inhabited 
areas. 

Up  to  the  present,  little  has  been  done  except 
to  set  up  transmission  barriers  between  rabid  wild 
animals  and  pets  by  the  use  of  such  procedures 
as  the  apprehension  of  stray  dogs  and  cats,  vac- 
cination of  pets  and  an  occasional  limited  program 
of  reduction  of  the  wildlife  population.  Little  is 
know-n  about  intraspecies  transmission  and  prac- 
tically no  information  is  available  on  the  inter- 
species spread  in  wildlife.  .An  exception  is  the  fox 
which  will  attack  all  species,  including  its  own. 
•A  study  of  wildlife  rabies  in  Florida,  which  ex- 
tended over  a period  of  a number  of  years,  reveal- 
ed many  interesting  features  concerning  the  be- 
havior of  this  disease,  but  it  did  not  furnish  infor- 
mation which  would  lead  to  eradication  or  com- 
plete control.  Wildlife  reduction  as  a technique 
for  rabies  control  is  effective  in  foxes  at  the  peak 
of  an  epizootic.  In  skunks  and  raccoons  it  is  ac- 
ceptable on  a small  scale  but  it  is  expensive.  In 
an  enzootic  it  is  expensive,  most  likely  too  much 
so  to  be  feasible  when  one  considers  the  results 
which  are  temporary  in  nature.  The  idea  of  at- 
tempting to  reduce  the  bat  population  w-ith  a view 
of  diluting  or  eliminating  rabies  infection  does  not 
seem  to  be  feasible  at  this  time  because  of  the 
migratory  habits  of  this  species. 

Since  wildlife  rabies  is  a problem  that  cannot 
be  lived  with  forever,  continued  surveillance  and 
more  intensive  research  are  considered  to  be  essen- 
tial. Priv'ate  physicians  can  be  of  assistance  with 
both  of  these  aspects  of  control,  if  only  by  reason 
of  manifested  interest.  More  must  be  learned 
about  the  intraspecies  and  interspecies  transmis- 
sion. Some  of  the  curbs  which  might  be  consider- 
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eel  are  the  development  and  use  of  drugs  and  dis- 
pensing devices  which  will  promote  temporary 
sterility,  the  development  and  use  of  oral  vac- 
cines, and  perhaps  some  other  biological  measures 
not  yet  recognized.  Until  a solution  is  reached, 
there  will  always  be  the  constant  threat  of  a per- 


son becoming  infected  from  the  bite  of  a rabid 
wild  animal,  and  equally  as  dangerous,  the  spill- 
ing over  of  the  infection  from  wildlife  to  unvac- 
cinated dogs  and  cats. 

James  B.  Nichols 
Veterinary  Public  Health 


Over  25?  You  Have  1.5  Chronic  Diseases 


Sir  William  Osier  once  said  that  the  way  to 
live  a long  life  is  to  get  a chronic  disease  and 
take  good  care  of  it.  This  is  fine  if  one  could 
choose  the  disease  of  his  desire.  To  do  so,  how- 
ever, is  almost  as  difficult  as  selecting  healthy 
grandparents  who  lived  to  a ripe  old  age. 

Florida  statistics  show  that  70  per  cent  of  the 
deaths  of  our  residents  are  due  to  heart  disease, 
diseases  of  the  blood  vessels,  cancer  and  diabetes. 
One  might  rationalize  that  death  is  inevitable 
and  that  one  must  die  from  some  cause.  We  find, 
however,  that  our  young  and  middle-aged  men  are 
being  killed  or  crippled  in  great  numbers  by 
arteriosclerotic  heart  disease,  coronary  occlusion; 
that  cancer  is  the  leading  cause  of  death  of  our 
Idorida  women  between  the  ages  of  35  and  54; 
and  that  the  majority  of  nonwhite  diabetic  fe- 
males are  dead  from  the  disease  or  its  complica- 
tions before  the  age  of  45. 

Careful  studies  conducted  on  the  population 
of  southeastern  United  States,  including  Florida, 
indicate  that  each  person  over  the  age  of  25  has 
on  an  average  1.5  chronic  diseases.  Physicians 
are  no  exception  as  has  been  proved  by  the  large 
number  of  undetected  conditions  uncovered  when 
diagnostic  procedures  have  been  made  available 
at  large  medical  meetings. 

What  can  be  done?  Are  we  too  busy  to  seek 
preventive  medical  examinations?  We  do  not 
have  to  await  miracle  cures  or  therapeutic  break- 
throughs to  eliminate  deaths  from  uterine  cancer. 
Can  the  constant  rise  in  the  mortality  rate  due  to 
cancer  of  the  lung  be  reversed?  I believe  it  to 
be  our  duty  as  physicians  to  tell  our  school  chil- 
dren and  our  patients  the  true  facts  about  the 
effect  of  smoking  on  the  human  body.  Can  we 
detect  the  coronary-prone  person  and  prevent 
many  such  deaths  in  the  future? 

If  we  are  to  look  for  diabetes  in  the  nonwhite 
female,  the  casefinding  must  begin  prior  to  the 
age  of  25  years.  By  40  years  of  age  a large  per- 
centage of  diabetic  women  are  dead  from  either 


the  disease  or  its  complications.  Can  we  prevent 
diabetes  or  postpone  its  complications?  Advice 
against  intermarriage  of  diabetics  and  the  en- 
forcement of  strict  weight  control  in  the  predia- 
betic as  well  as  the  early  diabetic  patients  are  in 
order.  Casefinding  is  best  done  by  a true  blood 
sugar  estimation  two  hours  postprandial.  Fasting 
blood  sugar  estimations  are  now  seldom  deter- 
mined as  a casefinding  procedure. 

Glaucoma  is  the  second  cause  of  blindness  in 
Florida.  The  insidious  disease  of  chronic  glau- 
coma can  be  detected  in  a few  minutes  by  the 
simple  test  of  tonometry.  More  permanent  on- 
going screening  centers  are  indicated  to  find  the 
early  cases  of  the  disease  and  to  place  the  patient 
under  competent  medical  control  before  perma- 
nent visual  damage  is  done. 

What  is  the  common  denominator  of  the  big 
picture  of  prevention  and  early  detection  of 
chronic  diseases?  One  method  is  by  Health  Pro- 
file Screening  procedures.  Screening  is  the  pre- 
sumptive identification  of  unknown  and  unrecog- 
nized disease  or  defects  by  the  application  of 
tests  and  e.xamination  that  can  be  applied  with 
ease  and  rapidity  on  apparently  healthy  persons. 
.Screening  tests  are  not  diagnostic,  but  {xiint  to 
the  persons  who  should  consult  their  own  phy- 
sicians for  further  medical  work-up.  Health  Pro- 
file Screening  e.xaminations  may  well  be  carried 
out  in  the  offices  of  physicians,  in  hospital  out- 
patient settings  or  in  special  centers  operated  un- 
der the  direction  of  the  local  physicians  and  with 
the  cooperation  of  the  volunteer  societies,  the 
county  health  departments  and  other  commun- 
ity agencies  interested  in  the  health  of  the  peo- 
ple. Through  screening,  those  persons  most  like- 
ly to  need  medical  attention  are  referred  to  their 
physician.  Thus  the  busy  physician’s  time  can 
be  better  utilized  for  early  diagnosis  and  treat- 
ment. 

J.  E.  Fulghum 

Chronic  Diseases 
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Happy  Birthday! 


To  have  attained  the  ripe  old  age  of  90  is  a distinction  that  deserves  recognition. 
Our  guest  of  honor  today  is  the  Florida  Medical  Association.  This  gives  us  an  oppor- 
tunity to  say  right  out  in  public  some  of  the  pleasant  things  we  have  been  thinking 
about  her  all  through  the  year.  It  is  difficult  to  know  where  to  begin. 

Dr.  Jere  W.  Annis  last  month  wrote  an  editorial  for  The  Journal  in  which  he 
chose  as  a topic:  “The  Old  Lady  Shows  Her  Medals.”  In  this  delightful  tribute  he  told 
a story  of  progress  and  achievement  related  to  the  development  of  the  Association 
through  the  years.  An  objective  point  of  view  was  obtained  by  keen  study  of  the  of- 
ficials. And  the  observations  were  recorded  by  one  who  has  made  a magnificent  con- 
tribution during  his  individual  period  of  service.  Naturally,  we  are  all  very  proud  of 
this  grand  old  lady  and  are  glad  to  be  members  of  her  family.  May  she  continue  to 
thrive  and  depend  upon  the  loyal  support  of  those  who  love  and  respect  her! 

The  motorist,  in  proper  operation  of  his  vehicle,  frequently  makes  use  of  his  rear 
view  mirror  to  alert  him  to  hazards  of  the  road.  But  it  is  equally  important  that  the 
windshield  be  clear  and  that  the  view  ahead  be  unimpeded.  Our  Association  must  pre- 
pare for  the  future  while  handling  the  problems  of  the  present.  None  of  us  can  be  ac- 
curately prophetic.  This  philosophy  was  expressed  by  Sir  William  Osier  in  his  address 
to  Yale  students  on  April  20,  1913.  He  emphasized,  as  a Way  of  Life,  the  importance 
of  doing  the  day’s  work,  of  living  the  day  to  the  utmost.  Quoting  Carlyle’s  familiar 
dictum,  he  said:  “Our  main  business  is  not  to  see  what  lies  dimly  at  a distance,  but  to  do 
what  lies  clearly  at  hand.”  This  sentiment  was  exemplified  in  his  personal  life  with  a 
very  full  and  productive  contribution  to  the  progress  of  Medicine.  Believing  that  the 
future  is  today,  he  lived  earnestly  and  intently,  as  the  best  insurance  for  tomorrow. 

The  strength  of  our  State  Association  lies  in  the  sustained  interest  and  efforts  of 
the  individual  members,  and  the  enthusiastic  activity  of  her  component  County  Medical 
Societies.  Improved  procedures,  adaptable  to  the  changing  times,  are  essential  for 
proper  utilization  of  ideas  and  thoughts  which  originate  individually.  New  challenees 
and  opportunities  for  service  are  noted  daily.  Acceptance  of  these  as  our  responsibility 
will,  inevitably,  lead  to  further  progre.ss.  Our  greatest  hope  for  the  future  of  Medicine 
in  Florida  is  based  upon  the  renewed  enthusiasm  and  dedicated  talents  of  our  younger 
members.  So  many  difficulties  are  not  solved.  Current  developments  and  happenings 
within  the  organization  sometimes  produce  criticism.  Decisions  are  made  in  good  faith 
by  those  delegated  for  this  responsibility.  But  the  mechanism  for  freedom  of  expression, 
and  modifications  of  procedure  when  necessary,  has  been  provided.  A united  front, 
meeting  our  problems  as  they  arise,  is  essential  here,  as  in  any  other  large  family.  Our 
resources  are  adequate. 

Approaching  the  conclusion  of  this  tour  of  duty  as  your  President,  let  me  express 
appreciation  to  all  of  you  for  your  confidence  and  trust  during  a trying  period.  The 
loyalty  and  enthusiastic  response  of  so  many  have  been  heartening.  One  privilege  of 
the  Presidency  is  the  opportunity  to  know  and  work  intimately  with  many  members 
of  the  Association.  As  one  of  the  o'der  members  of  the  family,  I hold  the  firm  belief 
that  our  destiny  rests  in  very  capable  hands.  We  are  blessed  with  great  talent  and  a 
potential  for  constructive  service  among  the  younger  members  throughout  the  state. 
They,  in  turn,  will  have  access  to  the  advice  and  experience  of  the  veterans  as  they 
assume  responsibility  for  policy  and  action.  Never  has  there  been  more  unselfish  and 
dedicated  effort  on  the  part  of  a Board  of  Governors  to  make  wise  decisions  for 
the  betterment  of  the  organization.  Our  Executive  Staff  has  gone  the  extra  mile  in  its 
desire  to  provide  the  things  required  for  administration  of  a large  and  thriving  cor- 
poration, designed  solely  for  service  to  its  membership  and  the  public  welfare. 

As  an  indulgent  mother,  perhaps  the  Florida  Medical  Association  on  her  birthday 
will  forgive  any  honest  mistakes  which  have  been  made  during  the  past  year.  She  w'ill 
remember  the  fervent  prayer  of  the  sailor  who  said: 

“Oh  Lord!  Thy  sea  is  so  great;  and  my  ship  is  so  small!” 
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News 


President’s  Guest 
Ninetieth  Annual  Meeting' 
May  7-10,  Diplomat  Hotel 
Holly  vvood-by-the-Sea 


Dr.  Edward  R.  Annis,  President  of  the  .\merican 
Medical  .Association,  will  be  the  honored  guest  of  Presi- 
dent Quillian  at  the  1964  Annual  Meeting  of  the  Florida 
Medical  .Association,  to  be  held  at  Hollywood’s  Diplomat 
Hotel  on  May  7-10.  He  will  be  featured  speaker  at  the 
General  Session,  scheduled  f'or  11  a.m.  on  F'riday,  May  8. 

This  distinguished  Miami  surgeon  is  the  second  mem- 
ber of  the  .Association  to  hold  Medicine’s  highest  office, 
and  As.sociation  members  take  great  pride  in  the  out- 
standing record  he  is  making  as  a spokesman  lor  the 
profession.  .A  native  of  Detroit,  where  he  was  Ijorn  in 
1913  and  where  he  received  his  early  schooling  and  aca- 
demic training.  Dr.  Annis  was  awarded  the  M.D.  degree 
by  Marquette  University  School  of  Medicine,  Milwaukee, 
Wis.,  in  1938.  After  practicing  for  eight  years  in  Talla- 


hassee, he  moved  to  Miami  where  he  has  engaged  in  the 
private  practice  of  surgery  since  1946.  Dr.  .Annis  won  na- 
tional fame  as  a speaker  and  debater  and  served  as  chair- 
man of  the  .AM.A’s  National  Speakers  Bureau  before  ac- 
ceding to  the  presidency. 

Throughout  his  career  Dr.  .Annis  has  been  particularly 
active  in  ci^c  affairs  and  has  served  effectively  in  the 
political  arena  at  local,  state  and  national  levels.  The 
list  of  his  achievements  is  long  and  impressive.  His  Flor- 
ida colleagues  rejoice  in  his  able  leadership  in  the  battle 
for  political,  economic  and  professional  freedoms  and  laud 
his  bold  stand  for  individual  initiative  and  free  enter- 
prise. They  extend  to  him  a hearty  welcome  as  one  of 
their  very  own. 
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Editorials 


The  Entomological  Research  Center 


The  Entomological  Research  Center  (ERC) 
at  \'ero  Beach  is  a world-renowned  institution  in 
medical  entomolog\-.  As  a part  of  the  Florida 
State  Board  of  Health,  it  is  unusual  in  its  mis- 
sion and  consequently  in  its  staff,  its  program, 
its  facilities  and  its  accomplishments.  When  Flor- 
ida’s legislature  in  1951  established  a center  for 
research  not  only  into  the  control  of  biting  insects 
(a  concern  of  many  other  laboratories)  but  con- 
currentl}’  into  their  biology,  the  stage  was  set  for 
a multidisciplined  attack  on  vectors  of  disease  and 
purveyors  of  annoyance.  The  blend  of  these  two 
approaches — learning  how  the  insect  lives  while 
developing  methods  for  its  control — is  notable 
here  because  both  receive  the  ultimate  in  effort. 
The  best  in  science  and  in  technology  join  forces 
in  a joint  objective,  and  that  objective  is  limited 
to  a small  but  potent  group  of  insects.  Mosquitoes 
receive  major  attention,  followed  by  sand  flies  and 
the  rest  of  Florida’s  biting  pests. 

While  the  ERC  is  supported  by  the  State  of 
Florida,  its  senior  staff  members  have  supplement- 
ed the  state’s  contribution  with  nine  National  In- 
stitutes of  Health  (U.  S.  Public  Health  Service) 
research  grants  aggregating  over  $200,000  per 
year.  The  staff  includes  27  biologists  and  ento- 
mologists, 12  of  them  with  a doctorate  in  science. 
The  remainder  of  the  staff  of  57  is  composed  of 
an  unusual  variety  of  skilled  craftsmen  and 
workers. 

The  ERC’s  program  is  a large  control  research 
section  and  four  biological  research  sections: 
Ethology,  Ecology,  Physiology  and  Biochemistry. 
The  control  research  program  is  defined  by  cur- 
rent and  anticipated  problems  in  Florida’s  mos- 
quito control  districts  while  the  biological  re- 
searches are  those  most  critically  needed  to  im- 
prove present  control  methods  or  most  likely  to 
lead  to  new  control  methods.  Control  research 
falls  naturally  into  three  areas,  ( 1 ) source  reduc- 
tion. or  environmental  control,  (2)  larviciding,  or 


chemical  control  of  immature  stages,  and  (3) 
adulticiding.  or  chemical  control  of  the  winged 
insect.  The  Ethology  section  studies  the  life  his- 
tory and  behavior  of  the  insects.  The  Ecology 
section  is  concerned  with  environmental  influences 
on  development,  behavior  and  populations.  The 
Physiology  section  concerns  itself  with  sensory 
abilities,  nutrition,  reproduction  and  other  life 
functions,  and  the  Biochemistry  section  investi- 
gates metabolism  and  energetics. 

Located  on  42  acres  of  land  south  of  \'ero 
Beach,  between  U.  S.  1 and  the  Indian  River,  the 
ERC  occupies  several  buildings  which  together 
contain  16  well  equipped  and  versatile  labora- 
tories. Library,  machine  shop,  dark  room,  draft- 
ing room  and  other  adjuncts  to  research  are  an 
integral  part  of  the  whole.  The  salt  marsh  on  the 
property  has  been  developed  into  an  unusual 
nursery  designed  to  mass-produce  mosquitoes  for 
research.  The  surrounding  woods  are  full  of  re- 
search apparatus  and  structures.  Sjjecial  areas  for 
control,  ethological  and  ecological  studies  are 
distributed  over  a 20  mile  radius. 

The  accomplishments  of  the  ERC  can  be 
gauged  by  its  contribution  to  the  mosquito  con- 
trol program  in  Florida  and  by  its  contribution 
to  knowledge  as  reflected  in  published  scientific 
and  technical  papers.  By  the  former  criterion,  the 
research  effort  has  yielded  for  Florida  a unique!}' 
distinguished  mosquito  control  operation:  effec- 

tive source  reduction  through  marsh  canaling  or 
flooding  which  has  reduced  salt  marsh  mosquito 
production  to  a small  fraction  of  what  it  once  was 
and  to  virtual  annihilation  in  those  counties  which 
have  completed  their  earth-moving  program;  ef- 
fective larviciding  with  a radical  innovation  in 
formulation  which  circumvents  the  development 
of  insecticide  resistance  while  becoming  also  the 
safest  method  from  the  fish  and  wildlife  protection 
viewpoint;  and  effective  adulticiding  with  the 
least  e.xpensive  and  safest  operation  from  the  hu- 
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man  health  standpoint.  The  publication  criterion 
is  met,  to  date,  with  135  papers  in  25  scientific 
and  12  technical  journals. 

The  first  responsibility  of  the  ERC  is  to  Flor- 
ida, where  the  health  of  the  public  must  be  safe- 
guarded against  mosquito-borne  diseases,  from 
the  once  prevalent  but  now  eradicated  trio  of 
yellow  fever,  malaria  and  dengue  to  the  emerging 
threat  of  several  arboviruses — the  mosquito-borne 
encephalitides.  These  latter,  of  which  the  St. 
Louis  encephalitis  epidemic  of  1962  in  the  Tampa 
Bay  area  was  a cogent  reminder,  could  work 
havoc  to  Florida’s  tourist-oriented  economy.  And 
this  economy  is,  in  addition,  pointedly  responsive 
to  those  biting  insects  which  may  not  presently 
be  vectors  of  disease.  The  FRC  must  then  pro- 
vide the  state  with  the  know-how  to  shield  its 
residents  and  visitors  from  those  biting  insects 
which  the  terrain  and  climate  tend  to  produce  in 
such  unhealthy  and  annoying  abundance. 

To  the  world  and  to  medical  science  the  FRC 
contributes  findings  in  the  basic  biological  sci- 
ences which  are  the  necessary  and  inevitable 
bonuses  of  its  research  interests.  Thus  its  de- 
velopment of  the  most  sensitive  microrespirometer 
known,  capable  of  measuring  the  oxygen  con- 
sumption of  a single  mosquito  minute  by  minute, 
of  neurodissection  permitting  excising  and  trans- 
plantation of  secretory  brain  cells  in  the  mosquito, 
of  microanalytic  techniques  for  fats,  glycogen  and 
sugar  in  mosquitoes,  and  of  immunologic  and 
ethologic  techniques  applied  to  self-fertilized  fish, 
have  materially  advanced  fundamental  under- 
standing in  such  areas  as  metabolism,  neurohor- 
mones, lipid  synthesis,  genetics  and  sex  determi- 
nation. Through  such  research  products  and  by- 
products, the  FRC  hopes  to  continue  contributing 
to  the  health  and  economy  of  Florida  and  the 
world. 

Maurice  \V.  Provost 

Director 


SPEED  UP  REGISTRATION 

Have  Your  Badge  Stamped  by  Machine 
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Breaking  Barriers 

The  twentieth  century  will  surely  go  down  in 
history  as  the  years  of  “broken  barriers.”  The 
Wright  brothers  breached  the  flight  barrier  in 
1903;  Lindbergh  broke  it  wide  open  in  1927. 
Major  Yeager  pierced  the  sound  barrier  only  a 
decade  ago.  Man  was  on  this  earth  almost  one 
million  years  before  running  a four  minute  mile; 
yet  once  accomplished,  three  men  were  soon  do- 
ing it  in  the  same  race;  and  as  of  today,  the  feat 
has  been  duplicated  74  times. 

Let  us  not  worry  about  who  is  first  to  the 
moon;  once  accomplished,  others  will  immediately 
and  easily  follow  suit. 

Columbus  was  45  days  crossing  the  Atlantic 
and  it  still  requires  three  hours  to  jet  from  the 
East  to  the  West  Coast;  yet  John  Glenn  did  it  in 
11  minutes  and  10  minutes  respectively. 

And  all  is  done  with  such  ease  and  amazing 
safety,  for  the  missile  has  carried  man  four  billion 
miles  without  the  slightest  injury.  No  other  form 
of  transportation  can  claim  a 100  per  cent  safety- 
record. 

Medical  barriers  are  now  being  crossed  almost 
daily,  but  it  took  thousands  of  years  for  us  to 
make  the  initial  breakthrough — such  as  insulin, 
antibiotics,  Salk  vaccine  and  heart  surgery — with 
the  best  y-et  to  come. 

Only  two  major  barriers  have  withstood  the 
assaults  of  time  and  man’s  ingenuity:  the  reli- 
gious and  the  thought  barriers.  Not  only  have 
they  never  been  broken,  they  are  not  even  bent. 
Great  men  have  attempted  to  peer  beyond  their 
enclosures  but  to  no  avail.  I predict  that  in  the 
not  too  distant  future  a man  of  great  depth  and 
unlimited  vision  will  break  the  binders,  ascend 
the  mountain  and  view  the  valley  that  will  truly 
release  man’s  soul.  It  will  come  only  after  he  has 
unleased  the  potential  thought-capacity  of  his 
now  untapped  millions  of  brain  cells,  and  be- 
comes capable  of  thinking  far  beyond  one  billion 
to  the  nth  degree.  When  this  happens,  men  will 
discontinue  their  arguments  about  the  40  hour 
work  week,  for  one  hour  per  day  four  days  per 
week  will  do  the  job  much  better  than  it  is  be- 
ing performed  today. 

That  is  yet  ahead  of  us.  Today’s  speeds 
would  take  a 65  year  old  man  to  Venus  in  145 
days  and  he  will  be  only  41  years  of  age  the  min- 
ute he  sets  foot  on  its  swirling  surface.*  Just  a 

*Vemts  has  .a  .S84  da.v  orbit;  earth  .565  and  six  hours. 
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word  of  warning  to  those  who  dream  of  turning 
backward  time  in  her  flight:  The  onh'  noticeable 
change  will  be  economic — his  old  age  pension  will 
be  discontinued  and  he  will  have  to  wait  24  years 
before  “foreign  aid”  sets  in  again.  That  is  a long 
time  to  wait  for  pay  day  in  a hostile  environment. 

Environment  is  the  limiting  factor  to  man’s 
continuing  existence.  The  body  ever  engages  in 
a never  ending  battle  with  the  things  and  bugs 
about  it.  The  state  that  we  call  death  simply 
means  that  the  organism  has  lost  the  battle  with 
its  environment. 

Whether  we  are  in  space  or  deep  in  the  ocean, 
the  battle  remains  the  same.  We  must  keep  our- 
selves surrounded  b\'  a livable  climate  or  develop 
a body  that  will  be  able  to  overcome  the  odds. 

This  all  adds  up  to  a man-made  artificial  en- 
vironment when  we  leave  our  natural  habitat. 
Man’s  first  effort  at  occupying  another  planet 
should  be  one  most  nearly  like  his  own  (not  the 
moon).  If  there  is  to  be  a gravity  differential,  it 
should  be  greater,  not  less,  than  our  earth. 

Fiarth  man  can  adjust  to  life  on  the  moon, 
but  moon  man  can  never  live  for  long  here.  The 
vascular  system  would  adjust  quite  readily  to 
carrying  one-sixth  of  its  present  load  (a  150 
pound  man  weighs  only  25  pounds  there).  Once 
acclimated,  he  would  be  committed  forever  there 
or  to  a planet  with  the  same  or  less  gravitational 
pull.  I'nquestionably,  the  breakdown  of  vascular 
walls  and  other  complications  would  get  him  be- 
fore he  could  possibly  return  to  earth. 

We  do  not  know  what  reduced  or  zero  gravity 
will  do  to  our  cholesterol,  bone  marrow  or  even 
our  reproduction  rate,  but  the  latter  calls  for  a 
book  within  itself. 

Scientists  realize  that  the  hardiest  of  men  and 
animals  are  required  for  space  and  pressure  liv- 
ing; not  more  than  one  out  of  every  200,000  can 
be  expected  to  withstand  the  rigors  of  planetary 
travel.  This  knowledge  has  resulted  in  many  ani- 
mal experiments  pointed  towards  the  development 
of  a more  sturdy  species.  A group  at  the  Univer- 
sity of  California  has  apparently  succeeded  in 
breeding  a strain  of  “chronic-acceleration-resist- 
ant” chickens. 

Psychological  aspects  present  more  insur- 
mountable problems  than  do  the  physical  entities. 
This  fact  has  been  clearly  demonstrated  by  the 
experiments  performed  in  the  twin  passenger  cap- 
sule simulated  trips  to  the  moon  by  the  Brooks 
■\ir  Force  group  in  Texas.  Psychological  read- 
justment will  take  centuries  for  most  of  us  and 


there  is  but  little  that  we  can  do  to  speed  it  up. 

One  does  not  have  to  be  in  space  to  become 
confused.  During  the  past  10  years  the  Air  Tech- 
nical Intelligence  Center  has  examined  more  than 
6,000  reports  related  to  Flying  Saucers.  These 
people  do  see  planes,  vapor  trails,  balloons,  para- 
chutes, missiles  and  artificial  satellites.  Some 
are  secret,  some  are  hallucinations,  but  all  are 
e.xplainable. 

The  entire  story  of  extraterrestrial  travel  is 
easily  understood  if  we  will  just  realize  we  are 
now  able  to  take  off  tomorrow,  travel  24  hours 
today  and  arrive  yesterday.  We  must  not  be 
disturbed  when  flying  west,  on  one  of  our  2,.000 
mph  passenger  jets  now  on  the  boards,  if  we  see 
the  sun  rapidly  “set”  in  the  east. 

Further,  do  not  be  disturbed  by  the  “experts” 
saying  that  we  must  go  to  the  moon.  Take  it 
from  this  “e.xpert”  that  nothing  can  be  done  on 
the  moon  that  we  cannot  do  better,  faster  and 
cheaper  on  the  earth. 

I know  that  it  is  confusing  to  hear  so  many 
conflicting  statements  and  theories  and  1 can  help 
you  but  little  with  your  differentiations;  however, 
this  may  help:  Beginning  now,  with  this  essay, 
judge  all  that  you  read  and  hear  by  what  was 
said,  not  who  said  it;  what  was  done,  not  who 
did  it,  and  wh}'  it  was  said  or  why  it  was  done. 
By  .so  doing  you  can  eliminate  the  public  rela- 
tions men,  the  salaried  promoters,  the  land  spec- 
ulators and  other  conflict-of-interest  people  who 
may  appear  to  have  an  unlimited  knowledge  of 
today’s  space  requirements. 

The  problems  of  sjiace  travel  go  well  beyond 
the  economic,  psychological  and  physical.  What 
about  the  moral  laws  on  Mars?  Will  the  vaca- 
tioner there  still  be  bound  to  his  earthside  battle- 
ax?  Too,  the  “e.xperts”  are  worried  about  the 
bacteria  that  we  might  send  to  Mars  and  what 
monster  Mars  might  send  back  to  us.  I am  more 
worried  about  what  Washington  sends  us  and 
what  we  will  have  to  send  back  to  Washington. 

Though  we  dawdle  on  the  fringes  of  great  and 
unbelievable  break-throughs,  I am  led  to  believe 
that  the  outstanding  man  of  the  twentieth  century 
will  not  be  an  astronaut,  a moonnaut,  a son-of-a- 
naut,  a general,  a scientist,  nor  a politician,  but 
simply  a practical  business  man  who  can  give  us 
a balanced  federal  budget,  pay  1 per  cent  on  our 
national  debt  annually  and  continue  to  be  re- 
elected year  after  year.  I fear  that  such  a man  is 
yet  unborn  and  that  his  mother  is  already  dead. 

The  story  of  breaking  barriers  cannot  be 
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closed  appropriately  with  a final  summary,  para- 
graph or  prediction  for  much  of  their  history  lies 
ahead  and  with  a future  so  fantastic  that  it  defies 
belief.  Yet  I am  convinced  that  the  beloved  poet 
Walt  Whitman  must  have  had  1964  in  mind  more 
than  a century  ago  when  he  penned  the  following 
lines: 

The  world,  the  race,  the  soul — in  space  and 
time  the  universes, 

.411  bound  as  is  befitting  each — all  surely 
going  .somewhere. 

James  Basil  Hall 

A Gentleman  Who  Knew 
His  Own  Mind 

The  consternation  of  newcomers  to  Jackson- 
ville when  they  are  confronted  with  not  one  but 
three  health  departments — city,  county  and  state 
— leads  one  to  conjecture  on  how  Dr.  J.  Y.  Porter,, 
the  first  State  Health  Officer,  was  able  to  estab- 
lish the  Florida  State  Board  of  Health  in  that 
city.  After  due  consideration  Jacksonville  was 
selected  as  the  most  desirable  point,  all  things 
being  considered  including  superior  facilities  for 
rapid  communication  and  transit,  for  location  of 
the  office  of  the  Board  and  was  the  place  of  resi- 
dence of  the  President  of  the  Board,  Dr.  R.  P. 
Daniel.  In  1889  the  state  capitol  had  been  estab- 
lished at  Tallahassee  for  over  65  years  and  no 
other  department  of  government  seems  to  have 
had  the  temerity  to  suggest  removal  to  another 
spot,  especially  one  which  involved  a journey  of 
several  days.  Dr.  Porter,  however,  was  no  ordi- 
nary man.  Strong-willed,  farseeing,  a native  of 
Key  West,  there  have  been  those  who  suggested 
that  he  chose  a port  city  so  that  he  could  more 
easily  use  coastal  steamers  to  reach  his  island 
home.  But  a review  of  events  reveals  that  this 
was  only  an  incidental  bonus.  Dr.  Porter  was  in- 
dependent financially  as  is  shown  by  the  fact 
that  in  1889  he  retired  from  the  United  States 
Army  at  the  age  of  42  (a  thought  which  will  make 
many  a reader  envious).  He  was  convinced  that 
Jacksonville  would  be  a center  of  transportation 
and  that  Tallahassee  was  out-of-the-way — and  so 
to  Jacksonville  he  came.  Perhaps  he  was  further 
motivated  by  his  stay  in  Jacksonville  during  the 
disastrous  yellow  fever  epidemic  of  1888.  The 
epidemic,  which  began  in  the  southern  part  of 
the  state,  spread  rapidly,  culminating  in  a para- 
lyzing epidemic  in  Jacksonville.  It  rapidly  be- 


came a ghost  city  and  when  a call  went  out  for 
assistance.  Dr.  Porter  answered  it.  For  his  untir- 
ing work  both  houses  of  the  Florida  Legislature 
lauded  him  for  his  gratuitous  service  to  the  City 
of  Jacksonville,  and  the  Jacksonville  Auxiliary 
Sanitary  Association  made  him  a gift  of  a magnif- 
icent Swiss  watch  set  with  rubies  and  diamonds. 

Though  as  early  as  1873,,  at  the  urging  of  a 
Committee  of  the  Florida  Medical  Association,  a 
legislative  bill  had  been  introduced  to  provide  for 
an  appropriation  of  $200  (sic)  for  a health  pro- 
gram, the  bill  had  been  defeated  mainly  because 
the  amount  was  considered  exorbitant.  But  fol- 
lowing the  yellow  fever  epidemic  and  the  confu- 
sion which  had  been  precipitated  by  numerous 
independent  regulations  by  county  boards  of 
health,  a State  Board  of  Health  was  established  in 
1889.  Dr.  Porter  was  offered  the  post  of  State 
Health  Officer  at  the  munificent  salary  of  ap- 
proximately $3,000  a year.  He  and  one  clerical 
worker  were  “it” — for  several  months. 

Though  Dr.  Porter  died  in  1927,  many  of  his 
ideas  remain  as  a bulwark  of  present  day  public 
health  practice.  His  statement,  “The  day  is  close 
at  hand  when  security  of  human  life  will  be  rec- 
ognized for  what  it  is — the  real  basis  of  all 
values,.”  remains  an  abiding  tenet.  Health  educa- 
tion for  the  masses,  the  gathering  of  vital  statis- 
tics, the  improvement  of  health  conditions  so  as 
to  attract  tourists,  isolation  of  patients  with  tuber- 
culosis, premarital  and  antepartum  examinations, 
better  water  supplies  and  sewage  systems — all  of 
these  programs  which  he  advocated  are  still  as 
current  as  they  were  in  1889. 

Other  State  Health  Officers  have  come  and 
gone — many  making  great  contributions  to  Flor- 
ida’s health,  including  Wilson  T.  Sowder,  M.D., 
the  incumbent  since  1945.  But  the  effectiveness 
of  any  State  Health  Officer  is  contingent  upon 
the  definition  of  policy  and  support  which  he 
receives  from  his  Board  members,  appointed  by 
the  Governor  for  four  year  terms.  A survey  of 
Board  presidents  reveals  that  out  of  14,  seven 
(including  the  last  six)  have  been  private  physi- 
cians, representing  a wide  range  of  professional 
interests:  R.  P.  Daniel,  Jacksonville  (1889- 

1890);  H.  Mason  Smith,  Tampa  (1930-1932); 
X.  .A.  Baltzell,  Marianna  (1933-1939);  Shaler 
Richardson,  Jacksonville  ( 1940-1941) ; Herbert  L. 
Bryans,  Pensacola  (1941-1957);  Charles  J.  Col- 
lins, Orlando  (1957-1959);  John  D.  Milton,  Mi- 
ami (1960-1961);  Eugene  G.  Peek  Jr.,  Ocala 
(1961-  ).  E.R. 
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February  27,  1963 


Others  Are  Saying 


Time  Magazine  - Source  of 
Information  on  Ethical  Drugs 

Senator  Estes  Kefauver  with  his  widely  publicized  hear- 
ings on  the  pharmaceutical  industry  and  the  advertising 
of  ethical  drugs,  had  many  motives  and  many  designs  but 
we  will  wager  that  he  never  anticipated  that  Time  Maga- 
zine would  become  a major  source  of  advertising  for 
ethical  drugs.  Yet  this  bizarre  happening  has  really  come 
to  pass. 

We  have  at  hand  a copy  of  Time  Magazine  received 
by  a physician  who  has  been  a subscriber  to  the  magazine 
since  its  founding.  In  it  is  a special  tearout  four  page 
insert  of  the  “Roche  Report — Frontiers  of  Medicine.”  On 
the  first  three  pages  are  indeed  research  reports  of  the 
kind  physicians  read  in  medical  magazines,  including  color 
photographs  of  scabies  of  the  buttocks.  On  the  fourth 
page  is  a full  page  color  ad  for  “Gantanol  sulfamethoxa- 
zole” which  is  used  for  the  treatment  of  “common  respira- 
tory, genitourinary  and  soft  tissue  infections  in  general 
practice.” 

.\long  with  the  special  insert  of  advertising  most  us- 
ually found  in  a magazine  of  general  circulation,  is  a 
mimeographed  letter  from  the  publisher  of  Time,  Mr. 
Bernhard  M.  .\uer,  which  reads: 


Dear  Doctor: 

This  is  the  second  issue  of  TIME  to  incorporate  a 
special  advertising  section  sent  only  to  doctors.  Printed 
on  slightly  hea\ner  paper  than  the  regular  magazine  pages, 
it  is  readily  detachable  for  filing  and  reference. 

The  insert  in  this  issue  is  the  second  in  a special  medi- 
cal service  series  entitled  FRONTIERS  OF  MEDICINE 
prepared  and  sponsored  by  Roche  Laboratories.  Messages 
from  other  leading  pharmaceutical  companies  will  follow 
in  later  issues. 

This  material,  of  course,  is  prepared  exclusively  for  the 
medical  profession,  not  for  the  general  public.  So,  if  your 
copy  of  TIME  goes  into  the  waiting  room,  you  will 
probably  want  to  remove  the  insert  first. 

We  hope  you  will  find  this  section  interesting  and 
u.seful. 

Cordially, 

Bernard  M.  Auer 
Publisher,  Time 


We  would  note  that  the  advertising  of  the  Roche 
Laboratories,  thus  clandestinely  clipped  into  Time  for 
removal  before  the  patients  see  it  in  the  outside  waiting 
room,  contains  none  of  the  stipulations  of  advertising  in 
medical  journals  where  the  manufacturer  is  required  to 
give  the  side-effects  and  contraindications  for  the  product 
and  to  give  citations  from  the  medical  literature  on  the 
clinical  tests  of  the  drug.  Apparently  there  is  one  set  of 
rules  for  medical  journals  and  another  for  Time  Magazine. 

In  any  event  the  physician  who  receiv-ed  this  adver- 
tising, tear-out  insert  wrote  a letter  to  Time  which  said 
in  part: 


Time 

Time  & Life  Building 
Rockefeller  Center 
New  York  20,  N.Y. 

Dear  Sir; 

Each  issue  of  Time  is  read  by  many  others  than  the 
doctor  himself.  Most  of  my  colleagues  as  I,  subscribe  to 
Time  for  our  waiting  rooms.  To  find  such  advertising 
about  highly  sensitive  drugs  is  not  only  against  all  our 
policy  in  supplying  reading  material  in  a waiting  room, 
it  also  leads  to  embarrassing  questions. 

Should  you  continue  this  advertising  my  subscription 
for  my  waiting  room  will  be  cancelled. 

♦ * 

The  reaction  of  one  physician  to  this  type  of  adver- 
tising is  serious  enough  but  there  are  far  deeper  ramifica- 
tions of  this  new  outlet  now  available  to  manufacturers 
of  ethical  drugs.  Here  are  a few: 

1.  Following  the  Kefauver  hearings  the  ethical  drug 
companies  had  a period  of  indecision  and  uncertainty  until 
they  learned  the  rules  and  regulations,  on  how  far  they 
had  to  go  on  what  the  Senator  called  full  disclosure  . . . 
citing  the  side  effects  and  contraindications  for  the  vari- 
ous drugs.  Ethical  drug  ads  that  once  could  have  appear- 
ed on  one  page  of  a medical  magazine  sometimes  required 
a two  page  spread  to  give  all  the  facts.  The  government 
argued  that  the  physician  could  not  be  trusted  to  read 
a'l  the  clinical  literature  and  therefore  the  facts  had  to 
be  spelled  out  for  him  in  the  same  advertisement. 

2.  .As  a result  of  this  ruling,  the  advertising  budgets 
of  the  drug  manufacturers  were  sharply  reduced  for 
medical  journals  . . . and  they  still  are.  Typically  the 
advertising  income  of  medical  publications  is  down  by 
some  20  per  cent  from  the  pre-Kefauver  days.  .As  a result 
the  editorial  content  of  medical  journals,  generally,  has 
been  reduced  in  proportion. 

3.  The  ethical  drug  companies,  however,  still  needed 
to  reach  physicians  with  their  advertising  message.  Thus 
they  became — as  they  would  call  it — increasingly  selective, 
and  they  began  to  think  about  duplication  of  advertising 
coverage.  Thus  they  stayed  in  the  largest  of  the  national 
medical  magazines  (either  those  sold  on  subscriptions  or 
those  on  a give-away-basis)  and  shaved  their  budgets  at 
the  level  of  state  and  county  publications. 

4.  However,  when  the  advertising  managers  of  drug 
companies  like  Roche  Laboratories  . . . thought  through 
the  problem  of  duplication  they  pushed  on  to  the  next 
stage  and  asked  the  question,  “Why  stop  here?  Why  not 
reach  doctors  through  a mass  circolation  magazine  which 
they  probably  read  more  often  then  their  own  medical 
journals?”  .And — with  the  willing  assent  of  Time  Maga- 
zine— we  now  have  the  insert  ad  referred  to. 

5.  How  far  will  it  go?  One  key  differential  between 
a proprietary  drug  for  over-the-counter  sale,  and  an 
ethical  drug,  was  that  the  patent  medicine  was  adver- 
tised to  the  public  and  the  ethical  drug  was  advertised 
only  in  medical  magazines  or  by  direct  mail  to  doctors 
to  their  private  offices.  Under  the  new  and  ingenious — 
and  we  believe  unethical — plan  in  Time  Magazine,  the 
doctor  in  his  office  is  now  given  the  burden  of  keeping  the 
ethical  drug  “ethical”;  by  making  sure  that  he  tears  out 
of  each  issue  the  professional  medical  insert.  Will  doctors 
do  it?  Should  doctors  do  it? 

6.  Finally  we  would  plead  for  a return  to  realism  in 
ethical  drug  advertising  and  ask  the  manufacturers  to 
help  support  medical  society  publications  by  their  ad- 
vertising of  ethical  drugs.  Maybe  this  is  old-fashioned; 
and  maybe  Time  Magazine  truly  is  a better  source  of 
information  for  the  practicing  physician.  But  we  think 
not  and  we  think  that  practicing  physicians  will  begin  to 
scan  their  own  medical  publications  and  note  which  com- 
panies advertise  there  and  which  do  not.  .And  when  they 
do.  we  predict  some  revolutions  in  the  advertising  budg- 
ets of  the  pharmaceutical  industry. 

Reprinted  from  NEW  YORK  MEDICINE,  April  5,  1963. 

The  Bulletin 

Hillsborough  County  Medical  .Association 
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PRO-BANTHINE 

....OOP  propantheline  bromide 


For  Ten  Years... 
the  Standard  Anticholinergic 

Many  studies  by  many  investigators  over  many 
years  have  established  Pro-Banthme  (propantheline 
bromide)  as  the  standard  anticholinergic  in  the  man- 
agement of  peptic  ulcer  and  other  gastrointestinal 
disorders. 

It  Is  Effective— Hundreds  of  comparative  laboratory 
and  clinical  trials  and  innumerable  gratified  patients 
have  made  Pro-BanthTne  (propantheline  bromide) 
the  most  widely-prescribed  medication  in  its  class. 
It  Is  Selective  — Its  major  effect  is  on  the  gastrointes- 
tinal and  urogenital  tracts.  Secondary  activity  when 
noticeable  seldom  passes  the  point  of  temporary 
annoyance. 

It  Is  Dependable  — Moderate  doses  reduce  gastric 
secretion  and  acidity  and  diminish  gastrointestinal 
hypermotility.  The  usual  dosage  may  be  safely 


doubled  or  tripled  to  suppress  symptoms  in  patients 
with  severe  or  refractory  conditions. 

These  qualities  have  won  such  wide  recognition 
in  standard  texts  on  pharmacology  and  therapeutics 
that  to  prescribe  Pro-BanthTne  (propantheline  bro- 
mide) is  truly  to  prescribe  “by  the  book.” 

The  usual  adult  dosage  is  one  tablet  of  15  mg. 
with  meals  and  two  at  bedtime. 

Side  Effects  And  Cautions— Urinary  hesitancy,  xer- 
ostomia, mydriasis  and.  theoretically,  a curare-like 
action  may  occur  with  Pro-BanthTne  (propantheline 
bromide).  It  is  contraindicated  in  patients  with  glau- 
coma or  severe  cardiac  disease. 

Pro-BanthTne  (propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

e.  D.  S EARLE  4 co. 

CHICAGO,  ILLINOIS  60680 

Research  in  the  Service  of  Medicine 
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Butazolidin" 

Butazolidirf 

ilka 


t works! 


brand  of  phenylbutazone 
Tablets  of  lOOmg, 

Each  capsule  contains; 
phenylbutazone,  100  mg, 
dried  aluminum 
hydroxide  gel,  100  mg. 
magnesium 

trisilicate,  150  mg. 

homatropine 
methylbromide,  1.25  mg. 

Proved  by  over  a decade 
of  clinical  experience. 


Geigy  Pharmaceuticals 
Division  of  Geigy 
Chemical  Corporation 
Ardsley,  New  York 


BJIADINS 
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betaoins 

oqUCH^ 


beiao'JS 

AEROSOI  s 


ot»4TrA6H^  _ — 


Betadine^ 


j^oi^/don  e -XodXv^ 


Products 

unlock  a wide 
range  of  usefulness 


Betadine  Products,  in  all  seven  dosage  forms, 
contain  povidone-iodine,  a complex  of  poly- 
vinylpyrrolidone and  iodine,  providing  all  the 
germicidal  properties  of  elemental  iodine  . . . 
yet  Betadine  (povidone-iodine)  is  nonirritat- 
ing, nonsensitizing,  and  nontoxic  to  skin  or 
mucosa. 

Betadine  Products  are  effective  in  preventing 
and  treating  a variety  of  infections  frequently 
encountered  in  the  practice  of  otolaryngology, 
orthopedics  and  orthopedic  surgery,  obstetrics 
and  gynecology,  oral  surgery,  pediatrics, 
surgery  and  dermatology. 

The  clinical  results  reported  under  various 
conditions  of  use  make  Betadine  (povidone- 
iodine)  preparations  valuable  adjuncts  both 
in  the  hospital  and  in  private  practice.  Lit- 
erature available  upon  request. 


shanvpoo 


PRODUCTS  CO.,  INC. 

PETERSBURG,  VIRGINIA 


moral  Hotel,  Miami  Beach.  Registration  fee  is 
$20.  and  the  number  of  registrants  is  limited  to 
one  hundred  and  twenty-five.  Complete  programs 
are  being  printed  and  will  be  available  soon  from 
George  F.  Schmitt,  M.D.,  President,  Florida  Dia- 
betes Association,  30  S.  E.  8th  St.,  Miami  32. 
Florida. 

Dr.  Edward  D.  Norton  has  been  elected  a 
member  of  the  Executive  Committee,  Section  of 
Ophthalmology,  of  the  Southern  Medical  Associa- 
tion. Their  Annual  Meeting  will  be  held  in 
Memphis,  Tennessee  on  November  16-19.  Papers 
are  now  being  accepted  up  to  May  1 5 for  presen- 
tation at  this  meeting.  For  further  information 
write  Dr.  George  S.  Ellis,  Secretary,  812  Maison 
Blanche  Building,  New  Orleans,  Louisiana. 

The  Annual  Meeting  of  the  American  Acade- 
my of  Physical  Medicine  and  Rehabilitation  will 
be  held  on  .August  24-27,  1964  at  the  Statler- 
Hilton  Hotel  in  Boston,  Massachusetts.  It  will 
consist  of  formal  lectures  as  well  as  educational 
seminars  in  the  fields  of  Disability  Evaluation, 
Forensic  Physiatry  and  Muscle  Diseases. 


the  most  widely 
prescribed 
peripheral 
vasodilator... 

ARLIDIN 

(NYLIDRIN  HGI) 

increases 
blood  flow... 

i 
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IN  CEREBROVASCULAR 
INSUFFICIENCY 

where  vascular  insufficiency 
may  cause  such  symptoms 
as  mental  confusion,  diplopia, 
fatigue,  apathy,  and  behavior 
problems. 


News 

Dr.  Albert  V.  Hardy,  Assistant  State  Health 
Officer,  Jacksonville,  has  taken  a three  months’  as- 
signment through  the  United  States  agency  for 
International  Development  to  establish  a public 
laboratory  for  the  country’s  Ministry  of  Health 
in  Libya. 

All  applications  and  letters  of  request  for  the 
American  Board  of  Obstetrics  and  Gynecology 
must  be  filed  by  July  1,  1964  with  Clyde  L. 
Randall,  M.D.,  Secretary,  American  Board  of 
Obstetrics  and  Gynecology,  100  Meadow  Road, 
Buffalo,  N.  Y.  14216. 

“Evolving  Concepts  in  Pulmonary  Disease,”  is 
the  title  of  the  Second  Annual  Postgraduate 
Course  in  Radiology  presented  by  the  Depart- 
ment of  Radiology  of  the  University  of  Miami 
School  of  Medicine,  March  18-21  at  the  Fontaine- 
bleau Hotel,  Miami  Beach. 

The  Florida  Diabetes  Association  will  conduct 
its  Annual  Seminar  on  Diabetes  and  Related  En- 
docrine Disorders,  Sept.  30-Oct.  2,  at  the  Bal- 


Books Received 


Elements  of  Medical  Statistics.  By  J.  V.  Smart, 
B.Sc.,  M.I.  Biol.,  F.S.S.  Pp.  136.  Price  $7.50.  Springfield, 
111.,  Charles  C.  Thomas,  Publisher,  1963. 

The  Care  of  the  Geriatric  Patient.  Edited  by  E.  V. 
Cowdry,  Ph.D.,  Sc.D.  (Hon.),  F.R.M.S.  (Hon.).  Ed.  2. 
Pp.  566.  Price  $11.85.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1963. 

Current  Pediatric  Therapy.  By  Sydney  S.  Gellis, 
M.D.,  and  Benjamin  M.  Kagan,  M.D.  Pp.  747.  Price 
$16.00.  Philadelphia,  VV.  B.  Saunders  Company,  1964. 

Atomic  Energy  Encyclopedia  in  the  Life  Sciences. 

By  Charles  Wesley  Shilling,  M.D.,  D.Sc.,  with  the  as- 
sistance of  Miriam  Teed  Shilling,  M..\.  Pp.  474.  Illus- 
trated. Price  $10.50.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1964. 

Pathogenesis  of  Leprosy.  Ciba  Foundation  Study 
Group  Xo.  15.  Edited  by  G.  E.  W.  WPlstenholme, 
O.B.E.,  M..\.,  M.B.,  M.R.C.P.,  and  Maeve  O’Connor, 
B..\.  Pp.  101.  Ulus.  19.  Price  $2.95.  Boston,  Little  Brown 
and  Company,  1963. 

Elementary  Medical  Statistics.  By  Donald  Main- 
land, M.B.,  Ch.B.,  D.S.C.,  F.R.S.C.,  F..\.S..\.  Ed.  2.  Pp. 
381.  Price  $9.00.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1963. 


Cancer  of  the  Stomach.  By  William  H.  ReMine, 
M.D.,  M.S.  in  Surgery,  F.A.C.S.,  James  T.  Priestley, 
M.D.,  M.S.  in  Experimental  Surgery,  Ph.D.  in  Surgery, 
F..\.C.S.,  Joseph  Berkson,  M.D.,  D.Sc.,  and  Members  of 
the  Staff  of  the  Mayo  Clinic.  Pp.  225.  Illustrated.  Price 
$11.50.  Philadelphia,  W.  B.  Saunders  Company,  1964. 

Handbook  of  Legal  Medicine.  By  Alan  R.  Moritz, 
M.D.,  and  C.  Joseph  Stetler,  LL.B.,  LL.M.  Ed.  2.  Pp. 
239.  Price  $5.75.  St.  Louis,  The  C.  V.  Mosby  Company, 
1964. 

Case  Studies  in  Obstetrics  and  Gynecology.  By  F. 

Jacks'on  Stoddard,  M.D.  Pp.  312.  Illustrated.  Price 
$8.50.  Philadelphia,  W.  B.  Saunders  Company,  1964. 

Gastroenterology.  By  Henry  L.  Bockus,  M.D.  Ed.  2. 
Vol.  II.  Pp.  1241.  Illustrated.  Price  $28.00.  Philadelphia, 
W.  B.  Saunders  Company,  1964. 

Lysosomes,  Ciba  Foundation  Symposium.  Edited 
by  .A.V.S.  deReuck,  M.Sc.,  D.I.C.,  .A.R.C.S.,  and  Margaret 
P.  Cameron,  M..A.  Pp.  446.  Ulus.  79.  Price  $11.50.  Bos- 
ton, Little  Brown  and  Company,  1963. 

Appraisal  of  Current  Concepts  in  Anesthesiology. 

Edited  by  John  .\driani,  M.D.  Volume  2.  Pp.  478.  Price 
$10.75.  St.  Louis,  The  (T.  V.  Mosby  Company,  1964. 

Pediatric  Therapy.  Edited  by  Harry  C.  Shirkey,  B.S. 
(Pharm.),  M.D.,  F..A.C.P.  Pp.  1144.  Illustrated.  Price 
$16.50.  St.  Louis,  The  C.  V.  Mosby  Company,  1964. 


A History  of  Medicine  in  South  Carolina  1670- 
1825.  By  Joseph  loor  Waring,  M.D.  Pp.  407.  Illustrated. 
Price  $7.50.  Charleston,  S.C.,  South  Carolina  Medical 
Society,  1964. 


Current  Diagnosis  & Treatment.  By  Henry  Brain- 
erd,  M.D.;  Sheldon  Margen,  M.D.,  and  Milton  J.  Chat- 
ton,  M.D.  Pp.  867.  Price  $9.50.  Los  .Mtos,  Calif.,  Lange 
Medical  Publications,  1964. 


CIRCULATORY 
ORDERS  OF  THE 
ER  EAR 

I 

•e  decreased  blood  flow  results  t 

faring  loss  (sudden  onset),  . | 

tus,  and  vertigo.  ' f 


VASODIUTIVE/ VASORELAXANT 

ARLIDIN 

(NYLIDRIN  HCI) 

decreases  resistance  in 
arteries  and  arterioles  in 
skeletal  muscle,  in  the  brain, 
and  possibly  in  the  eye  and 
inner  ear  • increases  cardiac 
output  (minute  stroke  volume) 
without  significant  changes  in 
pulse  rate  or  blood  pressure 

• especially  useful  in  enhancing 
blood  flow  in  ischemic  tissues 

• essentially  safe,  well 
tolerated,  with  rapid  and 
sustained  response  • economical 

use  with  caution  in  the 
presence  of  a recent  myocardial 
lesion,  severe  angina  pectoris, 
and  thyrotoxicosis. 

contraindicated  in  acute 
myocardial  infarction. 

Protected  by  U.  S.  Patent  Numbers: 
2,661,372  and  2,661,373 

u.s.  vitamin  & 
pharmaceutical  corp. 


IN  CIRCULATORY 
DISORDERS  OF  THE  EYE 

where  there  is  vasospastic  and 
circulatory  impairment. 


Available  in  6 mg. 
scored  tablets, 
and  5 mg.  per  cc. 
parenteral 
solution. 


An  open  letter  on  a new  concept 
in  cigarette  filtration  from  the  makers 
of  new  lARK  cigarettes 


DEAR  DOCTOR;  In  the  recent  report 
of  the  Surgeon  General’s  Advisory  Com- 
mittee on  Smoking  and  Health,  attention 
was  drawn  to  the  inhibitory  effect  of  cig- 
arette smoke  on  respiratory  cilia.  On  page 
34,  the  Report  states:  “Components  of  the 
gas  phase  of  cigarette  smoke  have  been 
shown  to  produce  various  undesirable 
effects  on  test  animals  or  organs.  One  of 
these  effects  is  suppression  of  ciliary  trans- 
port activity,  an  important  cleaning  func- 
tion in  the  trachea  and  bronchi  (Chapter 
6,  p.  61  and  Chapter  10,  pp.  267-270).’’ 
The  Report  also  notes  that  there  is  a 
cigarette  filter  containing  special  charcoal 
granules  which  reduces  certain  gases 
which  inhibit  the  activity  of  mammalian 
respiratory  cilia.  On  page  61  of  the  Report 
it  states:  “Activated  carbons  differ  mark- 
edly in  their  adsorption  characteristics. 
Carbon  filters  previously  employed  in 


cigarettes  do  not  have  the  specific  power 
to  scrub  the  gas  phase.  It  has  been  re- 
ported that  a filter  containing  special  car- 
bon granules  removes  gaseous  constitu- 
ents which  depress  ciliary  activity  (28).’’ 
The  reference  cited  is  “New  England 
Journal  of  Medicine’’  (Kensler,  C.  J.  and 
Battista,  S.  R,  269:  1161-1166,  November 
28,  1963). 

In  1954,  Liggett  Sc  Myers  Tobacco  Com- 
pany began  a broadly  based  program  of 
biological  research  on  tobacco  smoke 
which  has  been  conducted  in  the  Life 
Sciences  Division  of  Arthur  D.  Little,  Inc., 
Cambridge,  Mass.  In  recent  years,  this  re- 
search has  centered  on  the  gas  phase  of 
cigarette  smoke,  and  the  development  of  a 
specially  treated  charcoal-granule  filter. 
This  filter  materially  reduces  the  gases  in 
cigarette  smoke  which  contribute  to  the 
inhibition  of  the  activity  of  mammalian 
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respiratory  cilia  in  in  vitro  experiments, 
(see  chart.) 

Dr.  Kensler  points  out  in  his  paper  re- 
ferred to  above:  “Although  it  is  recog- 
nized that  these  in  vitro  findings  may  not 
be  directly  extrapolated  to  the  effects  of 
cigarette  smoke  on  human  pulmonary  tis- 
sue the  use  of  the  charcoal-granule  filter 
will  obviously  reduce  the  level  of  exposure 
of  the  non-ciliated  as  well  as  ciliated  bron- 
chial and  alveolar  cells  to  potentially 
harmful  smoke  components.” 

The  specially  treated  charcoal-granule 
filter  discussed  in  the  Kensler  and  Battista 
paper  was  the  prototype  of  the  one  which 
is  now  available  to  the  public  on  Lark 
cigarettes.  Since  some  of  your  patients  may 
have  heard  of  this  filter  through  the  lay 
press,  and  may  inquire  about  its  basis  in 
science,  we  believe  you  may  wish  to  have 
the  information  at  hand. 


Inhibitory  Effect  of  Cigarette  Smoke 
on  Mammaiian  Ciliary  Activity 

percent  ( 2 SECOND  EXPOSURE  ) 
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Puffs  at  one  minute  intervals 

(Data  Irom  figure  6,  page  1165.  "New  England  Journal  of  Medicine,"  November  28, 1963J 

Chart  shows  inhibition  of  the  mammalian  ciliary  activity 
by  the  irritating  gases  in  cigarette  smoke: 

1.  The  screened  lines  represent  conventional  filter  and  non-filter  cig- 
arettes and  show  how  they  produced  50%  ciliary  inhibition  after  5 to  6 
puffs  and  100%  inhibition  after  7 to  8 puffs. 

2.  On  the  other  hand,  the  filter  with  activated  charcoal  granules,  repre- 
sented by  the  solid  black  line,  produced  no  significant  inhibition  (less  than 
10%)  when  the  whole  cigarette  (8  puffs)  was  smoked. 


J.  Florida  M.A./Mcry,  1964 
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Deafflis 

Beardall,  Harold  Martyn,  Orlando;  born  in 
Sanford  on  Feb.  5,  1885;  Louisville  and  Hos- 
jiital  Medical  College.  Louisville.  Ky.,  1908; 
served  a two  year  internship  at  Xew  York  City 
Hospital,  and  later  had  other  postgraduate  work 
at  St.  Luke’s  Hospital,  Chicago,  and  Boston  City 
Hospital;  had  engaged  in  the  general  practice  of 
medicine  in  Orlando  since  1913;  was  a veteran 
of  World  War  I,  attaining  the  rank  of  major  in 
the  Army  Medical  Corps;  was  a past  president 
and  secretary  of  the  Orange  County  Medical  So- 
ciety; held  membership  in  the  American  Medical 
-Association  and  the  Southern  Medical  .A.ssocia- 
tion;  died  January  22,  aged  78. 

Boyce,  John  Clifford,  Sanford;  born  in  La- 
chute,  Que.,  Canada,  on  March  13,  1899;  McGill 
University  Faculty  of  Medicine,  Montreal,  Que., 
Canada,  1924;  served  an  internship  at  Montreal 
Western  Hospital,  and  completed  a residency  at 
Mt.  Carmel  Hospital,  Columbus,  Ohio,  in  1929, 
taking  other  postgraduate  work  at  Cook  County 
Hospital,  Chicago,  in  1935;  engaged  in  the  gen- 
eral practice  of  medicine  in  Solon,  Maine,  from 
1925  to  1928  and  in  Fremont,  Ohio,  from  1929 
to  1951;  had  practiced  in  Sanford  since  1951; 
was  president  of  the  Sandusky  County  Medical 
Society  in  Ohio  from  1942  to  1946  and  of  the 
Seminole  County  Medical  Society  in  1954;  served 
as  selective  service  medical  examiner  for  four 
years;  was  a member  of  the  .American  Medical 
.Association  and  the  .American  .Academj-  of  Gener- 
al I’ractice;  died  Dec.  18,  1963,  aged  64. 

Brillhart,  Harry  Lester,  Jacksonville;  born  in 
A'ork  County,  Pa.,  on  May  8,  1884;  University 
of  Maryland  School  of  Medicine,  Baltimore.  1912; 
served  an  internship  and  a residency  at  Alercy 
Hospital,  Baltimore;  entered  the  general  practice 
of  medicine  in  Jacksonville  in  1914  and  was  as- 
sociated with  Dr.  P.  C.  Perry  for  many  years;  was 
physician  for  The  Florida  Christian  Home  for  the 
last  10  years  of  his  half  century  of  practice;  was 
a member  of  the  Southern  Medical  .Association 
and  the  .American  Medical  .Association;  died  Dec. 
14,  1963,  aged  79. 

Dell,  James  Maxey,  Sr.,  Gainesville;  born  in 
Gainesville  on  Feb.  2,  1880;  .Atlanta  College  of 
Physicians  and  Surgeons,  now  Emory  Univer- 


sit\'  School  of  Medicine,  1902;  engaged  in  the 
general  practice  of  medicine  in  Gainesville  for 
more  than  half  a century;  was  a past  president  of 
the  .Alachua  County  Medical  Society  and  a former 
vice  president  of  the  Florida  Medical  .Association; 
was  a state  senator  at  one  time  and  mayor  of 
Gainesville  several  times;  was  a major  in  the 
Medical  Corps  Reserve;  was  a life  member  of  the 
Florida  Aledical  .Association  and  the  .American 
Medical  .As.sociation;  died  February  3,  aged  84. 

Gorman,  John  Malcolm,  Jacksonville;  born  in 
Augusta,  Ga.,  on  .April  10,  1896;  Aledical  College 
of  Georgia,  .Augusta,  1924;  served  an  internship 
at  the  Chicago  Lying-In  Hospital,  Chicago,  and 
a residency  at  Fresno  County  Hospital,  Fresno, 
Calif.,  practiced  obstetrics  and  gjmecology  in 
Jacksonville  from  1928  to  1941;  served  during 
World  War  II  as  Ships  Surgeon  in  the  United 
States  Merchant  Marine  from  1942  to  1944,  when 
he  was  discharged  from  active  duty  with  the  rank 
of  major  because  of  physical  disability;  resumed 
the  practice  of  his  specialty  in  Fresno  for  a year 
before  returning  to  Jacksonville  permanently  in 
1946;  was  a member  of  the  .American  Medical  .As- 
sociation; died  Dec.  19,  1963,  aged  67. 

Griffin,  John  D.,  Lakeland;  born  in  Tifton, 
Ga.,  in  1879;  .Atlanta  College  of  Physicians  and 
Surgeons,  1904;  engaged  in  the  general  practice 
of  medicine  in  Lakeland  for  a short  time  and  then 
in  Pierce;  in  1911,  returned  to  Lakeland  where 
he  was  city  physician  for  many  years;  was  a vet- 
eran of  World  War  I;  held  membership  for  46 
years  in  the  Florida  Medical  .Association  and  was 
a member  of  the  .American  Medical  .Association; 
died  January  25,  aged  85. 

O’Neill,  John  Brooks,  St.  Petersburg;  born  in 
Boston,  Mass.,  on  Dec.  9,  1893;  L’niversity  of 
\’irginia  School  of  Medicine,  Charlottesville,  A’a., 
1918;  served  an  internship  at  Ro\’al  Victoria 
Hospital,  Montreal,  Que.,  Canada,  and  residencies 
in  the  United  States  Naval  Hospital,  Washington, 
D.  C.,  and  various  other  Naval  hospitals;  prac- 
ticed internal  medicine  in  the  L'nited  States  Navy 
from  1918  to  1947,  retiring  with  the  rank  of  rear 
admiral;  was  chief  medical  officer  at  Paris  Island 
Marine  Base  in  1939  and  1940  and  also  served 
with  the  Marine  Corps  in  Haiti,  China  and  Nica- 
ragua; practiced  12  years  in  St.  Petersburg;  held 
membership  in  the  .American  Medical  .Association; 
died  Dec.  4,  1963,  aged  71. 
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Robinson,  Julian,  Miami;  born  in  Bucharest, 
Romania,  on  Jan.  11,  1881;  New  York  Home- 
opathic College,  New  York  City,  1921;  served  an 
internship  at  New  York  Homeopathic  Hospital 
and  engaged  in  other  postgraduate  work  at  Al- 
gemine  Krankes  Hospital,  Vienna,  Austria;  prac- 
ticed general  medicine  and  gynecology  in  Brook- 
lyn, N.  Y.,  for  26  years  and  from  1921  to  1927 
served  as  Romanian  consul  general  there;  moved 
to  Miami  in  1946  and  continued  practice  there 
until  illness  forced  his  retirement  in  1961;  was 
a veteran  of  World  Wars  I and  II;  was  a fellow 
of  the  American  Medical  Association,  a member 
of  the  American  Geriatrics  Society  and  an  honor- 
ary member  of  the  International  Academy  of 
Medicine;  died  Dec.  6.  1963,  aged  82. 

Shackelford,  Walter  Lawson,  West  Palm 
Beach;  born  in  Meridian,  Miss.,  on  July  8,  1896; 
University  of  Pennsylvania  School  of  Medicine, 
Philadelphia,  1921;  served  an  internship  at  Touro 
Infirmary,  New  Orleans,  La.,  and  residencies  at 
South  Mississippi  Charity  Hospital,  Laurel,  Miss., 
and  Good  Samaritan  Hospital,  West  Palm  Beach; 
had  engaged  in  the  general  practice  of  medicine 
and  surgery  in  West  Palm  Beach  since  1926;  was 
a veteran  of  both  World  Wars;  was  a past  presi- 
dent of  the  Palm  Beach  County  Medical  Society 
and  of  the  Southeastern  Hospital  Conference; 
held  membership  in  the  American  Medical  Asso- 
ciation, Southern  Medical  Association,  American 
Academy  of  General  Practice,  American  Hospital 
Association,  American  College  of  Hospital  Admin- 
istrators and  Florida  Association  of  Industrial  and 
Railway  Surgeons;  died  January  14,  aged  67. 

Stovall,  Rupert  Hope,  Fort  Lauderdale;  born 
in  Vienna,  Ga.,  on  July  16,  1881;  New  York 


University  College  of  Medicine,  New  York  City, 
1905;  served  an  internship  at  St.  Vincent’s  Hos- 
pital in  New  York  City  and  later  pursued  other 
graduate  work  at  Harvard  Medical  School;  en- 
gaged in  the  practice  of  general  medicine  in  Vien- 
na from  1905  to  1911,  in  Macon,  Ga.,  from  1911 
to  1925  and  in  Fort  Lauderdale  from  1925  to 
1956;  was  a veteran  of  World  War  I;  was  county 
physician  for  Broward  County  from  1943  to 
1957;  was  a past  president  and  secretary  of  the 
Broward  County  Medical  Association  and  also  of 
the  Third  District  in  the  Georgia  Medical  Asso- 
ciation; was  a member  of  the  American  Medical 
Association;  died  January  14  after  a long  illness, 
aged  82. 

Wood,  George  Oviatt,  St.  Petersburg;  born  in 
Campbellville,  Ky.,  in  1913;  Vanderbilt  Univer- 
sity School  of  Medicine,  Nashville,  Tenn.,  1938; 
served  an  internship  in  surgery  at  New  York  Hos- 
pital, Cornell  Medical  Center;  assisted  Dr.  Al- 
fred Blalock  in  research  for  one  year  at  the 
Johns  Hopkins  L'niversity  School  of  Medicine, 
Baltimore;  went  to  the  Mayo  Clinic,  Rochester, 
Minn.,  on  a fellowship  in  surgery  and  later  be- 
came first  assistant  in  chest  surgery  at  that  in- 
stitution; spent  two  years  during  World  War  II 
as  a captain  in  the  U.S.  Army  Medical  Corps 
serving  in  the  China-Burma-India  theatre;  enter- 
ed the  practice  of  surgery  in  St.  Petersburg  in 
1952;  was  a diplomate  of  the  American  Board 
of  Surgery  and  of  the  International  College  of 
Surgeons,  a fellow  of  the  American  College  of 
Surgeons,  a senior  fellow  of  the  Southeastern 
Surgical  Congress,  a certified  fellow  of  the  Inter- 
national College  of  Surgeons,  and  a member  of 
the  American  Medical  Association;  died  Dec.  16, 
1963,  aged  50. 
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SUPPLY  COMPANY 


Are  you  just  storting  or  hove  you  been  in  practice?  We  con  supply  you  with  dis- 
tinctive and  modern  equipment  for  your  office. 

It  increases  your  efficiency  and  mokes  your  work  easier. 


Ph.  EL  5-839t 


P.  O.  Box  2580  — 1050  W.  Adams 


Jacksonville,  Fla. 


J.  Florido  M.A./May,  1964 
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New  Members 


Associate 


The  following  doctors  have  joined  the  State 
Association  through  their  respective  county  medi- 
cal Societies. 


Active 

Adams,  Arland  A.,  Melbourne 
•\shburn,  Llewellyn  L.,  Tampa 
Ballentine,  Charles  N.,  Fort  WaltOn  Beach 
Bowling,  Edward  C.  Jr.,  Brooksville 
Bullwinkel,  Bob,  Ormond  Beach 
Burke,  Sean  K.,  Tampa 
Carney,  Robert  T.,  Tallahassee 
Chandler,  William  C.,  Dade  City 
Clark,  Richard  B.,  Pensacola. 

Covell,  William  A.,  Pensacola 
Giovinco,  Joseph,  Tampa 
Hubbard,  William  H.,  Port  Richey 
Hunt,  Owen  R.  Jr.,  Branford 
Hux,  Robert  H.,  Leesburg 
Kane,  Wilton  R.,  Live  Oak 
McDonald,  William,  Quincy 
Matrin,  Gilbert  A.  Jr.,  Daytona  Beach 
Patterson,  Joseph  R.,  Tampa 
Schwcnker,  Carl  E.  Jr.,  Daytona  Beach 
Taylor,  Donald  V\^,  Tampa 
Truly,  Harry  L.  Jr.,  Tampa 


.Ainsworth,  William  N.  Ill,  Jacksonville 
Bennett,  Jean  L.,  Clearwater 
Bodiford,  Homer  .A.  Jr.,  Orlando 
Caiman,  Carl  H.  D.,  Clearwater 
Campbell,  .Arthur  S.,  Miami  Springs 
Canton,  John  N.,  St.  Petersburg 
Cestaric,  Edward  S.,  Gainesville 
Christ,  George  H.,  Clearwater 
Culbert,  James  E.,  Orlando 
D’.Adesky,  Raymond  G.,  Fort  Lauderdale 
Diaz-Silveira,  Carlos  F.,  Miami 
Entel,  Irwin  L.,  Dunedin 
Fipp,  George  J.,  Jacksonville 
Godbold,  Wayne  L.,  Winter  Garden 
Goldstein,  .Alvin  P.,  Miami 
Harper,  John  M.,  Miami 
Harvey,  Edward  R.,  Fort  Lauderdale 
Hecht,  Howard  L.,  Jacksonville 
Hill,  Gordon  E.,  Fort  Lauderdale 
Ira,  Gordon  H.  Jr.,  Jacksonville 
Karrer,  Max  C.,  Jacksonville 
McKenzie,  DOris,  Miami 
McMillen,  Robert  E.,  Orlando 
Moore,  Jerry  D.,  Fort  Lauderdale 
Nunn.  Daniel  B.,  Jacksonville 
Panos,  Theodore  G.,  Jacksonville 
Pepus,  Martin,  Miami  Beach 
Schwalbe,  Frank  C.  Jr.,  Jacksonville 
Strike,  Thomas  C.,  St.  Petersburg 
Wadlund,  Robert  R.,  West  Palm  Beach 
Wallace,  William  E.,  Sarasota 
Walton,  William  R.,  St.  Petersburg 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIN’l. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  Vz  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PWIL 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 
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EMOTIOIMAL 

RELIEF 


PHYSICALLY 


RELIEVES  ANXIETY,  APPREHENSION  AND  TENSION. 


AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAIM-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE) 


Simplified,  convenient  dosage  for  emotional  relief. 


Side  cfFecfs:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


€Me«760 


WALLACE  LABORATORIES  Cranhury,  N.  J. 


Appearances  on  the  outside  do  not 
necessarily  suggest  what  goes  on  in- 
side. This  is  particularly  true  of  the 
ulcer  patient,  who  may  appear  jolly 
and  unruffled  to  his  neighbors,  but 
presents  to  you  the  classic  symp- 
toms: organic  and  functional  dis- 
orders of  the  G.I.  tract,  associated 
with  anxiety  and  tension. 

Consider,  when  you  see  him  next, 
the  value  of  pathilon®  sequels® 
with  Phenobarbital,  which  provides 
sustained  anticholinergic  protection 


from  spasm  and  pain  in  the  target 
areas,  as  well  as  sustained  pheno- 
barbital  action  against  triggering 
anxiety.  The  controlled  release  of  the 
active  ingredients  in  the  sequels® 
formulation  means  protective  medi- 
cation day  and  night. 

Effective  in  peptic  ulcer,  intestinal 
colic,  ileitis,  esophageal  spasm,  spas- 
tic colon,  alcohol-induced  G.I.  upsets, 
gastric  hypermotility  and  anxiety 
neurosis  with  G.I.  symptoms.  Should 
be  used  as  adj  unct  to  other  measures. 


Side  Effects  (due  to  tridihexethyl 
chloride)  : dry  mouth,  blurring  of 
vision,  constipation. 
Contraindications:  urinary  bladder 
neck  obstruction;  glaucoma;  ob- 
structive congenital  anomalies  of  the 
gastrointestinal  tract;  pyloric  ob- 
struction; congenital  megacolon; and 
stenosing  gastric  or  duodenal  ulcer 
with  significant  gastric  retention. 

Also  available,  without  phenobar- 
bital, as  PATHILON®  Tridihexethyl 
chloride  sequels®  75  mg. 


Pathilon®  Sequels®  with  Phenobarbital 


Sustained  Release  Capsules 


Each  capsule  contains : Tridihexethyl  chloride,  75  mg.,  and  phenobarbital,  45  mg. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

313-A 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance... and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  para-aminoben- 
zoate  0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


CLASSIFIED 

Advertising  rates  for  this  column  are  $5.00  per 
insertion  for  ads  of  25  words  or  less.  Add  20(f  for 
each  additional  woid. 


WANTED:  Pediatrician,  EXT,  Internist  and  Der- 

matologist for  new  medical  building  ready  Feb.  15. 
.Adjacent  to  hospital  in  beautiful  location  on  Gulf  of 
Mexico.  Fine  practice  opportunity.  Write  69-510,  P.O. 
Bo.x  2411,  Jacksonville,  Fla. 

W.AXTED:  Pediatrician  for  association  with  two 

obstetricians.  Office  space,  basic  equipment  and  guar- 
anteed income  are  available  for  an  acceptable  man. 
Write  69-551,  P.O.  Box  2411,  Jacksonville,  Fla. 

OFFICE  SPACE  FOR  RENT:  Medical  suite,  ap- 
proximately 600  sq.  ft.  in  separate  consultation,  two 
treatment  and  laboratory  rooms.  Share  secretary  and 
reception  room.  New  professional  building,  excellent 
furnishings.  Suitable  for  specialty  or  general  practice. 
Clarence  H.  Schilt,  M.D.,  2161  McGregor  Bldg.,  Ft. 
Myers.  Fla. 

WANTED:  General  Practitioner  ior  Clinic-Hos- 
pital. Salary  open — plus  bonus.  Write  69-535,  P.O. 
Box  2411,  Jacksonville,  Fla. 

PEDI.ATRICI.AN  to  associate  in  small  group,  in- 
cluding another  pediatrician  with  large  practice.  Pro- 
gressive, guaranteed  salary,  plus  bonus.  Write  69-570, 
P.O.  Box  2411,  Jacksonville,  Fla. 

GENER.AL  PR.ACTITIONER  for  association  with 
group  in  Cape  Kennedy  area.  Thriving  potential, 
guaranteed  salary,  plus  bonus.  Write  69-571,  P.O. 
Box  2411,  Jacksonville,  Fla. 

NEW  SUNRISE  GOLF  VILLAGE  SHOPPING 
CENTER:  Located  in  a rapid  growing,  established 

community  of  2,100  people.  Has  private  professional 
space  available  for  good  doctor.  Profession  center  fin- 
ished to  your  specifications.  80%  residents,  growing 
families.  20%  retired.  Contact  Mr.  W.  D.  Scham- 
berger,  77  Sunset  Strip,  Fort  Lauderdale,  Fla.  Area 
305  LU  1-5012. 


FOR  RENT:  Complete  office,  seven  rooms,  water- 

front Doctors  Building.  $225.  per  month.  .Air-condi- 
tioning, heat,  hot  water,  janitor  service.  Downtown. 
Free  parking  for  patients.  Contact  S.  J.  Wilson,  M.D., 
309  N.E.  River  Drive,  Fort  Lauderdale,  Florida. 


OBSTETRICIAN  - GYNECOLOGIST  W.ANTED: 
To  associate  with  two  man  group.  Large  established 
practice  in  Miami;  Board  eligible  or  certified;  prefer 
under  age  35.  Write  P.O.  Box  384,  Miami  Shores,  Fla. 


PRACTICE  FOR  SALE:  Profitable,  well  estab- 
lished urban  family  practice  in  south  Gulf  coast  area. 
Outstanding  opportunity  to  take  over.  Office  building, 
fully  equipped.  Will  finance.  Leaving  for  residency 
July  1.  Write  69-566,  P.O.  Box  2411,  Jacksonville,  Fla. 


IMMEDIATE  OPENING  for  Florida  licensed 
Anesthesiologist.  Working  with  well  established  group. 
Contact  Dade  County  Medical  .Association,  2 Coral 
Way,  Miami.  FR  1-2601. 


PEDI.A TRICLAN  W.ANTED:  To  take  over  active 
growing  practice  in  East  Coast  town.  Leaving  for 
association  in  metropolitan  area.  Unusual  'opportunity. 
Write  69-573,  P.O.  Box,  Jacksonville,  Fla. 


GENER.AL  SURGEON  with  established  practice 
moving  family  to  Florida.  Desires  association  with 
qualified  surgeon  or  group.  White,  age  53,  South- 
erner. Harvard  M.D.  Diplomate.  Good  health  and 
character.  Experienced.  Florida  license.  Write  69-568, 
P.O.  Box  2411,  Jacksonville,  Fla. 


INTERNIST  W.ANTED:  In  Cape  Kennedy  area 
for  association  with  small  group.  Guaranteed  month- 
ly salary,  plus  participating  bonus  and  congenial  asso- 
ciates. Write  69-572,  P.O.  Box  2411.  Jacksonville,  Fla. 

W.ANTED:  Permanent  part  time  employment  med- 
ical transcription  after  June  1 in  Tampa-St.  Peters- 
burg area.  Seven  years  experience.  A'our  office  or  my 
home.  Reasonable  rates.  Write  69-586,  P.O.  Box  2411, 
Jacksonville,  Fla. 

FOR  IMMEDI.ATE  S.ALE:  Combination,  well 

established  Miami  Beach  medical  practice  plus  suc- 
cessful next-d'oor  optical  business  as  a unit.  Will  sacri- 
fice. Write  69-593,  P.O.  Box  2411,  Jacksonville,  Fla. 

GENER.AL  PR.ACTITIONER  needed  to  take  over 
active  practice  in  growing  Gulf  Coast  town.  Present 
physician  returning  for  further  study.  Fully  equipped 
office  and  laboratory.  Write  69-577,  P.O.  Box  2411, 
Jacksonville,  Fla. 


SURGIC.AL  RESIDENT  desires  pre-ceptcr  ar- 
rangement on  or  about  Jan.  1965.  Complete  Gp  II 
program.  Florida  born  and  educated.  Florida  license. 
Preferable  long-lasting  associateship  later.  Excellent 
references.  Write  69-595,  P.O.  Box  2411,  Jacksonville, 
Fla. 


OBSTETRICIAN  - GYNECOLOGIST:  Board  cer- 
tified wishes  South  Florida  location  in  association 
with  an  individual  or  group.  White,  male,  age  49,  ex- 
perienced, licensed-  Write  69-588,  P.O.  Box  2411,  Jack- 
sonville, Fla. 


OPHTH.ALMOLOGIST:  Age  31,  married.  Board 
eligible.  University  trained;  wants  association  with 
individual  or  group.  Florida  license,  available  August 
1964.  Write  69-589,  P.O.  Box  2411,  Jacksonville,  Fla. 


W.ANTED:  General  Practitioner  to  associate  with 
General  Surgeon  in  Central  Florida.  Fully  equipped 
office  including  complete  laboratory  and  X-ray  facili- 
ties. Write  69-590,  P.O.  Box  2411,  Jacksonville,  Fla. 


FOR  SALE:  Westinghouse  X-ray  machine,  50 
milliamp,  tilt  table.  Good  condition.  Reasonable. 
Write  William  R.  Earnhart,  M.D.,  1004  E.  Atlantic, 
Delray  Beach,  Fla.  or  call  278-3222- 


OBSTETRICIAN-GYNECOLOGIST:  Age  33,  mar- 
ried, completing  approved  residency  July  1,  1964  at 
large  metropolitan  hospital  in  New  York  City.  Florida 
license.  Seeks  association  for  eventual  partnership  in 
Florida.  Write  69-587,  P.O.  Box  2411,  Jacksonville, 
Fla. 


NEW  PROFESSIONAL  BUILDING  now  under  con- 
struction 'on  beautiful  Banana  River,  Cape  Kennedy 
area.  Four  medical  suites,  total  12,000  sq.  ft.  Need 
two  General  Practitioners;  EENT  man;  two  OB-Gyn 
men;  Pediatrician;  Dermatologist.  Individual  private 
practice  should  gross  $50,000  first  year.  Rudy  Wells, 
M.D.,  Cocoa  Beach  Medical  Center,  Cocoa  Beach,  Fla. 


OFFICE  FOR  RENT:  New,  modern,  air-condi- 
tioned, 1,250  sq.  ft.  built  for  a physician.  Reason- 
able rent.  Contact  F.  H.  Schnauss,  M.D.,  804  Mar- 
garet St.,  Jackson\'ille,  Fla.  Phone  ELgin  5-7422. 


WINTER  PARK  MEDICAL  CENTER.  Orlando 
and  Winter  Park’s  newest  and  largest  medical  office 
building.  Fine  location  across  from  Winter  Park 
Hospital.  Unlimited  parking.  Suites  designed  tP  ten- 
ants’ specifications.  Will  finance  part  of  rent  if  neces- 
sary. You  will  enjoy  living  in  Winter  Park.  DICK 
BOND  REALTORS,  INC.,  276  S.  Orlando  .Ave.,  Win- 
ter Park,  Florida.  Phone  MI  4-0810. 


326 


Volume  51 /Number  5 


BOARD  CERTIFIED  OR  QUALIFIED  INTERN- 
IST: For  association  with  established  Internist. 

Florida  Boards  required.  Salary  then  partnership. 
Send  full  particulars  to:  R.  L.  Brenner,  M.D.,  2140 
N.E.  26th  St.,  Ft.  Lauderdale,  Fla. 


LOCUM  TENENS:  General  Practitioner  to  take 
over  my  practice  fr'om  June  17  through  July  21. 
Contact  F.  H.  Schnauss,  M.D.,  4344  Ortega  Forest 
Dr.,  Jacksonville,  Fla. 


GENERAL  PRACTITIONER  WANTED  for  coun- 
ty supported  medical  clinic.  Major  duties  involve  gen- 
eral diagnostic  screening  and  treatment.  40  hour  week; 
two  weeks  vacation;  two  weeks  sick  leave;  social  se- 
curity, and  group  insurance  benefits.  Please  send 
resume  and  any  request  for  more  information  to: 
Occupant,  P.O.  Box  772,  Main  Post  Office,  Orlando, 
Fla. 


FOR  SALE:  General  Practice.  Leaving  Miami 

area.  Call  HI  8-6553  or  write  5232  West  Flagler  St., 
Miami  34,  Fla. 


FOR  RENT  OR  SALE:  1,350  sq.  ft.;  seven 

rooms,  air-conditioned  office,  parking.  $250.00  month 
rent  or  terms  to  buy  at  3900  W.  Flagler  St.,  Miami. 
Contact  M.  Blinski,  M.D.,  3920  S.  W.  5th  Terrace, 
Miami,  Florida  33134. 


GENERAL  PRACTITIONER  WANTED:  To 

practice  in  small  clinic  in  central  Florida.  Send  reply 
to  Eustis  Clinic,  P.O.  Box  370,  Eustis,  Florida. 


LOCUM  TENENS:  Wanted  for  June  and/or  July 
and/or  .August.  Florida  license  mandatory.  Salary: 
$1,500  per  month.  Could  lead  to  permanent  associa- 
tion if  mutually  agreeable.  General  practice.  Send 
all  particulars  first  letter.  Write  69-592,  P.O.  Box  2411, 
Jacksonville,  Fla. 


SUITE  AVAIL.ABLE  due  to  doctor’s  illness.  Four 
rooms  plus  secretary’s  office.  First  floor,  private  en- 
trance and  exit.  Full  private  bath.  Central  heat  and 
air-conditioning.  Excellent  location.  Paved  parking 
at  door.  Will  enlarge  if  desired.  Cooper  Smith,  374 
S.  Atlantic  Ave.,  Ormond  Beach,  Fla. 


W.ANTED:  Used  Ritter  table  in  good  condition. 

Please  give  m'odel  number.  VV'rite  69-596,  P.O.  Box 
2411,  Jacksonville,  Fla. 


INTERNIST:  Board  certified,  F.A.C.P.,  white, 

male,  age  45,  Florida  license,  seeking  location  in  South- 
east Florida  in  association  with  established  specialist 
or  group  or  industry.  Curriculum  vitae  sent  upon 
request.  Write  69-597,  P.O.  Box  2411,  Jacksonville, 
Fla. 


INTERNIST,  45,  Board  certified,  is  interested  in 
relocating.  Florida  license.  Would  like  to  hear  of  Op- 
portunities in  private  practice  as  well  as  industry.  For 
review  of  his  record,  please  contact  MEDICAL 
PL.ACEMENT,  15  Peachtree  Place,  N.W.,  .Atlanta,  Ga. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.O.  Box  2411,  Jacksonville  3.  This  serv- 
ice is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates. 


reduce 

or  obviate 
the  need  for 

transfusions 
and  their 
attendant 
dangers 


KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 

with  a predisposition 
to  thrombosis. 


y parenteral  hemostat 

Each  cc  contains:' 5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenol  0.25^°;  sodium  carbonate  as  buffer. 
Complete  data  with  each  I Occ  vial.  Therapy  chart  on  request, 

CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 
Distributed  in  Conada  by  Austin  Laboratories,  Ltd.  • Paris,  Ontario 


J.  Fiorido  M.A.  May,  1964 
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Now  that  he's  on  Metalex,  Gramps  feels  more 
like  his  old  self. 

Metalex  combines  a respiratory  and  nervous 
system  stimulant  with  a peripheral  vasodilator. 
It  often  gives  the  confused,  forgetful,  antisocial 
oldster  refreshed  vigor  and  a new  outlook. 


Back 
on  the 
team 


METALEX 


© TABLETS 

and 

ELIXIR 


COMPOSITION:  Each  5 cc.  Elixir  and  each  Tablet 
contains:  Pentylenetetrazol  100  mg.,  Nicotinic 
Acid  50  mg. 


An  analeptic  agent  for  mild  senile  psychosis  and 
symptoms  of  aging.  Reported  helpful  in  tinnitus 
and  diminished  auditory  and  visual  perception. 


DOSE:  One  or  2 tsp.  Elixir  or  one  or  2 Tablets 
q.i.d.,  half  hour  a.c.  and  h.s.  A transitory  harmless 
flushing  may  occur  after  taking  Metalex,  and  this 
is  evidence  of  peripheral  vasodilatation. 


CONTRAINDICATIONS:  Epilepsy.  Use  with 
caution  in  severe  hypertension. 
SUPPLIED:  Metalex  Elixir:  Pint  and  Gallon 
bottles.  Metalex  Tablets:  Bottles  of  100  and  1000. 


Send  for  samples  and  literature. 

ARNAR-STONE  LABORATORIES.  INC. 

Mount  Prospect,  Illinois,  U.S.A. 
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for  amphetamine  action  with 
fewer  side  reactions  reported. 


WEIGHT  REDUCTION  EFFECTIVE 
IN  DIFFICULT  CASES 

“With  a daily  divided  dosage  of  30  milligrams  of  OBETROL  we 
were  able  to  obtain  appetite  depression  without  nervous  rest- 
lessness or  insomnia  ...”  * 

Twenty  six  patients  who  previously  had  been  unable  to  use 
other  amphetamines  in  any  dosage  sufficient  to  maintain  the 
anorectic  effect,  responded  favorably  on  this  medication. 

“In  the  cooperative  patient,  OBETROL  was  markedly  bene- 
ficial in  producing  the  desirable  weight  loss  with  minimal  side 
effects,  even  in  the  case  of  a high  percentage  of  patients  with 
cardiovascular  and  other  chronic  ailments  which  normally 
make  use  of  other  amphetamines  undesirable  because  of  side 
effects”  ‘ 

OBETROL  PHARMACEUTICALS 

382  Schenck  Avenue,  Brooklyn  7,  N.  Y. 

’Simon.  F.  & Bernstein  A.:  "The  Treatment  of  Obesity  in  Patients  with 
Cardiovascular  Disease,"  Angiology,  Jan.  1961. 

“ Plotz.  M.:  Modern  Management  of  Obesity,  J.A.M.A.  770:1513-1515 
(July  25)  1959. 

’Bernstein,  A.  A Simon,  F. : "Treatment  of  Obese  Diabetics  and  Arterio- 
sclerotics,"  Clin.  Med.  907-920,  May  1961. 


Each  OBETROL-10  tablet  contains: 

Methamphetamine  Saccharate  2.5  mgm. 

Methamphetamine  Hydrochloride  2.5  mgm. 

Amphetamine  Sulfate  2.5  mgm. 

Dextro  amphetamine  Sulfate 2.5  mgm. 


(OBETROL-20  tablets  contain  twice  this  potency) 

Pat.#  2748052. 

Contraindications:  OBETROL  is  relatively  contraindicated  in 
hyperthyroidism,  hypertension,  coronary  artery  and  other  car- 
diovascular diseases,  anxiety  and  hyperexcitability.  Habituation 
may  occur  with  prolonged  use.  As  in  the  case  of  all  ampheta- 
mines, caution  should  be  used  in  treating  patients  with  these 
conditions. 

REQUEST  SAMPLES  AND  LITERATURE  ^ 

1 

OBETROL  PHARMACEUTICALS  I 

382  Schenck  Avenue  • Brooklyn  7,  N.  T.  I 

Dr I 

Address i 


City Stale I 

1 


J.  Florida  M.A./May,  1964 


329 


release 

far 

hostility? 

Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a re- 
sult they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both  con- 
trol appetite  and  relieve  the  emo- 
tional stress  that  causes  overeating. 
That’s  why  so  many  patients  are 
losing  more  pounds  with  ‘Eskatrol’. 

ESK  AT  R^MJ^Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  IS  mg.,  and  Com- 
pazine® (brand  of  prochlorperazine),  7.5  mg., 
as  the  maleate. 

SPANSVLE^ 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 

Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are 
infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be 
used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or 
extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or 
neuromuscular  reactions  (extrapyramidal  symp- 
toms) from  the  phenothiazine  comfionent  in 
‘Eskatrol’  Spansule  capsules. 

For  complete  prescribing  information,  please  see 
PDR  or  available  literature. 

Supplied;  Bottles  of  50  capsules. 

Smith  Kline  & French  Laboratories 
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PRECISION 

WORKMANSHIP 


Workmanship  makes  the  difference.  Mass  production 
today  has  often  pushed  aside  precision.  Not  so  when  you 
place  your  prescription  in  the  hands  of  your 
GUILD  OPTICIAN,  Today  as  always  the  guild  optician 
knows  and  practices  the  ultimate  in  care 

to  produce  the  finest  in  eye  wear. 


Guild  of  Prescription  Opticians  of  Florida 


J.  Florida  M. A. /May,  1964 
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SCIENTIFIC  MEETING  ATTENDANCE 
AWARDS 

A transistor  radio  will  be  awarded  at 
the  end  of  each  Scientific  Section  meeting 
for  promptness;  drawn  from  the  names 
of  those  present  during  the  first  five 
minutes  of  the  Session.  You  must  be  pres- 
ent to  win. 


Members  of  the  Association  visiting  at 
least  40  Technical  Exhibits  and  having 
the  card  (available  from  the  Registration 
Desk)  initialed  by  the  Exhibitor  may 
qualify  to  win  one  day’s  interest  on  one 
million  dollars.  Plus  a Special  Award  of 
a complimentary  one  weeks  vacation  for 
two  at  the  Diplomat  Hotel  and  Country 
Club.  For  details,  inquire  at  the  Registra- 
tion Desk. 


HCY  CREME 


3%  lodochlorhydroxyquin 
1%  Hydrocortisone 

Provides  ANTIFUNGAL,  ANTIBACTE- 
RIAL, ANTI-INFLAMMATORY  AND  AN- 
TIPRURITIC action  in  dermatitis. 


GEVIZOL 


Each  5 cc.  tspfl  or  tablet  provides  100 
mg.  Pentylenetetrazol,  50  mg.  Nicotinic  acid. 
GEVIZOL  is  indicated  in  the  treatment  of  the 
mentally  confused,  emotionally  unstable, 
apathetic  aged  and  aging  patient.  For  the 
patient  complaining  of  dizziness  or  fog- 
giness. Reactivates  the  inactivated. 


QUALITY  SARON  ECONOMY 

PHARMACAL 

CORPORATION 

St.  Petersburg  Florida 


Member  National  Association 
of  Private  Psychiatric  Hospitals, 
Approved  by 

American  Psychiatric  Association, 
Accredited  by  Joint  Commission 
on  Accreditation  of  Hospitals. 


A modern  hospital  offering  intensive  and  comprehensive  psychiatric 
treatment.  The  completeness  of  the  unification  of  the  entire  staff  makes 
the  approach  unique,  but  not  radical.  All  acceptable  treatment  modal- 
ities are  used  but  absolute  precedence  is  given  to  psychotherapy, 
individual  and  group,  with  special  attention  to  the  family  process. 


LORANT  FORIZS,  M.D 

MEDICAL  DIRECTOR 


WALTER  H WELLBORN.  JR,.  M.D 

CLINICAL  DIRECTOR 


STAFF  PSYCHIATRISTS 

JOHN  R.  ERWIN.  M.D. 
RICHARD  L.  MEADOWS.  M.D. 
CHARLES  J.  SAPORITO,  M.D. 
ROBERT  G.  ZEITLER.  M.D. 


THEODORE  E.  GAGLIANO.  M D 
DIRECTOR  OF  ADMISSIONS. 
EDUCATION  AND  TRAINING 

STAFF  PSYCHOLOGISTS 

PATRICK  J.  DIGNAM.  PH.D. 

JAMES  B.  MORRIS,  PH.D. 
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A COMPLETE  BUSINESS  SERVICE 
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PM  ELORIDA 


233  Fourth  Avenue,  N.  E. 
St.  Petersburg,  Florida 
Phone  862-6903 


3l4B  John  Ringling  Blvd. 
Sarasota,  Florida 
Phone  388-1604 


12490  N.  E.  7th  Ave. 
Carlaine  Bldg. 

Suite  209-10 
Miami,  Florida 
Phone  751-2101 


Affiliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 


PESTICIDE? 
POISONING  ! 


PROTOPAM®  CHLORIDE 

(PRALIDO.XIME  CHLORIDE)  injection  and 
tablets  are  now  available  on  prescription  for 
treatment  and  prophylaxis  of  poisoning  with 
pesticides,  chemicals  and  drugs  having  anticho- 
linesterase activity.  This  drug  is  a specific  anti- 
dote against  parathion.  tepp  and  related  agri- 
cultural chemicals. 

May  we  suggest  that  you  maintain  a supply 
of  PROTOPAM  (pralidoxime)  at  hand  at  all  times. 
Emergency  Kit  provides  diluent,  syringe  and 
needle  for  emergency  injection  in  field,  factory 
or  home. 

No  side  effects  have  so  far  been  reported  in 
the  clinical  use  of  this  drug.  Prophylaxis  is  rec- 
ommended, at  present,  only  for  short  episodes 
because  of  incomplete  information  on  tolerance 
to  the  drug  when  taken  over  prolonged  periods. 
Regular  orders  through  usual  sources  of  supply. 

IN  emergencies:  telephone  212  AL  4-1140. 

/^CAMPBELL  PHARMACEUTICALS,  INC. 

121  EAST  24th  ST.  NEW  YORK,  N.  Y.  10010 


P.  L.  DODGE  MEMORIAL  HOSPITAL 

formerly 

MIAMI  MEDICAL  CENTER 

M.  G.  Isaacson,  M.D. 

Medical  Director 

1861  N.W.  South  River  Drive 
Phone  379-1448 

A private  institution  for  the  treatment  of  ner- 
vous and  mental  disorders  and  the  problems  of 
drug  addiction  and  alcoholic  habituation.  Mod- 
em diagnostic  and  treatment  procedures  includ- 
ing — Psychotherapy,  Insulin.  & Electroshock, 
when  indicated.  Adequate  facilities  for  recrea- 
tion and  out-door  activities. 

Information  on  request 

Member  NAPPH  and  American  Psychiatric  Assn. 


Anderson  Surgical  Supply  Co. 

Established  1916 

Distributors  of  Known  Brands  of  Proven  Quality 

TELEPHONE  229-8504  TELEPHONE  896-3107 

Morgan  at  Platt,  P.  O.  Box  1228  556  9th  St.,  South 

TAMPA,  FLORIDA  33601  ST.  PETERSBURG,  FLORIDA 

TELEPHONE  376-8253  TELEPHONE  CHerry  1-9589  TELEPHONE  958-0489 

729  S.W.  4th  Ave.  1616  N.  Orange  Ave.  1934  Hillview  St. 

GAINESVILLE,  FLORIDA  ORLANDO,  FLORIDA  SARASOTA,  FLORIDA 


J.  Florida  M.A.  May,  1964 


333 


THE  SILVER  HILL  FOUNDATION 

New  Canaan.  Connecticut 


The  Silver  Hill  Foundation  for  the  care  and  treatment  of  the  psychoneuroses, 
offers  Senior  and  Junior  psychiatrists  an  opportunity  to  practice  in  a pleasant  com- 
munity, forty  miles  from  New  York.  Professional  freedom  and  a challenging  op- 
portunity to  assume  clinical  and  administrative  responsibility.  Teaching  opportun- 
itias.  Accredited  three  year  residency. 

Interesting  compensation  and  supplemental  benefits.  Excellent  schools;  minutes 
to  beaches  or  mountain  lakes. 

Address:  William  B.  Terhune,  M.D.,  Medical  Director 
The  Silver  Hill  Foundation 
P.O.  Box  1177 
New  Canaan,  Connecticut 
Telephone:  New  Canaan  966-3561 


HILL  CREST  SANITARIUM 

Established  in  1925 

FOR  NERVOUS  AND  MENTAL  DISEASES 
AND  ADDICTION  PROBLEMS 


>1** 


Out-Patient  Clinic  and  Offices 


James  A.  Becton,  M.D.  James  Keen  Ward,  M.D. 

P.  O.  Box  2896,  Woodlawn  Station,  Birmingham  6,  Ala.  Phone  WO  1-1151  and  WO  1-1152 
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BALLAST  POINT  MANOR 


SANITARIUM 


Care  of  Mild  Mental  Cases,  Senile  Disorders 
and  Invalids 
Alcoholics  Treated 


Aged  adjudged  cases 
will  be  accepted  on 
either  permanent  or 
temporary  basis. 


Safety  against  fire  — by 
Automatic  Fire  Sprinkling 
System. 


Cyclone  fence  enclosure  for 
recreation  facilities,  seven- 
ty-five by  eighty-five  feet. 


Member  of 

American  Medical  Assn. 
American  Hospital  Assn. 
Florida  Hospital  Assn. 


5226  Nichols  St. 

Telephone  831-4191 


DON  SAVAGE 

Owner  and  Manager 


P.  O.  Box  13467 

Tampa  11,  Florida 
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YOUR  Patronage  Has  Made  Our  Growth  Possible 

Medical  Supply  Company 


of  Jacksonville 


Home  Office 
JACKSONVILLE 

4539  Beach  Blvd. 
Telephone  FL  9-2191 

ORLANDO 

151  1 Sligh  Blvd. 
Telephone  GA  5-3537 


WHATEVER  your  first  requisites  may  be, 
we  always  endeavor  to  maintain  a 
standard  of  quality  in  keeping  with  our 
reputation  for  fine  quality  work — and  at 
the  same  time  provide  the  service  desired. 
Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting 
on  all  details. 


TUCKER  HOSPITAL,  INC. 

212  West  Franklin  Street 
RiCHMONn.  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neurological 
patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  ner\’Ous  system,  psychoneuroses,  psychosomatic  disorders, 
mood  disturbances,  social  adjustment  problems,  involutional  reactions  and  selective 
psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield  DR-  Weir  M.  Tucxer 

Dr.  George  S.  Fultz,  Jr.  Dr.  \V.  Frederick  Young 
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THE  DUVALL  HOME 
for  RETARDED  CHILDREN 

A home  offering  the  finest  custodial  care  with  a 
happy  home-like  environment.  We  specialize  in  the 
care  of  infants,  bed-ridden  children  and  Mongoloids. 

l-or  further  information  write  to 
MRS.  A.  H.  DUVALL  GLENWOOD,  FLORIDA 


MORE  HELP  FOR 
THE  STRICKEN  HEART 


In  long-term 
treatment 
ofyourpatients. 
with  coronary 
insufficiency. 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 


■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerytbritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
beadacbe,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcobol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  bistory 
of  drug  or  alcobol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML-I055 


MILTRATE^ 

meprobamate  200  mg. -f- pentaerythritol  tetranitrate  10  mg. 


\\?/^WALLACE  LABORATORIES  /Cran6«ry,  N.  J. 
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FLORIDA  MEDICAL  ASSOCIATION 

735  Riverside  Ave.,  P.  O.  Box  2411 
Jackson\-ille  3.  Florida 


Officers 


WARREX  W.  QUILLIAX,  M.D..  President  Coral  Gables 

SAMUEL  M.  DAY.  M.D..  President-Elect Jacksonville 

H.  PHILLIP  HAMPTON.  M.D..  \ ice  President  Tampa 

EUGENE  G.  PEEK  JR..  M.D..  Speaker  of  the  House Ocala 

FR.\NKLIN  J,  EV.ANS.  M.D..  Vice  Speaker  Coral  Gables 

FLOYD  K.  HURT.  M.D..  Secretary-Treasurer  ..  Jacksonville 

ROBERT  E.  ZELLNER.  M.D..  Immediate  Past  President.. Orlando 

\V.  H.\ROLD  P.\RH.\M.  Executive  Director  Jacksonville 


Councils 

THOM.\S  C.  KENWSTON  SR..  M.D..  Chairman.  Council  on  .Allied  Professions  and  Vocations . Cocoa 

JERE  W.  ANNIS.  M.D..  Chairman.  Judicial  Council  . . Lakeland 

H.  PHILLIP  H.AMPTON.  M.D..  Chairman.  Council  on  Lezislaticn  and  Public  .Agencies ^Tampa 

BURNS  .A.  DOBBINS  JR..  M.D.,  Chairman.  Council  on  M.dical  Economics Fort  Lauderdale 

HUGH  .A.  C.ARITHERS  JR..  M.D..  Chairman.  Council  on  Medical  Education  and  Hospitals  Jacksonville 

CH.ARLES  R.  SI.AS.  M.D..  Chairman.  Council  on  Medical  Services  ^Orlando 

TH.AD  MOSELEY.  M.D..  Chairman.  Scientific  Council Jacksonville 

\V .ALTER  C.  P.AYNE  SR..  M.D..  Chairman.  Council  on  Special  .Activities  Pensacola 

EMMET  F.  FERGUSON  JR..  M.D..  Chairman.  Council  on  Specialty  Medicine  Jacksonville 

M.ASON  ROM.AI.NE  III.  M.D..  Chairman.  Ccuncil  on  A'oluntary  Health  .Agencies  Jacksonville 


APPALACHIAN  HALL 

ASHEVILLE  EstabUshed  1916  .NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convaler 
cence,  drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en 
suite. 

Wm.  Ray  Griffin  Jr„  .M.D.  Mark  A.  Griffin  Sr.,  M.D. 

Robert  A.  Griffin,  M.D.  Mark  A.  Griffin  Jr.,  M.D. 

For  rates  and  further  information  write  Appalachian  Hall,  Asheville,  N.  C. 
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Don’t  feel  sorry  for  ACETEST®  Reagent  Tablet  — It  still  does  a good  job.  But 
new,  improved  KETOSTIX®  “dip-and-read”  test  for  ketone  bodies  in  urine, 
serum,  or  plasma,  is  more  convenient.  It’s  faster  (only  15  seconds)  and  more 
sensitive.  When  you  use  KETOSTIX  Reagent  Strips  you  don’t  even  need  a med- 
icine dropper.  Simply  dip  and  read  KETOSTIX  and  get  a more  defini- 
tive detection  of  ketone  bodies.  Still  like  ACETEST  Reagent  Tablets? 

That’s  okay,  but  remember,  we  said, “KETOSTIX  Reagent  Strips  are 
more  modern.’’  □ Ames  Company,  Inc.,  Elkhart,  Indiana. 


♦ -------- 
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anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety  reduced  to  its  proper  perspective  | |Rp|Mjy|® 

(chlopdiazepoxide  HC 


ROCHE 


the  successor 
to  the  tranquilizers 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriat 
patients:  5 mg  b.i.d.  to  q.i.d.  Cautions  — Occasional  side  effects,  often  dose-related,  are  drow/siness,  ataxia,  minor  skin  rashes,  menstrual  irregulariti 
nausea  and  constipation.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual  maintenance  dosages  should  be  determin 
Advise  patients  against  possibly  hazardous  procedures  until  maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  co 
bining  with  other  psychotropics,  particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usi 
precautions  in  impaired  renal  or  hepatic  function,  and  in  long-term  treatment.  Caution  should  be  exercised  in  prescribing  any  therapeutic  agent 
pregnant  patients.  Supplied  — Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50  and  500. 


ojthe  Tloriia  Medical  Association 
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pollens  in  the  grass. ..alas 


■ Kapseals*  _ _ 

Benaa  r'yl 

(diphenhydramine  hydrochloride) 


FOR  EFFECTIVE  CONTROL  OF  ALLERGIC  SYMPTOMS-Anf/Wsfam/n/cacf/on 
relieves  nasal  congestion,  sneezing,  lacrimation,  and  pruritus.  Antispas- 
modic  action  relieves  bronchial  spasm.  Precautions:  Persons  who  have 
become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activi- 
® ties  requiring  keen  response  while  using  this  product.  Hypnotics,  sedatives, 
or  tranquilizers,  if  used  with  BENADRYL  (diphenhydramine  hydrochloride), 
should  be  prescribed  with  caution  because  of  possible  additive  effect. 
Diphenhydramine  has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL  (diphenhydramine 
hydrochloride).  BENADRYL  (diphenhydramine 
hydrochloride)  is  supplied  in  several  forms 


PARKE-DAVIS 


including  Kapseals  containing  50  mg.  sses*  ««f.wws4c<wo..*.’  49313 


Announcing  A New  Series  of  Monographs  . . . 

Major  Problems  in  Clinical  Surgery 


J.  Englebert  Dunphy,  Consulting  Editor 

Each  volume  in  this  series  will  exhaustively  illuminate 
a significant  problem  met  in  surgical  practice.  Offering 
a consistently  post-graduate  level  of  presentation,  the 
hooks  will  give  comprehensive  accounts  of  all  aspects 
of  their  subject,  to  aid  you  in  accomplishing  the  most 
successful  surgical  management  possible  today.  Each 
eminently  qualified  specialist-author  will  present  a 
critical  analysis  of  changing  approaches  to  therapy,  of 
etiology,  pathologic  physiology,  diagnosis  and  differen- 
tial diagnosis.  Operative  techniques  will  he  clearly 
described  and  illustrated.  Operative  and  postoperative 
eomplications  will  be  considered.  Several  volumes  will 
appear  each  year,  containing  LSO-SOO  illustrated  pages, 
future  monographs  will  cover:  Polyps  of  the  Gastro- 
intestinal Tract;  Trauma  to  the  Liver;  Surgical  Problems 
of  the  Pancreas;  Peripheral  Arterial  Disease.  By  becom- 
ing a charter  subscriber  to  the  entire  series,  starting 
with  the  first  volume,  you  are  offered  free  examination 
of  every  hook,  with  ahsolutely  bo  obligation  to  buy 
even  one  volume.  Merely  cheek  the  appropriate  block 
on  the  coupon. 


The  First  Volume  in  the  Series — Now  Ready 

The  Liver  and  Portal  Hypertension 

by  Charles  G.  Child,  3rd,  M.D. 

In  this  new  monograph.  Dr.  Child  and  12  collaborators 
present  a complete  picture  of  the  nature  of  portal 
hypertension  and  its  surgical  management.  You  will 
find  discussions  of  such  vital  surgical  considerations  as: 
the  effectiveness  of  portacaval  and  splenorenal  shunts;  se- 
lection of  patients  for  operation;  arguments  for  and  against 
’f)rophylactic''  shunt  procedures  in  the  patient  ivith 
esophageal  varices;  relative  advantages  of  end-to-side  and 
side-to-side  shunting.  Management  of  the  patient  with 
active  bleeding  esophageal  variees  is  helpfully  diseussed. 
In  addition.  Dr.  Child  and  his  eminent  collaborators 
evaluate  current  concepts  of  pathologic  physiology  of 
portal  hypertension;  they  detail  the  essentials  of 
medical  and  .supportive  management. 

By  Charles  G.  Child,  3rd,  M.D.,  Professor  and  Chairman.  Depart- 
ment of  Surgery,  University  of  Michigan  Medical  School.  With  12 
Cfdlahorators  from  the  Departments  of  Medicine  and  of  Surgery  of 
the  L’niversity  of  Michigan  and  the  Department  of  Surgery  of  Nen 
York  University.  -Yhout  221-  pages.  6^*^  ^ 9J4*’-  illustrated.  Alton! 
$7.50,  Nt*u'-^Jnst  Ready! 


New!  “ Beard  and  Wood-MASSAGE 


PRINCIPLES  AND 
TECHNIQUES 


Here  is  an  authoritative  manual  to  help  you  become 
more  skillfid  in  utilizing  the  beneficial  effects  of 
massage — help  in  developing  or  regaining  elasticity  of 
tissues;  stimulating  blood  supply;  decreasing  pain  and 
discomfort;  providing  psychological  stimulation  to  use 
disabled  parts.  The  hook  is  the  final  product  of  methods 
evolved  from  35  years  of  experience  with  massage  at 
Northwestern  University  Medical  School.  The  well- 
known  authors  give  you  concise,  well-illustrated  and 
clearly  defined  instructions  on  massage  movements,  on 
the  comjxments  of  massage — on  evjuipment,  position  of 
patient,  routine  of  treatment — on  step-by-step  techniques 
of  general  and  local  massage — oti  effects  of  massage  on 
muscle  tissue,  blood,  skin,  bone,  metabolism,  (didorninal 
liscera.  etc.  They  give  advice  on  where  and  when 


massage  can  he  used  effectively — before  and  after 
surgery — for  the  prevention  of  decubital  ulcer  and 
muscle  atrophy  in  the  bedridden  patient.  You'll  find 
help  on  kneading,  petrissage,  stroking  and  effleurage, 
percussion,  pressure,  rate  and  rhythm,  duration,  fre- 
quency. Advice  on  tables,  mattre.s.ses,  linen  and  pillows 
is  also  ineluded.  For  practical  help  in  utilizing  and 
developing  skill  in  massage,  add  this  new  manual  to 
your  library. 

By  (Gertrude  Beard.  R.N.,  R.P.T.,  Formerly  Associate  in  Physical 
Medicine  and  Technical  Director,  Course  in  Physical  Therapy, 
Northwestern  University  Medical  School;  and  Elizabeth  C.  Wood. 
\.M..  R.P.  r..  Associate  Professor  of  Physical  Medicine  and  Etiiica- 
lional  .Administrator,  Programs  in  Physical  d'herapy,  Northnestern 
University  Medical  School.  .\l)«>iit  176  pages.  7}^*  x 10^'.  wiih 
ahoiit  250  illustrations.  .Ahoiit  $6,00.  Npu'^Just  Heady! 


New!  — 1963-64  MAYO  CLINIC  VOLUMES 


You'll  find  here  the  new  treatments,  surgical  techniques, 
and  diagnostic  methods  developed  at  the  Mayo  Olinic 
this  past  year.  The  (Jinic’s  investigations  covered 
virtually  tlie  entire  body,  including  many  specialty 
areas  of  practice:  Alimentary  Tract — Genitourinary 

Tract — Ductless  Glands — lilood  and  Circulatory  Organs 
— Head,  Trunk  and  Pxtremities  -Dermatology—  I'horax 
— Brain,  Spinal  Cord  and  Neri'es — Radiology — Anes- 
thesia, Gas  and  Intravenous  Therapy.  For  easier  refer- 
ence the  articles  (approximately  230)  are  organized 
into  two  separate  volumes  — one  on  Medicine  and 
one  on  Surgery.  Among  the  articles  in  the  Medicine 
volume  you'll  find  discussions  on:  Pain  Patterns  of 
Gastric  Disorders — .d  Simplified  Menstrual  Record- 
Reevaluation  of  Therapy  of  Acute  Myocardial  Infarction 


Ihusual  Systemic  Manifestations  Associated  with 
Carcinoma.  Articles  in  the  Surgery  volume  include 
discussions  of:  Considerations  Relevant  to  Gastric  Freez- 
ing— Transrectal  I\eedle  Biopsy  as  an  Office  Procedure — 
Conservative  Surgical  Management  of  Kndometriosis — 
Pitfalls  in  I ein  Surgf’ry — .4n  instrument  for  Colorectal 
Inastomosis  ff  ithout  Sutures — etc.  'fhe  hooks  are 
available  either  separatelv,  or  as  a slip-cased  set.  ^ by 
not  jMit  this  practical,  up-to-date  a<lvice  from  the 
Mayo  Clinic  to  work  in  your  practice? 

i 't/lunw  .55.  /tv  the  Staff  of  the  \tavo  Clinic.  Rochester.  Minnesota,  and 
fhe  Mayo  Coundation.  Vniversity  of  Minnesota.  \'oliiine  on  Medicine, 
altoul  544  paf^ea.  6*'  x illiiHlraled.  Almiit  $1.5.50.  Voliiiiie  on 

Surgery,  5(>0  pages.  6'  x 0 illiiRiraled.  Ahoiit  $1.5.50. 

Slip-ea-eil  .Set  alioiil  $25.00. 

/55*fe^./«s/  Reads-! 


I 


W.  B.  SAUNDERS  COMPANY  West  Washington  Square,  Phila.  5,  Pa, 


Please  send  and  hill  me: 

□ Child — Liver  & Portal  Hypertension  . . About  $7.50 
n Beard  & ^ ood — Massage .About  $6.00 

n Also  enroll  Me  as  Risk”  (Charter  Suhscrihcr 

Name 


I I Easy  Pay  Plan  ($5  per  mo.)  | 

□ 1963-64  Mayo  Clinic  I ol times  . . . Set,  About  $25.00  I 
I I Medicine.  . About  $13.. 50  Q Surgery ..  About  $13.50  j 

I 

I 

I 

Address j 
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For  the  “modern  Cinderella” 


enhances  any 
acne  treatment 


"...No  other  disease  has  causeo 
so  much  feeling  of  inferiority”  as 
acne.'  pHisoHex  “...is  a valuable 
part  of  the  management. ..since  in 
addition  to  its  defatting  and  cleans- 
ing properties,  it  offers  an  antibac- 
terial action  which  reduces  skin 
bacterial  flora. 

In  a series  of  42  patients,  none 
“...failed  to  improve,"  when 
pHisoHex  was  added  for  the  wash.® 
In  another  series  of  67,  acne  le- 
sions “...cleared  in  a matter  of 
one  to  two  weeks"  in  50  per  cent 
with  pHisoHex.*  In  another  series 
of  100  patients  using  pHisoHex 
and  pHisoAc®,  79  showed  excel- 
lent or  good  improvement.® 

The  frequent  exclusive  use  of 
pHisoHex  enhances  adsorption  of 
its  3%  hexachlorophene  content 
to  the  skin;  there  it  remains  as  a 
tenacious  film  to  fight  bacteria  be- 
tween washings.  pHisoHex  cleans 
thoroughly— is  nonalkaline,  hypo- 
allergenic and  “kind”  to  the  skin. 
Three  to  four  washings  a day  are 
needed  for  constant  degerming  of 
skin,  faster  and  better  results. 
pHisoAc  Cream  dries,  peels  and 
masks  lesions— helps  prevent 
comedones,  pustules  and  scarring. 
Contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  per  cent  and 
hexachlorophene  0.3  per  cent. 

How  supplied;  pHisoHex  is  available  in 
unbreakable  squeeze  bottles  of  5 oz. 
and  1 pint,  in  unbreakable  plastic  bot- 
tles of  1 gallon  and  in  combination  pack- 
age with  pHisoAc  Cream. 

References:  1.  Szymanski.  F.  J.;  Indust. 
Med.  30:498,  Nov.,  1961.  2.  Wexler,  Louis: 
Clin.  Med.  70:404,  Feb.,  1963.  3.  Hodges. 
F.  T.:  GP  14:86,  Nov.,  1956.  4.  McLean. 
I.  E.  D.;  Graham.  K.  T.,  and  East,  M.  O.: 
Practitioner  189:82,  July,  1962. 

Winthrop  Laboratories,  New  York,  N.  Y. 


344 


Volume  51  Number  6 


JOURNAL 

f the  "Florida  Medical  Association 

Volume  51,  Number  6,  June  1964 


THIS  ISSUE 


THAD  MOSELEY,  M.D. 
Editor 


HALER  RICHARDSON,  M.D. 
Editor  Emeritus 


Assistant  Editors 

John  M.  Packard,  M.D. 
Franz  H.  Stewart,  M.D. 
Oscar  W.  Freeman,  M.D. 


issistant  Editor  from  the  Board 
of  Governors 

Jack  Q.  Cleveland,  M.D. 


Thomas  R.  Jarvjs 
Managing  Editor 


Louise  Rader 
Assistant 

Managing  Editor 


Edith  B.  Hill 
Editorial  Consultant 


Articles 


Fat  Embolism,  Wallace  E.  Miller,  M.D.  and 

Walter  C.  Jones  III,  M.D.  359 

The  Neurosurgical  Alleviation  of  Pain  in  Cancer, 

Hubert  A.  Aronson,  M.D.  361 

Keratoacanthoma  of  the  Vermilion  Border,  Richard  A.  Vinton 

Jr.,  M.D.  and  Leo  H.  Wilson  Jr.,  IM.D. 363 

Perforated  Meckel’s  Diverticulum  Due  to  Fish  Bone, 

Victor  Dabby,  M.D.  367 

Juvenile  Nasopharyngeal  Angiofibroma, 

William  F.  Shipman,  iM.D.  369 


Editorials 


Are  Physicians  First  Class  Citizens?  Meredith  IMallory,  ^I.D.  371 

Stand  Up  and  Be  Counted,  Laurent  P.  LaRoche,  M.D.  371 

•Automation  and  Individual  Responsibility, 

I.  Leo  Fishbein,  M.D.  373 

Hearing  Impairment  in  Children,  William  Chew,  M.D.  374 


Features 

President’s  Page  . 370 

Others  Are  Saying  . . ..  . ..  375 

Radiology 

X-rays  of  the  Fingers  That  Point  to  the  Diagnosis, 

Raymond  E.  Parks,  M.D.  . 376 

Special  .Article 

Research  at  University  of  Florida  College  of  Medicine, 
Department  of  Obstetrics  and  Gynecolog>^, 

Harry  Prystowsky,  AI.D 378 

Deaths  - 380 

New  Members  — . 384 

News ..  - — - 385 

Classified  . 390 

Florida  Medical  Association  Officers  and  Council  Chairmen  398 


iblished  monthly  at  Jacksonville, 
orida.  Price  $7.00  a year:  single  num- 
rs,  70  cents.  Address  Journal  of 
orida  Medical  Association,  P.O.  Box 
11.  735  Riverside  Ave.,  Jacksonville  3. 
a.  Telephone  EL  6-1571.  Accepted 
r mailing  at  special  rate  of  postage 
ovided  for  in  Section  1103,  Act  of 
mgress  of  October  3,  1917;  authorized 
itober  16,  1918.  Entered  as  second- 
ass  matter  under  Act  of  Congress  of 
arch  3.  1879.  at  the  post  office  at 
cksonville,  Florida.  October  23,  1924. 


This  Journal  is  not  responsible  for  the  opinions  and  statements  of  its 
contributors.  Owned  and  published  by  the  Florida  Medical  Association. 


When  you  put  patients  on“special”fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetriedit.they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert's  flavor. 

Mrs.  Filbert’s  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Of  thetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AM  A Council  on  Foods  and  Nutrition:  The  Reg* 
Illation  of  Dietary  Fat,  JAMA  181 :41 1>423  (Aug* 
ust  4.  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 


346 


Volume  51  Number  6 


RELIEVES  ANXIETY,  APPREHENSION  AND  TENSION. 


AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPR0SPAI\l-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE] 

Simplified,  convenient  dosage  for  emotional  relief. 


iide  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
5 remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
las  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
nay  occur,  generally  developing  after  1-4  doses  of  the  drug. 

'ontraindications:  Previous  allergic  or  idiosyncratic  reactions 
0 meprobamate  contraindicate  subsequent  use. 

'recautions:  Should  administration  of  meprobamate  cause 
rowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
)pcration  of  motor  vehicles  or  machinery  or  other  activity 
equiring  alertness  should  be  avoided  if  these  symptoms  are 
iresent.  Effects  of  excessive  alcohol  may  possibly  be  increased 
y meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

I'sual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


MC-805 


WALLACE  LABORATORIES  Cranbury,  N.  J. 


a 15  mm.  Hg.  drop  in 
diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 


QUINETHAZONETABLETS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
15  mm.  just  right  for  patients  with  mild  to 

moderate  diastolic  elevations.  Systolic  pressure 
lowered  aceordingly.  A eonvenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  suffieient. 

INDICATED  in  hypertension  with  or  without  edema,  and  in  all 
types  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lyni|)hedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be 
stopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated. 

CONTRAINDICATION:  Anuria.  ‘ 


li 

1.  Steigmann,  F.,  and  Griffin,  R.:  Evaluation  of  Quinethazone,  a 
New  Diuretic.  J.  Amer.  Geriat.  Soc.  11 :945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES, 

A Division  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 


When  you  decide  your  patients'  dietary  fat  should  be  modified,  remember.#* 


Fleischmann’s  is  Lowest  in  Saturated  Fat 
of  the  nation’s  leading  margarines 


Fleischmann’s  is  made  from  100‘i 
corn  oil.  Over  half  of  this  remains 
in  liquid  form  for  high  linoleic 
content... the  balance  is  partially- 
hydrogenated  for  flavor  and 
spreadability.  Consequently, 
Fleischmann’s  is  a “special”  mar- 
garine, lowest  in  saturated  fat  of 
the  nation’s  leading  margarines.  A 
“special”  margarine  is  one  of  the 
most  important  sources  of  poly- 
unsaturates in  the  average  diet. 

Only  Fleischmann’s  offers  all  of 
these  extra  benefits: 


Lightly  Salted  in  golden  package 


(1)  Exceptionally  high  P/S  ratio 
. . . Fleischmann’s  Margarine  has 
a 1.7  to  1 ratio  (27.5%  cis,  cis  lino- 
leic acid).  Using  Fleischmann’s 
instead  of  butter  or  regular  mar- 
garines increases  intake  of  poly- 
unsaturates while  lowering  intake 
of  saturated  fat. 

(2)  Made  from  100%  corn  oil . . . 
The  only  oil  used  in  making 
Fleischmann’s  is  100%  corn  oil. 
Some  so-called  corn  oil  marga- 
rines are  mixtures  of  cottonseed 
or  soybean  oil  with  corn  oil. 


(3)  Light  delicate  flavor. ..  Deli- 
cious taste  has  made  Fleisch- 
mann’s America’s  largest  selling 
“special”  margarine. 

(4)  Lightly  Salted  and  Unsalted 
...Fleischmann’s  comes  both 
ways.  What’s  more,  Fleisch- 
mann’s Unsalted  Margarine  is 
dietedcally  sodium-free.  It’s  lo- 
cated in  the  frozen  food  section. 

(5)  National  availability. .. Un- 
like most  brands,  both  Fleisch- 
mann’s can  be  found  in  virtually 
every  food  store  in  America. 


Unsalted  In  green  foil  package 
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Back 
on  the 
team 


Now  that  he's  on  Metalex,  Cramps  feels  more 
like  his  old  self. 

Metalex  combines  a respiratory  and  nervous 
system  stimulant  with  a peripheral  vasodilator. 
It  often  gives  the  confused,  forgetful,  antisocial 
oldster  refreshed  vigor  and  a new  outlook. 


METALEX 


® TABLETS 

and 

ELIXIR 


COMPOSITION:  Each  5cc.  Elixirand  each  Tablet 
contains:  Pentylenetetrazol  100  mg.,  Nicotinic 
Acid  50  mg. 


An  analeptic  agent  for  mild  senile  psychosis  and 
symptoms  of  aging.  Reported  helpful  in  tinnitus 
and  diminished  auditory  and  visual  perception. 


DOSE;  One  or  2 tsp.  Elixir  or  one  or  2 Tablets 
q.i.d.,  half  hour  a.c.  and  h.s.  A transitory  harmless 
flushing  may  occur  after  taking  Metalex,  and  this 
is  evidence  of  peripheral  vasodilatation. 


CONTRAINDICATIONS:  Epilepsy.  Use  with 
caution  in  severe  hypertension. 
SUPPLIED:  Metalex  Elixir:  Pint  and  Gallon 
bottles.  Metalex  Tablets:  Bottles  of  100  and  1000. 


A 

:-0 


Send  for  samples  and  literature. 

ARNAR-STONE  LABORATORIES,  INC. 

Mount  Prospect,  Illinois,  U.S.A. 
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why  does 
150  mg. 


do  more  than 
250  mg. 


of  other 
tetracyclines? 


Because  it  has  up  to  3'/2  times  the  in  vitro  antibacterial  activity' ..  .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding. . .all  providing  rapid,  higher  and  sustained  in  v/Vo activity  with 
as  much  as  2 days’  extra  activity. 


declomyciN 


DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offend. ng  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1. Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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CHOOSE  THE  PRODUCT 
TO  FIT  THE  NEED 


Ss 


‘CORTISPORIN’t«- 

POLYMYXIN  B-NEOMYCIN-GRAMICIOIN 
with  HYDROCORTISONE  ACETATE  0.5% 

CREAM 


a new  vanishing  cream  base 


1/*  or. 

9* 


‘CORTISPORIN 

POLYMYXIN  B ■ BACITRACIN  - NEOMYCIN 
WITH  HYDROCORTISONE  IH> 

OINTMENT 


a special  low  melting  point  base 

anti-inflammatory 
bactericidal 
antipruritic 
rarely  sensitizing 


CREAM— /nflrredtents;  Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available : In  tubes  of  7.5  Grams. 

OINTMENT  — /nsrredients;  Each  gram  contains  ‘Aei'osporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  400 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available:  In  tubes  of  Vs  oz.  and  % oz. 

•U.S.  Patent  Nos.  2,565,057-2,695,261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

Contraindications : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


J.  Florida  M. A.  June,  1964 
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one  of  the  fundamental  drugs  in  medicine 


Smith  Kline  & French  Laboratories 
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TRAUMA! 


relieves 

pain 


and 

relaxes 


muscle 


Following  traumatic  injury, 
patient  comfort  can  be  increased 
and  recovery  time  shortened  by 
the  simultaneous  treatment 
of  both  pain  and  muscle  spasm 
with  ‘Soma’  Compound. 


aCompound 


mg.,  acetoptienetidin  160  mg.,  caffeine  32  mg. 


Also  available  with  14  gr.  codeine 
as  SOMA®  COMPOUND  with 
CODEINE:  carisoprodol  200  mg., 
acetophenetidin  1 60  mg.,  caffein^ 
32  mg.,  codeine  phosphate  16  mg. 
(Warning:  may  be  habit  forming). 


WALLACE  laboratories/ Cra/7i»Mry,V./. 


Side  effects:  Although  there  has  been  no  evidence  of  tolerance, 
withdrawal  symptoms  or  excessive  self-medication,  'Soma* 

Compound  and  ‘Soma’  Compound  with  Codeine,  like  other  I ^nd  to  physicians  upon  request 
central  nervous  system  depressants,  should  be  used  with  cau 


Contraindications:  None  reported. 

Complete  product  information  available  in  the  product  package, 


tion  in  addiction-prone  individuals.  While  codeine  addictidn  is 
relatively  rare  and  easily  broken,  the  same  precautions  tnu^  be 


observed  as  for  any  other  opium  alkaloid.  Nausea,  vorniting, 
constipation  and  miosis  are  possible  codeine  side  effects. Should 
symptoms  of  hypersensitivity  occur,  discontinue  mediqation, 


DosagS:  Usual  dosage  is  1 or  2 tablets  4 times  daily. 

Supplied:  ‘Soma’  Compound  is  available  in  orange,  scored  tab- 
lets; bottles  of  50.  ‘Soma’  Compound  with  Codeine  (narcotic 
t>rder  form  required)  is  available  in  white,  lozenge-shaped  tat^  jC; 
iets;  bottles  of  50. 


THE  DERMATOSES 
THAT  WERE 

STEROID-UNTREATABLE 


Salt  and  water  retention,  edema,  overstimulation 
the  appetite,  excessive  weight  gain,  mood  swings|;.. 
these  were  some  of  the  problems  that  used  to  confrc( .. 
physicians  when  they  wanted  to  prescribe  steroids  1I 
dermatoses.  For  patients  already  overweight,  or  wi  ! 
edema  associated  with  cardiovascular  disease,  i 
those  who  were  tense  and  anxious,  steroid  treatmef : 
could  aggravate  their  problems.  But  with  the  advef 
of  ARISTOCORT®  Triamcinolone,  many  of  the 
patients  became  “steroid-treatable.”  The  reason: 
only  did  this  steroid  provide  gratifying  symptomaij 
relief,  but  it  did  so  without  the  penalty  of  overstimj 
lation  of  the  appetite,  excessive  weight  gain,  salt  ai( 
water  retention,  edema,  and  undesirable  euphor 
And  these  benefits  have  been  confirmed  for  oth| 
patients  with  steroid-susceptible  disorders,  as  well 
those  formerly  untreatable. 


s Effects:  Since  it  may,  under  some  circumstances, 
duce  many  of  the  unwanted  effects  common  to  all 
tisone-like  drugs,  discrimination  should  always  be 
rcised  in  administering  ARISTOCORT®  Triamcino- 
|e.  Any  of  the  Cushingoid  effects  are  possible,  as  are 
•pura,  G.l.  ulceration,  increased  intracranial  pres- 
e and  subcapsular  cataract.  Corticosteroids  gen- 
lly  may  mask  outward  signs  of  bacterial  or  viral 
actions.  Catabolic  effects  to  watch  for  include 
iscle  weakness  and  osteoporosis.  Weight  loss  may 
:ur  early  in  treatment  but  is  usually  self-limiting. 
ntraindications:  While  the  only  absolute  contra- 
iications  are  tuberculosis,  herpes  simplex  and 
cken  pox,  there  are  some  relative  contraindications 
‘ptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

A single  daily  dose  may  provide  effective  control,  is 
convenient  for  the  patient,  and  can  be  employed  in 
both  initial  and  maintenance  therapy. 


MAXIMUM  STEROID  BENEFIT-MINIMUM  STEROID  PENALTY 

Aristpcorf 

Triamcinolone 

1 mg.,  2 mg.,  4 mg.  or  16  mg.  tablets 


DERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Putting  the  cap  on  a bottle  sounds  simple. 
Just  make  it  tight  enough  to  keep  the  contents 
in,  prevent  leakage,  and  protect  the  product; 
loose  enough  to  be  opened  with  ease.  However, 
that  isn’t  quite  as  simple  as  it  sounds.  ■ At 
Eli  Lilly  and  Company,  there  are  exact-tight- 
ness specifications  for  the  cap  of  every  bottle. 
Capping  machines  az’e  carefully  adjusted  to 
apply  just  the  right  amount  of  torque  (or  twist) 


to  tighten  the  caps.  Then  the  tightness  of  the 
caps  is  double-checked  . . . just  to  be  sure. 
■ That’s  where  the  torque  tester  comes  in.  At 
least  once  every  fifteen  minutes,  five  bottles 
are  tested  as  they  come  out  of  the  capping 
machine.  They  are  placed  on  the  torque  tester, 
and  the  twist  on  the  caps  is  measured  . . . just 
one  more  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Fat  Embolism 


Wallace  E.  Miller/M.D.* 
AND  Walter  C.  Jones  III, 

MIAMI 

Fat  embolism  is  one  of  the  complications  of 
fractures.  The  Dade  County  Medical  E.xaminer’s 
office  stated  that  between  80  and  90  per  cent  of 
all  fatal  cases  of  acute  traumatic  fractures  will 
show  fat  emboli.  It  is  our  experience  on  the 
Orthopaedic  Service  of  the  University  of  Miami 
School  of  Medicine  at  Jackson  Memorial  Hospital 
that  the  patients  who  die  as  a direct  result  of 
massive  fat  emboli  are  very  few.  Patients  who 
have  a fracture  of  a major  long  bone,  such  as  a 
femur  or  tibia,  are  usually  the  ones  in  whom  fat 
embolism  may  occur.  Symptoms  do  not  develop 
immediately  and  there  may  be  a relatively  “free 
interval”  from  30  minutes  to  nine  days  before  a 
changing  clinical  state  is  manifested.  The  average 
time  is  24  to  36  hours.  The  clinical  picture  varies, 
but  usually  both  respiratory  and  central  nervous 
systems  are  affected.  The  temperature  is  generally 
elevated  (101  to  103F.). 

Symptoms 

I.  Pulmonary  symptoms  may  be  manifested 
by; 

Increase  in  respirations  up  to  50  per 
minute 

Dyspnea 

Cyanosis  of  the  lips  and  nail  beds 

Cough 

Frothy  or  bloody  sputum 

Pulmonary  edema 

Bronchial  pneumonia  which  may  lead 
to  cor  pulmonale.  Right-sided  heart 
failure  is  due  to  the  increased  out- 
put necessary. 

From  the  Orthopaedic  Surgery  Service  of  the  University  of 
Miami  School  of  Medicine,  Jackson  Memorial  Hospital,  Miami. 

^Professor  and  Chairman,  Division  of  Orthopaedic  Surgery. 
**Clinical  Instructor,  Division  of  Orthopaedic  Surgery. 


II.  Cerebral  symptoms  may  be  manifested  by: 
Insomnia 
Irritability 
Disorientation 
Coma  or  stupor 
Convulsions 

Rigidity  (decerebrate  or  posturing) 
Occasional  localized  central  nervous 
system  signs 

The  appearance  of  the  patient  is  one  of  dis- 
tress. The  cerebral  signs  and  symptoms  are  some- 
times confused  with  cerebral  contusion  and  epi- 
dural hematoma.  Although  the  patient  may  ap- 
pear to  be  in  shock,  it  is  not  unusual  to  find  that 
the  blood  pressure  is  not  as  depressed  as  one 
might  e.xpect  from  the  clinical  appearance.  The 
pulse  is  rapid  (120  to  180)  in  fat  embolism  and 
variable  or  slow  in  the  other  two  conditions.  The 
respiratory  rate  usually  follows  the  pulse  rate  in 
these  conditions  also.  An  electroencephalogram 
shows  a diffuse  slow  wave  disturbance  in  fat  em- 
bolism as  another  point  of  differentiation.  The 
temperature  may  be  increased  for  several  days 
and  then  return  to  normal.  Two  or  three  days 
after  initial  symptoms  develop,  skin  changes  are 
often  seen  in  the  form  of  a fine  petechial  rash 
that  appears  over  the  upper  part  of  the  trunk, 
especially  in  the  axillae  and  over  the  lateral  aspect 
of  the  chest.  Petechiae  may  appear  in  the  con- 
junctiva of  the  lower  lids  also.  These  disappear 
after  a few  days. 

E.xamination  of  the  blood,  urine  and  sputum 
and  radiographic  views  of  the  chest  aid  one  in  the 
diagnosis  of  this  entity.  Scuderi^  used  the  tech- 
nique of  darkfield  examination  of  the  blood.  Pel- 
tier-  used  a water-soluble  fluorochrome  dye  in 
blood  and  then  observed  the  contrasting  fat 
globules  under  fluorescent  microscopy.  The  re- 
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suits  of  these  tests  are  not  very  rewarding  clin- 
ically, for  normally  blood  has  about  0.4  per  cent 
total  lipoid  content.  Schneider"*  concluded  that 
fat  droplets  in  the  blood  have  little  value  per  se 
as  the  size  of  the  globules  is  of  much  more  im- 
portance than  the  total  number  comprising  the 
quantity  of  blood  fat.  When  fat  emboli  are  pres- 
ent, the  lipoid  globules  measure  4 to  20  microns 
in  diameter. 

Peltier-  and  others  have  noted  a precipitous 
drop  in  the  hemoglobin  level  coincident  with  the 
onset  of  early  findings  such  as  dyspnea,  disorien- 
tation, and  petechial  hemorrhages.  This  is  not 
constant  and  is  probably  due  to  loss  of  blood  into 
the  tissues  or  hemolysis. 

Blood  lipase  is  frequently  elevated  in  associa- 
tion with  fat  embolism.  Schuttemeyer  and  Flach* 
reported  on  95  patients  with  fresh  fractures  or 
operations  on  the  bone.  In  57  elevated  serum 
lipase  reached  its  peak  two  hours  after  injury  and 
returned  to  normal  within  24  hours.  Of  the  1 1 
patients  with  the  highest  elevation  of  the  serum 
lipase,  seven  died.  Titze  and  Friess"’  reported  on 
471  patients  with  fractures.  In  116  patients  the 
serum  lipase  was  elevated  and  in  57  of  these  it 
was  markedly  so.  An  elevated  serum  lipase  value 
reflects  an  increased  production  of  pulmonary 
lipase  hydrolyzing  neutral  fat  into  fatty  acids 
and  glycerol.  Serum  lipase  values  higher  than  2 
cc.  indicate  that  circulation  through  the  lung  is 
maintained. 

Fat  globules  may  be  demonstrable  in  the 
sputum,  usually,  after  36  hours.  This  test  gives 
positive  results  so  frequently  in  the  absence  of 
fat  embolism  as  to  make  it  unreliable.  Fat  in  the 
sputum  may  be  demonstrable  in  other  diseases, 
too. 

Musselman®  and  others  accepted  the  demon- 
stration of  free  fat  in  the  urine  as  a practical  con- 
firmatory test  for  fat  embolism,  although  it  will 
falsely  include  and  exclude  some  patients.  Mor- 
ton"^ studied  52  orthopaedic  patients  who  had 
fairly  extensive  injuries  to  various  bones.  It  was 
concluded  that  fat  was  demonstrable  in  the  urine 
of  41  of  these  patients.  None,  however,  showed 
a definite  clinical  picture  of  fat  embolism,  and 
Morton"*  concluded  that  the  correlation  of  the 
tests  was  poor  and  not  a valuable  diagnostic  aid. 
Scuderi’s  methods^  for  examination  of  the  urine 
for  fat  are  perhaps  the  best; 

(1)  ‘Sizzle  test’  is  performed  when  a drop  of 
top  layer  urine  is  removed  with  a plat- 
inum wire  loop  and  put  into  a Bunsen 


flame.  Sizzling  or  popping  if  fat  is  pres- 
ent even  up  to  dilutions  of  1:1600. 

(2)  Scuderi’s  Sudan  III  method:  “The  pa- 
tient must  completely  empty  the  bladder 
because  any  fat  will  be  found  floating  on 
the  top  layer  of  urine  in  the  bladder;  this 
urine  is  the  last  to  be  voided.  The  urine 
to  be  examined  must  be  taken  from  the 
top  layer  of  the  specimen,-  for  the  same 
reason.  The  Sudan  III  stain  must  be 
fresh  and  highly  concentrated  and  should 
be  allowed  to  act  for  at  least  five  minutes. 
The  staining  should  be  done  after  a drop 
of  urine  has  been  transferred  to  a slide, 
not  in  the  test  tube.  Finally,  any  globules 
taking  the  stain  which  are  less  than  three 
to  four  microns  in  diameter  are  to  be  re- 
garded as  contaminants  or  undissolved 
particles  of  stain.” 

A review  of  the  literature  as  to  diagnostic 
laboratory  tests  for  this  condition  makes  it  evi- 
dent that  at  present  there  is  no  satisfactory  de- 
finitive test  for  fat  embolism.  Fat  in  the  sputum 
and  urine  is  not  pathognomonic  though  it  may 
be  presumptive.  Serum  lipase  studies,  when  fur- 
ther developed,  may  be  helpful.  Radiological  ex- 
amination of  the  chest  is  of  doubtful  value. 

Treatment 

The  treatment  of  fat  embolism  is  neither  spe- 
cific nor  empirical,  and  many  features  used  in  the 
usual  management  of  fractures  tend  to  diminish 
the  danger  of  fatal  fat  embolism.  The  best  treat- 
ment is  preventive,  through  correct  splinting, 
careful  transportation,  early  definitive  reduction 
and  immobilization  of  fractures.  One  must  handle 
the  patient  carefully. 

Use  of  the  pneumatic  tourniquet  during  all 
elective  operations  on  the  bones  of  the  extremities 
may  decrease  the  amount  of  fat  reaching  the 
lungs  of  the  patient.  Elevation  of  the  injured 
limb  may  also  be  of  benefit  in  decreasing  the 
amount  of  fat  reaching  the  general  circulation. 
Another  preventive  measure  has  been  the  gener- 
ally accepted  waiting  period  between  major  opera- 
tive procedures:  this  has  been  stated  as  a specific 
five  day  waiting  period  in  most  instances. 

Oxygen  is  advised,  and  in  many  instances  it 
has  been  given  as  positive  pressure  oxygen  with 
good  results.  Since  anemia  is  a major  factor, 
blood  transfusions  are  utilized.  Intravenous  fluids, 
given  up  to  2 liters  per  24  hours,  will  also  help 
to  avoid  circulator)^  collapse. 
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The  aspect  of  variability  of  treatment  comes 
in  the  more  specific  agent  that  is  being  used  and 
since  there  are  different  ideas  as  to  the  etiology, 
naturally  the  specific  agents  vary  directly  to  those 
ideas.  One  technique  is  to  mobilize  lipase  forma- 
tion (Hillman-Cobb  use^  of  heparin);  another 
technique  is  to  inhibit  lipase  activity  (Hermann, 
Pipkin  and  I’eltier’s  use*’  of  alcohol  as  the  best 
type  of  inhibitor);  still  another  technique  has 
been  used  by  one  of  us  (W.E.M.),  with  good 
results,  involving  a so-called  emulsifying  agent 
(calcium  gluconate);  and  finally  one  other  ap- 
proach continues  to  be  the  use  of  ACTH  on  the 
assumption  that  the  fat  embolism  is  merely  an 
expression  of  a generalized  alarm  reaction.  A re- 
cent report  suggests  the  use  of  an  agent  to  de- 
crease the  diameter  of  the  fat  globules  (Saun- 
ders'*’ used  Decholin).  All  of  these  agents  are 
used  empirically  at  present  and  no  one  of  them 
is  recommended  over  the  other,  although  at  the 
present  time  heparin  and  alcohol  are  the  two  most 
favored  in  use  in  America. 

A somewhat  more  specific  outline  of  use  fol- 
lows: 

1.  Hejjarin — Subcutaneous  administration,  5,000 
units  every  six  hours  in  adults;  no  clotting 
time  above  five  minutes  on  this  regimen. 
Lipase  activity  is  checked  and  varies  from  1.0 
cc.  (0.05  N N2OH)  lipase  activity  to  five  or 
ten  times  the  amount  by  the  second  or  third 
day.  A high  serum  lipase  activity  level,  above 
2.0  cc.,  indicates  a good  prognosis. 

2.  Alcohol — Intravenous  administration,  1,000  cc. 
of  5 per  cent  alcohol  in  5 per  cent  glucose  (500 


cc.  if  a woman,  and  1,000  cc.  if  a man)  every 
12  hours  until  three  injections  have  been 
given.  Oral  administration  is  1 oz.  of  100 
proof  whiskey  every  four  hours  for  five  days. 
Calcium  Gluconate — Intravenous  administra- 
tion of  5 Gm.  per  day  (one  ampoule  has  1 
Gm.).  This  can  be  given  up  to  15  Gm.  per 
day  if  necessary  although  5 Gm.  is  probably 
enough.  It  is  given  in  a slow  drip  of  5 per  cent 
glucose  solution. 

4.  ACTH — Intravenous  administration  of  20 
units  of  corticotropin  in  500  cc.  of  5 per  cent 
glucose  solution  in  a slow  drip  every  eight 
hours,  gradually  reduced  to  five  units  per  in- 
stillation as  the  patient  improves. 

5.  Decholin — Intravenous  administration  of  5 cc. 
of  a 20  per  cent  solution  (Decholin  IV)  every 
five  hours  until  no  Sudan  straining  fat  is 
demonstrable  in  the  last  drops  of  urine.  Some- 
times up  to  200-300  cc.  needs  to  be  injected. 
Nausea,  vomiting  and  transitory  jaundice 
are  side  effects.  It  is  contraindicated  in  pa- 
tients with  biliary  obstruction  or  acute  hepa- 
titis. 

.\t  the  present  time  all  methods  that  are  em- 
pirical are  continuing  to  be  investigated  and  used 
at  the  University  of  Miami  School  of  IMedicine  at 
Jackson  Memorial  Hospital.  No  one  method  has 
been  found  to  be  superior  over  another. 

Keferences  are  available  from  the  authors  upon  request. 

1000  Northwest  Seventeenth  St.  (Dr.  Miller) 
3634  Bay  view  Road  (Dr.  Jones). 


The  Neurosurgical  Alleviation 
of  Pain  in  Cancer 


Hubert  A.  Aronson,  M.D. 

Miami 

From  the  days  of  Ambroise  Pare  in  1598  to 
the  present  time,  surgical  alleviation  of  pain  has 
been  successfully  utilized.  It  was  not,  however, 
until  the  modern  era  of  neurosurgery  began,  at 
the  turn  of  the  century,  that  an  orderly  physio- 
logic approach  to  control  of  pain  was  established. 
S.  Weir  Mitchell  in  1872  remarked,  “Few  persons 
can  realize  the  influence  which  long,  continued. 

Assistant  Professor  of  Neurosurgery,  University  of  Miami 
School  of  Medicine. 


unendurable  pain  can  have  upon  both  body  and 
mind.”  With  cancer  patients  now  surviving  for 
longer  periods,  more  and  more  patients  are  faced 
with  the  prospect  of  a painful  termination  of  their 
illness.  With  the  full  realization  that  pain,  as  a 
symptom,  can  be  totally  demoralizing  and  destruc- 
tive of  a personality,  neurosurgeons  have  endeav- 
ored to  control  successfully  pain  secondary  to 
cancer. 
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It  must  be  understood  that  surgical  control  of 
pain  in  no  way  will  biologically  affect  the  patients’ 
basic  underlying  disease.  The  contemplated  pro- 
cedure is  performed  only  for  the  symptomatic 
relief  of  pain  and  its  associated  unpleasantness. 

Patients  are  candidates  for  surgical  control  of 
pain  when  they  have  met  certain  criteria:  (1)  A 
life  expectancy  of  at  least  two  to  three  months. 
(2)  Pain  not  controlled  by  analgesics  of  the 
strength  of  codeine.  (3)  .\11  surgical  procedures 
on  the  basic  tumor  have  been  accomplished.  (4) 
Other  procedures  such  as  x-ray  and  chemotherapy 
have  been  found  valueless  for  controlling  the  pain. 
On  the  basis  of  these  criteria,  a large  number  of 
patients  could  profit  by  surgical  control  of  pain. 

Tumors  of  the  Head  and  Neck 

Tumors  of  the  head  and  neck  provide  the 
neurosurgeon  with  a great  challenge  because  they 
generally  invade  structures  and  produce  pain  in 
the  fields  of  distribution  of  many  nerves.  With 
tumors  of  the  sinuses,  alveolar  ridges,  and  face, 
that  is,  tumors  producing  pain  in  the  distribution 
of  the  trigeminal  nerve,  several  avenues  of  ap- 
proach are  open.  If  a lesion  is  quite  peripheral, 
blocks  of  the  roots  of  the  trigeminal  nerve  can  be 
accomplished  with  alcohol.  For  tumors  involving 
the  nerve  more  proximally,  extradural  section  of 
the  nerve  in  the  middle  fossa  can  be  accomplished. 
Most  patients,  however,  have  pain  in  more  than 
a single  division  of  this  nerve  or  involvement  of 
more  than  the  trigeminal  nerve  alone.  In  such 
cases,  surgical  judgment  is  needed  to  decide  upon 
the  procedure  of  choice.  Surgical  measures  might 
include,  in  addition  to  section  of  the  trigeminal 
nerve,  section  of  the  glossopharyngeal  nerve,  pos- 
terior rhizotomy  of  the  upper  cervical  nerves  and 
trigeminal  tractotomy.  The  use  of  one  or  a com- 
bination of  these  procedures  generally  provides 
satisfactory  relief  of  pain  in  the  great  majority  of 
patients.  Mortality  in  these  various  procedures 
is  low.  Morbidity  consists  of  anesthesia  of  the 
cornea,  in  peripheral  nerve  sections,  with  the  pos- 
sibility of  ataxia  and  w’eakness  in  tractotomies. 

Pain  in  the  Trunk  and  Extremities 
The  treatment  of  pain  of  the  trunk  and  ex- 
tremities is  a somewhat  easier  problem.  Peripheral 
neurectomies  generally  are  useless.  Patients  suf- 
fering from  localized  areas  of  pain  in  the  trunk 
can  be  relieved  by  unilateral  posterior  rhizotomy 
as  long  as  the  rhizotomy  covers  at  least  one  and 
preferably  tw'o  roots  above  and  below  the  level 
of  the  pain.  Morbidity  and  mortality  are  low-  from 
this  procedure  and  gratifying  results  are  high. 


Because  rhizotomy  denervates  all  sensory  modal- 
ities, it  cannot  satisfactorily  be  used  in  pain  of 
the  arms  or  legs.  By  far  the  most  satisfactory 
form  of  relief  has  been  found  with  anterolateral 
cordotomy.  In  those  patients  who  have  pain  below 
the  level  of  D-8,  a cordotomy  at  the  D-2  level 
has  been  satisfactory.  For  patients  with  pain  in 
the  upper  extremity  or  upper  portion  of  the 
chest,  a cordotomy  at  the  level  of  C-2  is  neces- 
sary. Unilateral  cordotomy  will  successfully  al- 
leviate contralateral  pain;  however,  many  patients 
have  masked  pain,  and  pain  on  the  ipsilateral  side 
becomes  prominent  when  the  more  intense  con- 
tralateral pain  is  controlled.  A significant  number 
of  patients  with  pelvic  carcinoma,  therefore,  re- 
quire bilateral  cordotomy.  The  relief  of  pain  can 
be  satisfactory  in  as  high  as  80  to  90  per  cent. 
Mortality  is  low  from  this  procedure  and  morbid- 
ity consisting  of  weakness  of  the  legs  and  disturb- 
ance of  the  bladder  is  generally  temporary.  Bilat- 
eral cordotomy,  however,  may  result  in  j^erma- 
nent  dysfunction  of  the  bladder. 

Patients  who  have  severe  perineal  pain  and 
pain  of  the  sacral  dermatomes  can  be  satisfactorily 
relieved  with  the  introduction  of  95  per  cent  alco- 
hol in  the  subarachnoid  space.  The  patient  must 
be  properly  positioned  so  that  the  alcohol  will 
rise  and  affect  the  lower  posterior  roots.  The 
careful  use  of  this  technique  has  resulted  in  pro- 
found sensory  loss  and  complete  relief  of  pain  with 
minimal  loss  of  power.  Sphincter  disturbance, 
however,  can  be  distressingly  high. 

In  exceptional  circumstances  the  spinothalamic 
tract  can  be  interrupted  in  the  medulla  and  upper 
portion  of  the  brain  stem.  This  procedure,  how- 
ever, has  a greater  morbidity  and  mortality  than 
cordotomy.  Prefrontal  lobotomy,  first  reported 
in  1946  for  relief  of  pain,  has  a limited  role.  It 
should  be  a procedure  saved  for  those  with  diffuse 
suffering  or  where  other  procedures  have  failed. 
.Although  mortality  is  low,  the  postoperative  per- 
sonality deterioration  is  severe  and  disabling. 

The  type  of  operation  must  be  selected  to  pro- 
vide the  patient  wdth  the  maximal  relief  of  pain 
and  the  minimal  morbidity.  Satisfactory  results 
can  be  expected  in  a high  percentage  of  cases. 
Neurosurgical  control  of  pain  should  not  be  with- 
held until  the  patient  is  moribund,  but  should  be 
considered  as  soon  as  the  pain  becomes  a trouble- 
some burden.  Control  of  pain  early  in  the  course 
of  the  disease  can  provide  the  cancer  patient  with 
a more  pleasant  if  not  a longer  life. 
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Keratoacanthoma  of  the  Vermilion  Border 

A Report  of  Four  Cases 


Richard  A.  Vinton  Jr.,  M.D. 

AND  Leo  H.  Wilson  Jr.,  ]\I.D. 

SARASOTA 

Keratoacanthoma  is  a tumor  which  greatly  re- 
sembles squamous  cell  carcinoma.  It  is  possibly 
of  viral  etiology^  and  usually  can  be  distinguished 
clinically  from  squamous  cell  carcinoma  by  its 
characteristic  appearance,  rapid  growth,  benign 
course,  failure  to  metastasize  and  tendency  to 
undergo  spontaneous  involution. 

Although  keratoacanthoma  of  the  skin  is  com- 
mon, only  rarely  has  its  occurrence  on  the  ver- 
milion border  been  reported.  These  few  cases  are 
discussed  by  Silberberg-  in  her  review  of  the 
literature  on  this  subject.  Recently,  four  patients 
with  this  condition  were  seen  within  a period  of 
six  months.  Their  cases  are  reported  to  direct  at- 
tention to  this  important  tumor  of  the  lip  which 
apparently  occurs  more  frequently  than  previously 
recognized.  It  is  hoped  that  preoperative  aware- 
ness of  this  seemingly  benign  neoplasm  will  pre- 
vent unnecessarily  radical  forms  of  therapy. 

Report  of  Cases 

Case  1. — On  Dec.  28,  1962,  a 65  year  old  white  wom- 
an of  light  complexion  was  first  seen  for  treatment  of  a 
tumor  located  entirely  on  the  vermilion  border  of  her 
lower  lip  at  the  midline.  The  lesion  was  1 cm.  in  di- 
ameter, slightly  elevated,  keratotic,  firm  and  painful.  No 
lymphadenopathy  was  noted.  The  patient  stated  that 
four  weeks  earlier  a “fever  blister”  had  appeared  on  the 
lower  lip  at  the  site  where  the  tumor  subsequently  de- 
veloped. The  initial  crusting  persisted  and  rapid  growth 
ensued  during  the  10  days  prior  to  her  first  office  visit. 
A tentative  diagnosis  of  keratoacanthoma  was  made  and 
a biopsy  was  ijerformed.  The  report  was  as  follows; 
“Microscopically,  one  sees  a down-growth  of  squamous 
epithelium  showing  keratinization  in  the  central  portion 
with  n'o  marked  activity  of  the  peripheral  borders.  This 
tumor  is  associated  with  considerable  inflammatory  re- 
action of  both  chronic  and  subacute  types.  A number 
of  hair  follicles  are  seen.  Diagnosis:  Keratoacanthoma.” 

.After  the  biopsy  was  performed,  rapid  enlargement 
with  further  weeping  and  crust  formation  delayed  ex- 
cision for  approximately  two  m'onths.  By  that  time  a 
definite  crater  had  formed  in  the  center  of  the  lesion 
and  extension  of  the  tumor  to  the  skin  Pf  the  lip  had 
occurred  (fig.  1).  Microscopic  examination  of  the  e.x- 
cised  lesion  confirmed  that  the  tumor  was  a kerafoacan- 
thoma.  It  was  described  as  follows:  “This  section  con- 
tains an  epithelial  tumor  composed  of  a central  keratinous 
plug  overlying  markedly  hyperkeratotic,  acanthotic  strati- 
fied squamous  epithelium.  There  are  numerous  keratinous 
cyst  formations.  The  base  'of  the  tumor  is  heavily  in- 
filtrated with  both  mononuclear  and  polymorphonuclear 
leukocytes.” 

Postoperatively,  crusting  and  weeping  developed  at 
the  site  of  excision.  This  condition  resembled  the  in- 
flammatory reaction  frequently  seen  in  labial  herpes  sim- 
plex infections.  It  abated  in  approximately  two  weeks. 


Fig.  1.  Case  1.  — Keratoacanthoma  two  months 
after  biopsy.  The  lesion  had  extended  to  the  skin  of 
the  lip. 


There  has  been  n'o  recurrence  of  the  lesion  and  neither 
new  lesions  nor  metastases  have  occurred. 

Case  2. — On  Oct.  1,  1962,  a 39  year  old,  red-haired 
bartender  notcNl  a “cold  sore”  in  the  center  of  the  ver- 
milion border  of  his  lower  lip.  .Approximately  two  weeks 
later  the  lesion  was  “pecked”  by  his  pet  parakeet,  caus- 
ing the  lip  to  bleed.  In  a week  he  noticed  a “growth” 
which  persisted  and  enlarged.  On  Jan.  17,  1963,  when 
he  was  first  examined,  a firm,  slightly  elevated,  verrucoid, 
nonpainful  tumor,  1.5  cm.  in  diameter,  was  present  in 
the  center  of  the  lower  lip.  The  lesion  was  confined  to 
the  vermilion  border  (fig.  2).  No  significant  lymphadenop- 
athy was  noted.  It  was  thought  that  the  patient  had  a 
keratoacanthoma.  In  the  operating  room,  a deep  wedge 
specimen  for  biopsy  was  taken  and  examined  by  frozen 
section  technique.  This  was  reported  as  “kerat'oacantho- 
ma”  by  the  pathologist.  The  tumor  was  then  com- 
pletely excised  with  minimal  margins  of  normal  tissue 
at  its  periphery.  Subsequent  routine  tissue  examination 
confirmed  the  diagnosis.  No  postoperative  recurrence, 
new  lesion,  or  metastases  have  been  noted. 
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Fig.  2.  Case  2.  — Keratoacanthoma  prepared  for 
excision.  A deep  wedge  specimen  for  biopsy  had  been 
taken  from  the  lesion. 


Case  3. — On  May  4,  1963,  a 21  year  old  white  truck 
driver  with  a ruddy  complexion  was  first  examined  in 
the  office.  Three  distinct,  crusted,  keratotic,  nonpainful 
lesions  were  noted  on  the  left  side  of  the  vermilion  bor- 
der of  the  lower  lip.  The  oldest  and  most  lateral  lesion 
was  firm  and  elevated  and  had  a central  crater.  The 
other  two  lesions  were  slightly  elevated  (fig.  3).  The  skin 


Fig.  3.  Case  3.  — The  lateral  lesion  was  nodular 
and  more  elevated  than  the  central  ones. 


of  the  lip  was  uninvolved.  During  October  1962  the 
patient  had  noted  a “fe\-er  blister”  on  the  left  side  of 
the  vermilion  border  of  the  lower  lip.  The  area  became 
crusted  and  subsequently  the  firm  nodular  lesion  devel- 
oped. The  medial  lesions  had  been  present  for  approxi- 
mately six  weeks.  There  was  no  lymphadenopathy.  .3 
biopsy  was  not  performed  since  it  appeared  that  the 
patient  had  multiple  keratoacanthomas.  These  were  ex- 
cised conservatively  and  reported  by  the  pathologist  as 
“consistent  with  keratoacanthoma.”  There  have  been  nO 
new  lesions,  metastases  or  recurrence  of  the  original 
lesions. 

Case  4. — On  June  IS,  1963,  a 46  year  old  white 
farmer  with  brown  hair  and  fair  complexion  was  first 
e.xamined  for  a tumor  of  the  lip.  The  lesion  was  oval- 
shaped, elevated  about  0.3  cm..  0.5  cm.  wide  and  1 cm. 
in  length.  It  was  located  entirely  within  the  vermilion 
border  ’of  the  lower  lip  at  the  midline  (fig.  4).  There 


Fig.  4.  Case  4.  — Oval,  crusted,  slightly  elevated 
keratoacanthoma.  The  vermilion  border  adjacent  to 
the  lesion  was  rough  and  scaly. 


was  no  involvement  of  the  skin  of  the  lip.  The  lesion 
was  nonpainful,  “wart-like,”  and  the  vermilion  border 
adjacent  to  it  was  scaly  and  rough.  The  tumor  had 
been  present  for  approximately  one  year  and  had  grown 
appreciably  several  months  before  the  patient  sought 
medical  attention.  .Although  for  years  he  had  frequently 
had  “fever  blisters”  on  the  lower  lip,  there  was  no  his- 
tory suggestive  of  a viral  infection  immediately  preceding 
the  appearance  of  the  tumor.  Xo  lymphadenopathy  w’as 
noted.  .A  biopsy  was  not  performed  since  it  was  thought 
that  the  patient  had  a keratoacanthoma.  Conservative 
excision  was  performed  and  the  specimen  was  submitted 
for  microscopic  examination.  It  was  considered  by  the 
pathologist  to  be  “consistent  with  keratoacanthoma.” 
The  tumor  has  not  recurred  and  there  have  been  no  new 
le.sions  or  metastases. 

Comment 

Keratoacanthoma  was  probably  first  described 
in  1889  by  Hutchinson^  in  an  article  titled  “The 
Crateriform  Ulcer  of  the  Face.”  .Among  its  other 
synonyms  are  “self-healing  primary  squamous 
carcinoma,”*  “benign  keratoacanthoma,”-'  and 
“squamous  cell  pseudoepithelioma.”'*  This  tumor 
is  important  because  it  is  often  erroneously  diag- 
nosed as  squamous  cell  carcinoma.  Frequentl}’, 
this  error  leads  to  e.xcessive  forms  of  therapy. 
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Classically,  the  untreated  keratoacanthoma 
has  three  stages  of  development:  ( 1 ) the  prolifera- 
tive stage,  (2)  the  stationary  stage,  and  (3)  the 
involuting  staged  When  first  noted,  the  lesion 
is  usually  a small  erythematous  papule.  Gradual- 
ly it  enlarges  to  become  a firm,  dome-shaped  tu- 
mor with  well  defined  borders.  On  the  vermilion 
border,  it  may  become  moist  and  soft.  Often  there 
is  a central  crater  which  contains  a crusted  plug. 
At  the  completion  of  the  proliferative  stage,  the 
tumor  is  usually  1 cm.  to  2 cm.  in  diameter.  Dur- 
ing the  stationary  stage,  there  is  little  alteration 
in  appearance  and  size.  Involution  usually  occurs, 
resulting  in  a shallow  atrophic  scar.  Each  of  the 
stages  may  last  several  weeks  to  several  months. 

Generally,  one  of  two  clinical  patterns  is 
found.  Either  a single  lesion  arises  from  an  ex- 
posed area  in  a person  over  the  age  of  50  years 
or  multiple  lesions  occur  in  younger  persons.  The 
latter  pattern  is  very  rare  and  sometimes  familial. 
In  these  persons,  the  lesions  may  not  involute 
spontaneously.  When  involvement  of  nonexposed 
areas  occurs,  the  patients  usually  have  multiple 
lesions.  Although  the  face,  ears,  neck,  forearms 
and  dorsa  of  the  hands  are  sites  of  predilection, 
lesions  may  occur  anywhere  on  the  skin.  Nasal 
mucosa  and  buccal  mucous  membrane  have  also 
been  involved. 

Silberberg-  found  only  41  previously  reported 
cases  of  keratoacanthoma  of  the  lip.  Since  our 
four  cases  were  seen  in  less  than  six  months,  we 
think  that  the  condition  is  not  as  uncommon  as 
the  relatively  small  number  of  reported  cases 
might  indicate.  Silberberg-  stated  that  in  none 
of  the  cases  was  a lesion  described  as  being  situ- 
ated e.xclusively  on  the  vermilion  border;  a small 
portion  always  extended  onto  the  neighboring 
skin.  When  our  patients  were  seen  initially,  each 
of  their  lesions  was  confined  to  the  vermilion  bor- 
der. In  one  patient  whose  surgery  was  delayed, 
there  was  gradual  extension  of  the  lesion  onto  the 
skin  of  the  lip. 

The  etiology  of  keratoacanthoma  is  unclear. 
Various  factors  possibly  stimulate  the  neoplastic 
reaction.  Most  of  the  tumors  occur  on  sun-ex- 
l)osed  areas.  They  are  found  predominantly  in 
Caucasians,  especially  those  with  light  complex- 
ions and  fair  hair,  but  they  are  also  seen  in  Ori- 
entals and  Negroes.^  Multiple  lesions  are  some- 
times observed  in  members  of  the  same  family. 
Workers  exposed  to  petroleum  products  have  an 
increased  incidence  of  keratoacanthoma.  Trauma 
may  also  be  a predisposing  factor.  Using  electron 


microscopy,  Zelickson  and  Lynchi  recently 
demonstrated  intranuclear  virus-like  particles  in  a 
keratoacanthoma.  It  is  noteworthy  that  three  of 
our  patients  experienced  “fever  blister-like”  lesions 
at  the  sites  where  keratoacanthomas  subsequent- 
ly developed. 

The  histogenesis  of  keratoacanthoma  is  dis- 
puted. Sebaceous  glands,  sweat  glands  and  hair 
follicles  have  been  proposed  as  sites  of  origin.^ 
Most  authors  believe  that  the  tumors  arise  from 
the  pilosebaceous  unit.  When  a lesion  involves  a 
mucous  membrane,  as  was  the  case  with  our  pa- 
tients, it  has  been  speculated  that  it  arose  from 
ectopic  pilosebaceous  elements  or  that  it  extended 
onto  the  mucous  membrane  from  the  skin. 

The  histopathology  of  keratoacanthoma  and 
low  grade  squamous  cell  carcinoma  can  be  so  simi- 
lar that  it  may  be  impossible  to  distinguish  be- 
tween them.  This  is  mainly  true  during  the  pro- 
liferative and  involuting  stages.  The  diagnosis 
can  often  be  made  with  confidence  during  the  sta- 
tionary stage,  especially  when  a crater  has  formed. 
An  accurate  description  of  the  lesion  and  a de- 
tailed history  of  its  development  are  most  helpful 
to  the  pathologist,  especially  when  the  microscopic 
findings  are  atypical.  .According  to  Lever,^  a fully 
developed  lesion  shows  in  its  center  a large,  ir- 
regularly shaped,  keratin-filled  crater.  The  epi- 
dermis extends  like  a “lip”  or  “buttress”  over  the 
sides  of  the  crater.  .At  the  base  of  the  crater,  ir- 
regular proliferations  of  the  epidermis  extend  up- 
ward as  well  as  downward.  Often  an  inflamma- 
tory infiltrate  invades  the  lower  border  of  the 
lesion  (figs.  5-7). 


Fig.  S.  Section  of  the  tumor  excised  in  case  4 
shows  an  overhanging  "lip”  of  epidermis,  pseudoepithe- 
liomatous  hyperplasia,  central  keratinous  plug  and  an 
inflammatory  infiltrate  in  the  neighboring  dermis.  Hema- 
toxylin and  eosin  stain.  X 35. 
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Fig.  6.  Section  of  tumor  excised  in  case  “5  shows 
pseudoepitheliomatous  hyperplasia,  a well  preserved 
basement  membrane  and  the  inflammatort  infiltrate 
which  invades  the  epidermis  in  some  areas.  Hematoxylin 
and  eosin  stain.  X 100. 

There  have  been  reports  of  a tew  lesions 
which  clinically  resembled  keratoacanthoma,  but 
on  microscopic  e.xamination  were  found  to  have 
histological  evidence  of  malignant  change.  .\lso 
reported  are  several  cases  of  squamous  cell  car- 
cinoma with  metastases  which  allegedh-  devel- 
oped from  keratoacanthomas.  Baer  and  Kopf,“' 
in  their  excellent  review  of  keratoacanthoma. 
mentioned  that  Rook  and  Cronin  recenth-  re- 
viewed the  subject  and  concluded  that  there  is 
not  a single  case  on  record  of  a keratoacanthoma 
in  which  malignant  disease  developed  biological- 
ly. that  is,  with  distant  metastases.  as  distinct 
from  histologicall3^ 

correct  pathological  diagnosis  should  enable 
the  phj’sician  to  assure  the  patient  that  he  does 
not  have  a carcinoma.  Thus,  the  stigma  of  malig- 
nant disease  is  removed  and  the  patient  is  re- 
lieved of  needless  fear  and  concern.  Removal  of 
this  stigma  ma\’  be  important  from  another  aspect, 
that  of  insurabilit}’.  Perhaps  patients  with  kera- 
toacanthomas have  been  denied  life  or  hospital 
insurance  because  their  lesions  had  been  mis- 


diagnosed as  squamous  cell  carcinoma  of  the  lip. 

Since  keratoacanthomas  almost  invariably  in- 
volute spontaneously”,  treatment  of  lesions  on  the 
vermilion  border  might  seem  unnecessary.  On  the 
contrary,  there  is  convincing  evidence  to  support 
conservative  removal.  First,  clinical  differentia- 
tion between  squamous  cell  carcinoma  and  kera- 
toacanthoma is  not  always  possible.  Second,  some 
lesions  ha\”e  become  several  centimeters  in  diam- 
eter during  the  proliferative  stage.  Third,  scars 
which  follow  spontaneous  healing  are  often  cos- 
metically unacceptable.  Fourth,  patients  may  in- 
sist upon  treatment  because  of  pain  or  unsightli- 
ness, especially  when  lesions  persist  for  many 
months. 

Excision,  irradiation,  curettage  with  subse- 
quent electrodesiccation  and  partial  “shaving” 
followed  by  electrodesiccation  were  the  |)rocedures 
used  to  treat  the  previously  reported  cases  of 
keratoacanthoma  of  the  vermilion  border.  There 
was  no  recurrence  among  the  patients  whose 
lesions  were  excised.  Recurrences  were  noted, 
however,  with  the  other  modes  of  therapy.-  By 


Fig.  7.  An  enlarged  portion  of  figure  6 shows  the 
intact  basement  membrane  and  invasion  of  the  epidermis 
by  the  inflammatory  cells.  Hematoxylin  and  eosin  stain. 
X 430. 


366 


Volume  51/Number  6 


DABBV:  PERFORATED  MECKEL’S  DIVERTICULUM 


contrast,  all  of  the  aforementioned  procedures  are 
highly  successful  in  treating  keratoacanthomas  of 
the  skin.  In  the  management  of  keratoacanthoma 
of  the  vermilion  border,  vve  believe  that  only  com- 
plete conservative  excision  combined  with  imme- 
diate repair  has  fulfilled  the  tenets  of  desirable 
treatment.  This  provides  a suitable  specimen  for 
the  pathologist,  meets  the  patient’s  demand  for 
early  removal,  produces  a good  cosmetic  result, 
and  yields  a low  recurrence  rate. 

When  it  is  difficult  to  decide  from  the  history 
and  appearance  of  a lesion  on  the  vermilion  bor- 
der whether  it  is  a keratoacanthoma  or  a squa- 
mous cell  carcinoma,  we  recommend  a frozen  sec- 
tion examination  followed  immediately  by  defini- 
tive excision.  A routine  biopsy  may  disseminate 
locally  a possible  viral  agent  and  thereby  stimu- 
late cellular  growth,  inflammation,  and  enlarge- 
ment of  the  tumor.  Thus,  definitive  excision  may 
be  delayed.  We  think  that  this  is  probably  what 
occurred  in  case  1. 

Proper  surgical  technique  varies  according  to 
the  size  and  location  of  the  lesion.  For  the  soli- 
tary large  lesion,  a vertically  directed,  spindle- 
shaped  excision  should  be  made.  This  should  in- 
corporate the  tumor  and  the  full  thickness  of  the 
vermilion  border  at  the  plane  just  superficial  to 
the  underlying  muscle.  Sometimes  skin  must  be 
included  in  the  excised  tissue.  A small  lesion  or 


multiple  lesions  are  often  best  excised  by  the  “lip 
shave”  procedure  utilizing  the  advancement  of  a 
mucosal  flap  in  the  repair. 

Summary 

Four  cases  of  keratoacanthoma  of  the  ver- 
milion border  are  reported.  The  clinical  features, 
etiology,  histopathology  and  management  of  this 
tumor  are  discussed.  It  is  thought  that  the  con- 
dition is  more  common  than  previously  recognized 
but  often  misdiagnosed.  A plea  for  conservative 
surgery  is  made. 

We  are  grateful  to  pathologists  John  S.  Braken,  M.D.,  Wil- 
liam F.  Mahoney,  M.D.,  and  Millard  B.  White,  M.D.,  for  the 
tissue  e.xaminations  and  to  Mr.  Henry  J.  Helmuth  for  the 
clinical  photographs  and  photomicrographs. 

References 

1.  Zelickson,  A.  S.,  and  Lynch,  F.  W. : Electron  Microscopy 
of  Virus-Like  Particles  in  a Keratoacanthoma,  J.  Invest. 
Dermat.  37:79-83  (Aug.)  1961. 

2.  Silberberg,  L;  Kopf,  A.  W.,  and  Baer,  R.  L.:  Recurrent 
Keratoacanthoma  of  the  Lip,  Arch.  Dermat.  86:44-53  (July) 
1962. 

3.  Hutchinson,  J. : The  Crateriform  Ulcer  of  the  Face:  A Form 
of  Epithelial  Cancer,  Tr.  Path.  Soc.  London  40:275-281,  1889. 

4.  Dunn,  J.  S.,  and  Smith,  J.  F. : Self-Healing  Primary 

Squamous  Carcinoma  of  the  Skin,  Brit.  J.  Dermat.  46:519- 
523  (Dec.)  1934. 

5.  Binkley,  G.  W.:  Keratoacanthoma  (Molluscum  Sebaceum), 
A.M.A.  Arch.  Dermat.  71:66-17  (Jan.)  1955. 

6.  Duany,  N.  P. : Squamous  Cell  Pseudoepithelioma  (Kerato- 
acanthoma) : a Xew  Clinical  Variety,  Gigantic,  Multiple,  and 
Localized,  A.M.A.  Arch.  Dermat.  78:703-/09  (Dec.)  1958. 

7.  Lever,  Walter  F.:  Histopathology  of  the  Skin,  Philadelphia, 
J.  B.  Lippincott  Co.,  1961,  p.  434. 

8.  Baer,  R.  L.,  and  Kopf,  A.  W. : The  Year  Book  of  Derma- 
tology, Chicago,  Year  Book  Publishers,  1962-1963  Series, 
pp.  7-35. 

201  Doctors  Gardens  Building  (Dr.  Vinton) 

202  Doctors  Gardens  Building  (Dr.  Wilson). 


Perforate(i  Meckel’s  Diverticulum 
Due  to  Fish  Bone 

Report  of  Case 


\’iCTOR  Dabby,  M.D. 

CORAL  GABLES 

A case  with  an  unusual  complication,  result- 
ing from  eating  fish,  is  reported.  The  clinical  find- 
ings simulated  those  of  acute  appendicitis.  The 
operative  findings  stress  the  importance  of  ade- 
quate exploration. 

Report  of  Case 

.A  SO  year  old  white  man  was  admitted  June  2,  1963, 
to  the  Baptist  Hospital  of  Miami  because  of  abdominal 
pain  of  24  hours’  duration.  The  patient  experienced  on- 
set of  vague  periumbilical  distress  followed  by  definite 
pain  in  the  right  lower  quadrant  of  the  abdomen.  He 
complained  of  nausea  and  anorexia,  but  no  vomiting. 
He  had  undergone  three  operations  for  duodenal  ulcer. 
The  first  two  were  for  perforation;  in  the  third,  a sub- 
total gastrectomy  was  performed. 


On  examination,  the  patient  appeared  in  good  phy- 
sical condition;  the  temperature  was  99  F.  and  the  pulse 
rate  was  82.  Tenderness  and  marked  rebound  were  pres- 
ent over  McBurney’s  point.  Palpation  of  the  left  lower 
quadrant  revealed  severe  rebound  in  the  right  lower 
quadrant.  There  were  no  masses,  no  guarding  and  no 
rigidity ; bowel  sounds  were  hypoactive.  The  rectal  ex- 
amination gave  negative  results.  The  white  blood  cell 
count  was  13,100  with  basophils  1,  eosinophils  6,  stab 
forms  2,  segmented  forms  70,  lymphocytes  20  and  mono- 
cytes 1.  Urinalysis  gave  negative  results. 

No  scout  films  of  the  abdomen  were  taken.  .A  diag- 
nosis of  acute  appendicitis  was  made,  and  the  patient 
was  operated  on  shortly  after  admission,  through  a 
McBurney’s  incision.  The  appendix  was  slightly  inflamed. 
Free  purulent  exudate  throughout  the  peritoneal  cavity 
was  noted.  The  incision  was  enlarged  and  the  explora- 
tion carried  further.  .A  large  diverticulum  arising  from 
the  antimesenteric  border  of  the  ileum,  about  3 feet  from 
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DABBY:  PERFORATED  MECKEL’S  DIVERTICULUM 


the  ileocecal  junction,  was  found.  The  base  of  the  di- 
verticulum was  wide,  measuring  2.5  cm.  in  diameter.  In 
the  center  of  the  diverticulum,  there  was  a small  perfo- 
ration through  which  partially  extruded  the  sharp  end 
of  a 1 inch  fish  bone  (figs.  1 and  2).  The  diverticulum 
was  excised,  the  bowel  repaired,  and  the  appendix  re- 
moved. The  enlarged  incision  was  more  than  adequate 
to  cope  with  the  pathologic  condition.  The  pathologic 
specimen  consisted  of  a portion  of  diverticulum  measur- 
ing 4 by  2 by  2 cm.  Extruding  from  the  inner  portion  of 
the  specimen  was  a 2.5  cm.  plasticized-appearing  frag- 
ment of  material.  The  pathologic  report  was  Meckel’s 
diverticulum  with  foreign  body  (fish  bone). 


Fig.  1.  — Note  fish  bone  (arrow)  protruding  from 
the  diverticulum. 


truding  from  the  diverticulum. 


Comment 

The  patient  ate  fish  two  days  before  the  opera- 
tion, but  did  not  remember  swallowing  a bone. 
The  presence  of  exudate  in  the  peritoneal  cavity 
frequently  causes  superficial  serosal  inflammation 
of  the  appendix  or  periappendicitis.  This  may 
lead  the  unwary  surgeon  with  a low  index  of  sus- 
picion to  blame  the  appendix,  discontinue  further 
exploration,  remove  the  organ  and  close  the  ab- 
domen, with  subsequent  disastrous  results  from 
progressive  peritonitis.  This  is  particularly  dan- 
gerous because  of  the  mobiliU’  of  the  div’erticulum, 
and  the  ileum,  resulting  in  a continuous  free  bath- 
ing of  the  peritoneal  cavity  with  bacteria.  The 
absence  of  omentum  either  because  of  previous 
surgery,  as  in  this  case,  or  as  in  young  children,, 
intensifies  the  problem,  making  a free  perforation 
especially  hazardous  and  often  fatal.  In  children, 
the  finding  of  mesenteric  nodes  may  further  com- 
plicate the  picture  and  point  to  mesenteric  adenitis 
or  primary  peritonitis. 

Complications  from  iMeckel’s  diverticulum  are 
rare  in  adults.  They  include  intestinal  obstruc- 
tion, hemorrhage,  formation  of  fistula  or  cyst,  in- 
tussusception, ulceration,  diverticulitis,  and  perfo- 
ration. Diverticulitis  with  perforation  accounts 
for  about  4 per  cent  of  all  complications.  The 
search  for  a Meckel’s  diverticulum  should  be  a 
routine  practice  whenever  the  app>endix  is  found 
normal,  or  slightly  inflamed. 

Summary 

.\  case  of  a perforated  Meckel’s  diverticulum 
in  an  adult  male,  clinically  simulating  acute  ap- 
pendicitis, is  described.  Perforation  was  caused 
by  a fish  bone  and  resulted  in  peritonitis  and 
periappendicitis.  When  the  latter  condition  is  met 
with  at  operation,  complete  exploration  should  be 
carried  out  to  determine  the  etiology  of  the  peri- 
tonitis. The  surgeon  should  be  mindful  of  the  fact 
that  periappendicitis  is  frequently  a secondary 
rather  than  a primary  disease  of  the  appendix. 
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Juvenile  Nasopharyngeal  Angiofibroma 


Report  of  a Case 

William  F.  Shipman,  M.D. 

TALLAHASSEE 

The  case  described  serves  as  a reminder  of  the 
necessity  for  early  vigorous  treatment  of  juvenile 
nasopharyngeal  angiofibroma.  This  perplexing 
tumor  is  histologically  benign,  yet  clinically  lethal 
when  hemorrhage  or  erosion  of  adjacent  structures 
takes  place.  Since  it  does  not  commonly  cross  his 
path,  the  physician  may  pass  the  symptoms  off  as 
allergy  or  sinusitis  without  performing  a mirror 
or  finger  examination,  or  may  even  neglect  refer- 
ring the  patient  elsewhere.  The  otolaryngologist 
may  miss  it  the  same  way  or  be  lured  into  watch- 
ful waiting  in  the  hope  that  it  will  regress  with 
puberty. 

This  locally  growing  vascular  tumor  occurs 
usually  in  young  males  in  the  early  teens  with 
symptoms  of  nasal  obstruction,  recurrent  epistaxis, 
purulent  rhinorrhea,  facial  deformity  and  nasal 
speech.  The  incidence  is  roughly  one  in  every 
5,000  ear,  nose,  and  throat  hospital  admissions.* 
Prognosis  is  good  despite  recurrences  with  over-all 
mortality  of  about  3 per  cent.^-^  Treatment  re- 
ported in  the  literature  has  not  been  completely 
satisfactory,  but  has  usually  been  along  the  lines 
of  surgery,  irradiation,  and  hormone  therapy. 
This  is  my  first  private  case,  although  two  cases 
were  seen  in  residency  with  resolution  after  irra- 
diation and  surgery.  In  this  case  the  patient  was 
seen,  in  order,  by  the  family  physician,  myself, 
Dr.  George  T.  Singleton  of  Gainesville,  and  Dr. 
William  W.  Montgomery  of  Boston.  My  apprecia- 
tion goes  to  these  gentlemen  for  filling  in  the 
interim  details  of  their  care. 

Report  of  Case 

.\  12  year  old  boy  was  first  seen  by  his  family  physi- 
cian in  December  1960,  with  a two  month  history  of 
diminished  hearing  and  nasal  obstruction.  Nose  drops, 
decongestants  and  antibiotics  were  given.  .\s  the  symp- 
toms progressed,  he  was  seen  in  January  1961  in  my 
office.  At  that  time  a mirror  examination  showed  a glis- 


Read  before  the  Florida  Society  of  Ophthalmology  and  Oto- 
laryngology, Scientific  Session  on  Otolaryngology,  Hollywood, 
.May  18,  1963. 


tening,  vascular  non-adenoid-appearing  mass  filling  the 
posterior  nasopharyngeal  wall  and  obliterating  the  right 
eustachian  tube  area.  Biopsy  at  that  time  in  the  office 
produced  much  bleeding  and  a nonconclusive  pathologic 
report.  Under  general  anesthesia  in  the  hospital  later,  the 
mass  was  evulsed  off  the  posterior  nasopharyngeal  wall 
and  bleeding  was  controlled  with  packing.  Replacement 
of  SOO  cc.  of  blood  was  necessary.  .After  a definite  patho- 
logic report,  the  site  was  irradiated  with  3,000  r.  One 
month  later  recurrence  was  noted,  and  over  the  next  few 
months,  the  lesion  increased  in  size.  Dr.  Singleton  con- 
sented to  take  over  treatment. 

When  Dr.  Singleton  examined  the  patient  on  Septem- 
ber 11,  a mass  filled  the  nasopharynx,  projected  into 
the  right  nasal  cavity  and  depressed  the  soft  palate.  On 
September  IS,  an  exploration  through  a Caldwell-Luc 
type  of  approach  for  the  old  Denker  operation  showed 
involvement  of  the  ethmoids,  but  no  breakthrough  into 
the  antrum.  .At  this  time,  a palatine  window  was  used 
for  removal  of  the  mass,  with  cautery  of  the  base  of  the 
lesion.  The  patient  required  three  pints  of  blood.  .After 
one  month,  a recurrence  was  noted  and  at  operation  on 
December  8,  the  transpalatine  approach  was  repeated 
under  hypotensive  anesthesia  and  cautery  of  the  base 
carried  out  with  replacement  of  two  pints  of  blood.  Two 
months  later,  in  February  1962,  recurrence  was  again 
noted.  .At  intervals  during  the  next  three  months,  four 
injections  of  Silvasol,  a sclerosing  agent,  were  given  at  the 
base  of  the  tumor. 

By  May,  the  tumor  had  again  increased  in  size,  and 
at  the  request  of  Dr.  Singleton,  Dr.  Montgomery  con- 
sented to  evaluate  and  treat.  On  June  14,  in  Boston,  the 
eighth  procedure  was  carried  out;  the  mass  was  resected, 
and  radon  seeds  were  inserted  at  the  base.  Four  weeks 
later,  the  persistent  tumor  was  again  observed  with  more 
growth  on  the  right  side.  The  patient  returned  to  Flor- 
ida, and  in  .August,  androgenic  therapy  was  begun  and 
has  continued  for  seven  months.  Despite  inducement  of 
puberty,  the  tumor  persists  and  is  increasing  slowly  in 
size.  Intermittent  nosebleeds  have  occurred  since,  but 
have  not  been  serious.  On  March  28,  1963,  the  tumor  was 
larger  but  less  vascular.  .At  present  the  consensus  is  to 
leave  it  alone,  unless  it  becomes  markedly  enlarged  and 
bleeds  excessively,  and  hope  that  regression  will  soon  oc- 
cur. The  boy  is  now  participating  in  restrained  general 
activity  for  his  age. 
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Association 

News 


Samuel  Mason  Day  Jr.,  M.D. 

Eighty-Fourth  President 

Acceding  to  the  presidency  of  the  Florida 
Medical  Association  at  the  Annual  Meeting  in 
May,  Dr.  Samuel  Mason  Day  Jr.  of  Jacksonville 
is  continuing  to  serve  the  Association  faithfully 
and  well  after  fdling  the  office  of  Secretary-Treas- 
urer for  more  than  a decade.  Born  in  Nixburg, 
.Ma.,  in  1914,  Dr.  Day  received  his  elementar}' 
and  academic  training  in  his  native  state.  He  at- 
tended the  public  schools  of  Alexander  City  and 
in  1934  was  awarded  the  Bachelor  of  Arts  degree 
by  the  University  of  Alabama,  Tuscaloosa.  For 
his  professional  training  he  enrolled  at  Washing- 
ton University  School  of  Medicine,  St.  Louis,  and 
in  1937  received  the  degree  of  Doctor  of  Medi- 
cine. Upon  completion  of  internships  at  Union 
Memorial  Hospital  and  University  Hospital,  Balti- 
more, he  served  residencies  from  1940  to  1942  at 
Doctors  Hospital  in  New  York  City  and  James 
Walker  Hospital,  Wilmington,  X.  C.,  and  later 
pursued  further  postgraduate  study  at  Doctors 
Hospital.  In  1942  he  entered  the  ^ledical  Corps 
of  the  United  States  Army,  attained  the  rank  of 
major  and  served  as  chief  of  general  surgery  and 
assistant  chief  of  the  surgical  service  at  the  Army 
Regional  Hospital  at  Camp  Blanding  prior  to  dis- 
charge from  military  duty  in  1946. 

Shortly  after  separation  from  the  service.  Dr. 
Day  entered  the  private  practice  of  general  sur- 
gery in  Jacksonville.  An  active  member  of  the 
surgical  staff  of  St.  Vincent’s,  St.  Luke’s,  Baptist 
Memorial,  Hope  Haven  and  Brewster  hospitals 
and  the  Duval  Medical  Center,  he  was  from  1957 
to  1962  co-chief  of  the  Surgical  Service  at  St. 
Vincent’s  Hospital  and  in  1960-1961  was  chief 
of  staff.  Currently  he  is  director  of  intern  and 
resident  training  at  that  institution. 

In  the  Duval  County  Medical  Society  Dr.  Day 
served  as  associate  editor  of  its  Bulletin,  secretary, 
jrresident  in  1959  and  chairman  of  the  board  of 
governors  in  1962.  In  1960  he  was  president  of 
the  Jacksonville  chapter  of  the  .American  College 


of  Surgeons.  The  following  year  he  was  president 
of  the  Jacksonville  Hospitals  Educational  Pro- 
gram and  he  is  a former  vice  president  of  the 
Duval  County  L"nit  of  the  .American  Cancer  So- 
ciety. 

In  1951  Dr.  Day  was  elected  Secretary-Treas- 
urer of  the  Florida  Medical  Association.  He  filled 
that  e.xacting  post  with  distinction  for  12  years, 
serving  by  reason  of  his  office  as  an  ex  officio 
member  of  the  Board  of  Governors  and  a member 
of  its  executive  committee.  In  1963  he  became 
President-Elect. 

.A  diplomate  of  the  .American  Board  of  Sur- 
gery, Dr.  Day  is  a fellow  of  the  American  Col- 
lege of  Surgeons.  Southern  Surgical  .Association 
and  Southeastern  Surgical  Congress.  He  holds 
membership  in  the  Southern  Medical  Association, 
.American  Medical  .Association  and  World  Aledi- 
cal  Association. 

Dr.  Day  is  medical  director  of  .American  Heri- 
tage Insurance  Company  and  w'as  for  12  years  as- 
sistant treasurer  of  Blue  Shield  of  Elorida.  He  is 
a former  member  of  the  advisory  committee  to  the 
Florida  Crippled  Children’s  Commission  and  the 
Florida  Vocational  Rehabilitation  Program.  He 
serves  as  a member  of  the  board  of  directors  of 
the  Boys  Home  .Association  and  the  Children’s 
Home  .Association. 

.A  former  trustee  of  the  Jacksonville  Art  Mu- 
.seum.  Dr.  Day  is  a member  of  the  Aleninak  Club, 
the  Florida  A’acht  Club  and  the  St.  Johns  Dinner 
Club.  He  holds  membership  in  the  Riv^erside 
Presbyterian  Church. 

Dr.  Day  and  Airs.  Day,  the  former  Hazel 
Margaret  (Dolly)  Chitty  of  Jacksonville,  have 
three  sons  and  a daughter. 
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Editorials 


Are  Physicians  First  Class  Citizens? 


Nearly  200  years  ago  the  Declaration  of  Inde- 
pendence was  signed  giving  to  the  world  a new 
nation.  There  were  56  signers,  men  from  every 
walk  of  life  including  physicians,  who  were  will- 
ing to  sacrifice  themselves  and  their  time  for  the 
good  of  their  fellow  man.  In  that  list  there  was 
only  one  registered  politician. 

Since  that  time  physicians  have  gradually 
weaned  themselves  away  from  participating  in  the 
welfare  of  their  communities  and  their  country. 
It  can  be  said,  however,  that  they  have  worked 
hard  and  well  to  conquer  diseases  that  have  been 
and  are  a scourge  to  the  individual  citizen.  Fur- 
thermore, by  education  and  strict  licensure  of 
themselves  they  have  raised  the  standards  of  the 
medical  profession  to  a degree  that  surpasses  that 
of  any  other  nation. 

While  this  work  was  progressing,  the  politi- 
cians increased  both  in  numbers  and  importance 
and  in  many  cases  to  the  detriment  of  our  coun- 
try and  our  profession.  We  are  now  in  the  midst 
of  another  “free”  election  in  which  Florida  has 
a senatorial  candidate  and  the  nation  has  a presi- 
dential candidate  both  advocating  legislation  inim- 
ical to  the  citizenry  and  to  the  progress  of  all 
medicine.  They  seek  the  votes  of  the  people  who 
are  uneducated  as  to  the  advances  made  by  the 
individual  doctor  and  his  profession.  To  combat 
this  approach  the  Florida  physician  has  only  one 
weapon — FLAMPAC.  FLAMPAC  is  the  one  or- 
ganization the  Florida  doctor  can  turn  to  for  help 
and  it  is  to  the  collective  and  individual  interest 
of  all  members  of  the  medical  profession  to  join 
and  support  this  organization  immediately. 

FLAMPAC  cannot  function  without  money 
and  the  money  necessarily  must  come  from  the 
doctors  themselves.  'Fhis  money  will  be  allocated 
by  your  own  colleagues  to  educate  the  people  as 
to  those  men  and  candidates  who  are  known  and 
are  willing  to  be  for  the  betterment  of  the  citi- 
zens of  each  community,  the  state,  and  the  nation. 


Physicians  must  be  at  least  part  politicians 
in  order  to  know  best  how  to  educate  the  voters. 
This  role  means  that  a certain  portion  of  one’s  in- 
come must  be  used  to  see  that  the  educational 
program  is  carried  out.  FLAMPAC  is  giving  you 
the  means  of  accomplishing  this  objective;  so  I 
beg  of  you  to  support  FLAMPAC,  which  will 
support  you. 

Physicians  are  renowned  for  objecting  to  sup- 
porting or  working  for  anything  political,  but  the 
time  is  now  here  when  we  must  either  do  so  or 
succumb  to  the  political  maneuvering  for  votes. 
The  least  you  can  do  is  to  stand  behind 
FLAMPAC,  giving  much  more  than  token  sup- 
port to  help  those  of  your  colleagues  who  are 
giving  their  money,  their  time  and  themselves. 
Let  us  all  return  to  our  forefathers’  creed  of  be- 
ing not  only  physicians  but  also  interested  and 
loyal  citizens. 

Meredith  Mallory,  M.D. 

Orlando 


Stand  Up  and  Be  Counted 

Now  is  the  time  to  stand  up  and  be  counted. 
It  is  appalling  how  doctors  of  medicine  have  col- 
lectively been  placed  on  the  defensive.  It  seems 
we  are  constantly  defending  our  fees,  defending 
our  treatments,  the  drugs  we  administer,  and  even 
the  ethics  we  use  to  maintain  our  standards.  We 
have  been  maneuvered  by  much  of  the  press,  so 
that  it  apjjears  we  are  against  compassion,  old 
people,  j)oor  people,  the  labor  movement,  most 
government  agencies,  medical  school  grants,  and 
the  increase  of  medical  students. 

Seldom  is  the  medical  profession  creative; 
normally,  we  are  on  the  offensive  only  as  an  alter- 
native to  some  previously  offered  proposal. 
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Doctors  by  necessity  are  scholarly.  Their 
training  calls  for  and  demands  judgment  based  on 
interpretation  of  known  or  obtainable  facts;  calls 
for  and  demands  study  logically  integrated  with 
previous  experience,  as  well  as  the  ability  to  recall 
pertinent  histories.  Thus,  the  conscientious  util- 
ization of  all  these  facets  to  care  for  a patient 
makes  for  the  noblest  of  medical  traditions. 

“Be  noncontroversial,”  likewise,  has  been  a 
medical  tradition,  but  this  is  one  we  can  no  longer 
afford.  Doctors,  individually,  and  as  a group, 
stand  to  be  regulated  even  more — notice  the  word 
“more.”  At  present,  we  are  regulated  by  the  Fed- 
eral Narcotics  .Authority,  the  Veteran’s  Admin- 
istration, the  State  Licensing  and  Workmen’s 
Compensation  Boards,  city  zoning  laws,  insurance 
companies  setting  our  fees,  not  to  mention  hospi- 
tals’ rules  governing  staff  membership  and  jirivi- 
leges.  \'ery  recently,  the  Kefauver  Committee 
launched  a wholesale  attack  upon  the  pharmaceu- 
tical companies.  Many  of  the  findings  were  not 
interpreted  in  the  best  interest  of  medicine,  and 
many  of  the  proposed  corrections  are  certainly 
debatable. 

Have  we  become  so  specialized  that  our  intelli- 
gence is  applicable  only  in  the  science  of  medicine, 
or  is  it  only  by  our  own  unthinking  choice  that  we 
retire  from  our  country’s  |X)litical  growth?  Too 
often  we  hear  doctors  make  poor  businessmen  or 
poor  [>oliticians;  the  latter  is  sometimes  |)roclaim- 
ed  with  [)ride,  as  if  all  |X)litics  is  messy  business, 
unworthy  of  a profession.  Here  it  should  be  noted 
that  law  is  a profession.  Lawyers  often  serve  our 
citizens  in  times  of  great  need  where  life  is  in  the 
balance,  and  so  far,  they  are  in  no  immediate 
danger  of  socialization. 

How  is  the  business  of  making  our  country- 
great  achieved?  It  is  .somewhat  similar  to  our  pa- 
tient treatment;  the  interpretation  of  many  di- 
verse groups  and  individual  citizens  who  take  time 
to  be  concerned  with  the  machinery  of  our  coun- 
try. To  be  sure,  there  are  minority  groups  who 
strive  for  certain  legislation,  primarily  for  their 
own  benefit.  Labor  is  very  effective  in  making 
known  its  wants.  Is  this  dishonest?  Certainly 
not.  Is  this  good  for  the  country?  Perhaps  so, 
jjerhaps  not,  but  how  much  better  if  each  of  these 
groups  or  individuals  is  balanced  off  by  opposite 


views.  If  all  a candidate  hears  and  sees  is  the 
liberal  side,  why  is  he  not  justified  in  believing 
there  is  no  conservative  side?  If  socialism  is  the 
only  v'oice,  can  this  candidate  be  expected  to 
search  out  for  the  free  enterprise  voice.  If  all  the 
money  for  his  campaign  can  be  accounted  for  on 
one  side,  is  it  not  fair  to  believe  this  is  the  side 
that  matters,  and  thus  elects? 

If  we,  as  doctors,  are  unwilling  to  make  cam- 
paign contributions,  are  unwilling  to  express  our 
views,  unwilling  to  attend  political  rallies  to  hear 
all  sides,  can  we  when  others  have  been  so  active 
come  to  our  elected  officials  and  say,  “Don’t  pass 
this  law,”  or  “Do  pass  this  law,”  after  all  the 
other  groundwork  in  the  fine  art  of  lawmaking  has 
preceded  it? 

Florida  has  had  two  presidents  of  the  Ameri- 
can Medical  Association  in  the  past  five  years. 
No  other  state  has  been  so  honored  in  recent 
times;  and  make  no  mistake,  the  presidency  of  the 
-\M.'\,  among  other  things,  is  a political  office. 

M present,  a governor’s  campaign  is  in  fierce 
l)rogress.  To  wage  such  a campaign  takes  mon- 
ey. The  men  vying  for  this  office  are  all  honorable 
men.  They  have  held  or  do  hold  high  legislative 
or  executive  j)Osts  in  our  state.  Likewise,  part  of 
the  cabinet  is  being  elected;  if  not  equal  to  the 
governor,  these  officials  are  still  very  important. 
These  men  cannot  be  bought.  They  have  stated 
their  philosophies;  they  hojie  they  represent  the 
majority  as  they  .see  it.  They  can  only  do  so  if 
they  are  elected. 

It  is  not  suggested  that  doctors  necessarily, 
band  together  as  a political  movement,  but,  cer- 
tainly as  a bare  minimum,  let  us  examine  the 
political  creeds  of  the  candidates,  and  where  we 
find  agreement  with  our  own  political  creeds, 
make  the  candidate  aware  he  is  our  choice.  A 
labor  leader  speaks;  he  believes  he  represents  the 
best  interest  of  his  union,  and  his  words  carry- 
weight  because  of  the  number.  Is  it  wrong  for  a 
doctor  to  speak  out  for  what  he  thinks  is  best  for 
his  patients  when  the  subject  is  medical  care? 

Stand  up  and  be  counted,  or  else  suffer  the 
consequence,  and  soon! 

Laurent  P.  LaRoche,  M.D. 

Cocoa  Beach 
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Automation  and  Individual  Responsibility 


The  human  spirit  has  never  been  in  such  dan- 
j^er  of  being  extinguished  as  it  is  today,  in  this  age 
of  vicious  gadgetry  and  mechanistic  enterprise. 
People  are  subjected  to  conformity  and  mass  ap- 
peal  of  communication  media  intent  upon  mold- 
ing public  taste.  The  subtle  music  of  persuasion 
and  subliminal  stimulation  are  creating  a nation 
of  robots  and  “me-too-ers,”  in  apathy,  tension  and 
confusion. 

The  machine  is  becoming  the  master  of  man 
and  denigrating  his  noblest  hopes.  Man  is  losing 
confidence  in  himself  and  others.  The  terror  of 
equality  and  the  like  terror  of  inequality  cause 
frustrated  groups  callously  to  denounce  those  dedi- 
cated to  democracy  and  freedom.  Everything  is 
suspect,  including  intellectualism,  creativity,  and 
brotherhood.  What  is  not  understood  is  feared 
and  resented. 

Individualism  and  the  humanities  are  now 
anachronisms.  The  angry  voices  of  the  past  50 
years  are  stilled.  The  historic  few  have  occasion- 
ally influenced  the  pattern  of  gracious  living.  Our 
technological  sciences  try  to  subdue  nature,  yet 
the  elements  may  destroy  us. 

The  human  brain  is  capable  of  imagination, 
truth  and  wonder.  Man  has  always  sought  the 
initiative  and  challenge,  adaptation  to  environ- 
ment and  successful  pursuits  for  glory  and  renown. 

Reflective  man  can  preserve  his  sanity  in  the 
presence  of  massive  machines  if  his  “invincibility” 
is  not  too  pretentious.  The  playful  man  laughs  at 
his  foibles  and  weaknesses.  Machines,  invented 
by  man,  still  need  men  to  supervise  them.  Ma- 
chines become  osbolete.  Man,  himself,  will  never 
become  obsolete  unless,  through  his  own  folly, 
he  pushes  panic  buttons  to  oblivion  or  refuses  re- 
training for  new  positions  that  arise  in  progress 
or  change. 

The  battle  of  man  and  machines  is  nowhere 
more  impressive  than  at  Las  Vegas,  Nev.  Men 
and  women,  intent  upon  successful  gluttony,  spend 
desperate  hours  and  days  working  upon  one- 
armed  or  two-armed  “bandits.”  The  human  being 
slowly  disintegrates  into  a golem,  milking  the 
machine  for  some  futuristic  bonanza.  The  hyp- 
notic snare  of  the  machine  traps  the  avaricious. 
Automation  can  free  man  of  much  drudgery  in 
his  lifetime  or  make  him  a despairing  slave  im- 
prisoned within  himself. 


Man,  though  periodically  endangered,  can  still 
select  and  temper  his  inventive  genius  and  gain 
salvation  from  the  quicksands  of  mechanization. 
Man  can  make  recreation  and  play  a period  of 
great  beauty  and  repose.  He  must  pursue  the 
virtues  and  truths  that  will  make  him  free.  He 
must  control  violence  and  compulsions  to  achieve 
equilibrium  and  equanimity. 

Too  often,  man  seeks  power  and  chicanery  to 
outwit  his  fellows,  to  subdue  and  subject  them  to 
his  will.  Occasionally,  he  outdoes  the  machine 
in  his  own  greed,  setting  himself  up  as  a new 
god  or  an  inquisitor. 

The  individual  has  the  brain  power  and  crea- 
tive energy  to  adapt  himself  to  modern  technol- 
ogies in  science,  medicine,  and  art.  New  methods 
constantly  emerge  from  research  and  invention. 
The  latest  computers  will  never  be  able  to  rea- 
son and  produce  thoughts. 

It  is  unfortunate  that  the  emphasis  today  is 
upon  quantity,  not  quality.  Experts  test  capabil- 
ities by  machines,  for  admission  to  jobs  and  uni- 
versities. There  is  a massive  trend  to  evaluate  hu- 
man virtues  and  talents  with  mechanical  devices. 
The  computers  ignore  important  facets  of  heredity 
and  experience.  Modern  educators  surely  are 
aware  that  no  series  of  tests  will  ever  effectively 
evaluate  the  total  personality. 

Colleges  use  slogans  to  enhance  their  prestige. 
Teachers  must  publish  or  perish.  Great  universi- 
ties still  value  their  scholars  higher  than  com- 
puters and  stimulate  learning  and  research. 

“Madison  Avenue”  skill  has  turned  sanity  into 
a morass  of  “jungle-heat”  manipulation. 

Modern  man  lives  in  a swiftly  changing  world. 
He  curses  these  changes.  His  defenses  are  inade- 
quate to  deal  with  stormy  vicissitudes.  He  be- 
comes frustrated,  rigid,  and  tense.  He  blames  his 
neighbors,  or  foreigners,  cursing  his  nemesis.  The 
horror  of  nuclear  weapons  overwhelms  him.  The 
future  annihilation  haunts  all  mankind.  How  can 
man  in  the  age  of  automation  be  preserved? 
Money,  power,  and  property  buy  less  and  less 
of  happiness. 

Many  humans  regard  life  as  worthless.  The 
scientific  community  is  aware  of  its  responsibility 
to  the  human  race.  Weapons  of  destruction  must 
not  denigrate  profound  truths  and  human  values. 
Suicide  rates  are  mounting,  especially  in  “civil- 
ized” countries.  Machines  in  our  culture  are  our 
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idealized  gods.  Personalities,  too  frail  to  handle 
increasing  complexities  of  modern  living,  are  be- 
coming mentally  ill.  Politicians  continue  to  cite 
favorable  statistics,  yet  the  majority  live  their 
lives  in  hopeless  indignation  and  resignation.  Each 
day  is  fraught  with  shocking  emergencies. 

Machines  compete  with  man.  Machines  even 
turn  out  paintings  by  the  thousands.  A turn  of 
the  knob  creates  hundreds  of  designs  that  en- 
courage mediocrity.  Bigness  and  popularity  invite 
fame  and  fortune.  Mammoth  plants  of  industry 
reduce  men  to  ignoble  cogs  on  the  treadmill  of 
despair.  Too  few  workers  have  any  concept  of 
the  over-all  picture  of  their  usefulness. 

These  lives  have  become  boring  and  mechan- 
istic. Caught  up  in  the  vortex  of  automation,  they 
have  lost  the  essentials  and  deeper  meanings  of 
their  own  lives,  and  have  become  unwilling  pawns 
of  sterility  and  monotony.  Their  children  are 
mechanical  dolls,  molded  efficiently,  obeying  au- 
thority with  a protest,  without  imagination  or 
curiosity.  Is  life  really  a farce  of  appearances 
and  status  symbols?  Are  we  not  all  wearing  masks 
of  deception  and  intrigue?  Who  among  us  really 
believes  he  is  honest  with  himself  and  others? 
What  has  happened  to  the  Golden  Rule,  even 
among  the  religions  of  the  world?  The  Brass  Rule 
pontificates  that  automation  will  bring  a utopia. 
The  reflective  individual  knows  that  man  must 
save  himself  by  understanding  his  inner  self  and 
bestowing  goodness  and  compa.ssion  on  all  man- 
kind. 

Automation  is  here  to  stay,  and  so  is  the  indi- 
vidual. He  must  make  his  peace  with  automation 
and  the  technological  advances.  He  must  use  his 
e.xperiences  to  fulfill  his  greatest  capacity.  He 
must  behold  the  wonders  of  science  and  evolution 
in  a single  biological  cell. 

The  preservation  of  the  individual  in  the  age 
of  automation  depends  greatly  on  his  grasp  of 
life’s  essentials.  He  must  reshape  his  life  to 
greater  opportunities  than  acquisitiveness,  lust 
of  power,  and  bombastic  revelry.  He  must  hold 
dear  the  courage  and  resourcefulness  of  those 
heroic  men  who  have  brightened  human  history. 
The  individual  will  be  preserved  for  he  carries 
within  him  the  transcendent  qualities  that  make 
him  poet  and  king  in  a world  that  can  be  peace- 
ful and  benevolent. 

It  matters  little  that  the  machine  can  outper- 
form man’s  work.  The  machine  can  never  compete 
with  man’s  reasoning  and  proliferation  of  Ideas 
in  the  search  for  the  Infinite.  Man’s  inner  world 


will  always  remain  the  greatest  enigma.  Man’s 
brain  will  always  be  the  greatest  secret  of  automa- 
tion. The  individual  will  preserve  himself  in  any 
age  of  automation,  for  he  will  continue  to  face  the 
future  with  an  aggressive  optimism,  having  the 
freedom,  the  zeal,  and  the  determination  that 
nothing  can  stop  the  forward  advances  of  human 
progress  toward  the  accomplishment  of  noble  aims 
and  higher  excellence. 

* I.  Leo  Fishbein,  iM.D. 
iMiAMi  Beach 

Hearing  Impairinent 
in  Children 

An  important  step  in  the  treatment  of  a child 
with  hearing  loss  is  recognition  of  the  problem. 
The  early  diagnosis  of  a hearing  disorder  and  its 
etiology  is  essential.  Failure  to  recognize  a hear- 
ing defect  may  have  serious  consequences  for  the 
child.  He  may  be  regarded  as  mentally  retarded 
or  emotionally  disturbed.  The  deaf  child  cannot 
learn  in  a normal  manner,  and  secondary  emo- 
tional disturbances  will  result  from  frustration  at 
not  being  able  to  understand  or  to  be  understood. 

Pronounced  hearing  loss  in  children  is  not  dif- 
ficult to  recognize,  but  mild  or  moderate  hearing 
loss  frequently  remains  undetected  over  a period 
of  years.  Almost  invariably  articulation  is  defec- 
tive, and  it  is  to  be  hoped  that  a teacher  will  note 
the  speech  defect  and  refer  the  child  to  a physician 
or  a speech  clinician.  Responsibility  rests  on  the 
parents,  teachers,  pediatrician,  and  family  physi- 
cian, both  for  the  detection  of  hearing  loss  in  chil- 
dren and  for  continued  supervision  of  the  entire 
treatment  program  for  these  children.  Fortunately, 
approximately  80  per  cent  of  the  children  with  im- 
pairment of  hearing  have  a conductive  type  of- 
deafness  amenable  to  medical  or  surgical  treatment 
if  detected  early.  Other  causes  of  hearing  loss  in 
children  are  numerous,  such  as  drug  poisoning, 
toxic  neuritis  of  the  acoustic  branch  of  the  audi- 
tory nerve  resulting  from  mumps  or  virus  infec- 
tions, and  congenital  defect  in  the  middle  ear,,  as 
well  as  psychological  disturbances.  If  there  is  a 
question  about  the  hearing  acuity  of  a child,  he 
should  receive  a complete  ear,  nose  and  throat 
examination  with  audiometric  test  in  order  to 
arrive  at  a definitive  diagnosis. 
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Increased  utilization  of  audiometric  screening 
by  individual  physicians  in  combination  with  the 
school  programs  should  permit  detection  of  hear- 
ing impairment  in  the  great  majority  of  children. 
Thereby,  early  correction  of  the  impairment  may 
be  successfully  accomplished  before  any  perma- 
nent damage  has  developed. 

The  most  helpful  measures  for  deaf  children 
whose  hearing  cannot  be  restored  by  medical  or 
surgical  means  are  the  use  of  a hearing  aid,  audi- 
tory training,  instruction  in  lip  reading,  speech 
conservation  and  correction,  and  educational,  vo- 
cational, and  psychological  guidance. 

The  parents  of  a deaf  child  also  need  help  in 
solving  his  problems.  A school  or  a speech  ther- 
apist for  the  deaf  child  must  be  carefully  selected, 
and  parents  should  encourage  the  child  to  practice 
at  home  the  speech  that  he  has  learned  at  school. 
Overprotection  of  the  child  must  be  avoided  be- 
cause it  deprives  him  of  opportunities  for  normal 
development,  and  his  education  is  thereby  delayed. 

William  Chew,  M.D. 

Leesburg 


Others  Are  Saying 


No  Label 

She  was  young,  perhaps  late  twenties,  dark 
hair,  dark  eyes,  very  pale  skin.  Really  cjuite  pret- 
ty, but  in  her  coma,  she  looked  almost  dead.  Still 
clutched  in  one  hand,  she  had  a prescription  bottle 
— empty.  Sig.  1 at  bedtime  for  sleep.  Xo  label. 
What  had  she  taken? 

Dr.  Barton  is  on  vacation.  Dr.  Ludwig  is 
covering.  There  is  an  urgent  call  for  Dr.  Ludwig 
to  come  to  Mrs.  Johnson’s  home.  She  has  fainted. 
He  finds  her  elderly,  overweight,  hypertensive, 
semi-comatose.  Three  prescriptions  at  her  bedside, 
sigs.  1 in  the  morning,  1 at  night,  1 qid.  Xo 
labels.  Dr.  Ludwig  can’t  possibly  prescribe  or  use 
or  know  or  recognize  all  of  the  thiazides,  the  rau- 
wolfias,  the  sedatives,  etc.,  on  the  market.  With- 
out labels  he  can  make  only  educated  guesses. 

One  of  your  owm  patients  calls,  at  five  minutes 
to  twelve  on  a Wednesday.  She  thinks  the  med- 
ium size  white  tablets  are  making  her  nauseated. 
You  have  treated  her  for  a dozen  years  and  must 
have  prescribed  at  least  a dozen  white  tablets  in 


that  time.  What  is  the  name  of  the  medication? 
Who  knows!  X^o  label. 

From  life-saving  problems  to  nuisance  prob- 
lems, in  every  case  the  physician  would  have  been 
able  to  do  a better  job  faster  if  the  prescription 
had  been  labeled.  Sure,  he  can  find  out  what  the 
prescription  is  with  a simple  call  to  the  druggist. 
Five  minutes  if  both  lines  are  unbusy,  or  10  hours 
if  your  call  is  10;05  p.m.  But  even  at  five  min- 
utes, five  times  12  is  60  and  that  is  an  hour  in 
any  man’s  life. 

The  old  arguments  against  divulging  the  name 
of  a prescription  medication  to  the  patient  are 
passe.  These  arguments  were  never  very  good 
and  now  they  are  worthless.  The  average  patient 
today  is  reasonably  well  read,  well  informed,  and 
intelligent.  Let’s  give  him  credit  for  that.  And 
isn't  that  the  patient  we  want,  really?  Granted 
there  may  be  a rare  case  in  which  it  might  be 
better  not  to  divulge  the  name  of  a prescription 
drug.  Certainly  such  situations  are  extremely 
rare.  In  my  experience  I get  much  more  intelli- 
gent cooperation  from  the  patient  if  I take  him 
into  my  confidence,  tell  him  what  medication  I 
am  prescribing,  what  reactions  to  expect,  what 
side-reactions  to  watch  for,  and  name  the  drug 
for  him. 

Then  we  come  to  the  point  of  efficiency.  We 
are  all  looking  for  ways  to  save  time  in  the  oper- 
ation of  busy  practices.  minute  or  two  can  be 
saved  several  times  a day  if  all  prescriptions  are 
labeled.  Labeling  also  facilitates  review  of  medica- 
tions for  patients  on  chronic  dosages.  The  simple 
addition  of  a little  box  marked  “label”  along  with 
the  “refill”  and  “no  refill”  bo.xes  to  be  checked 
precludes  the  necessity  of  writing  anything — a 
quick  check  mark  does  the  trick.  I have  also  re- 
quested all  druggists  in  the  area  to  label  all  my 
prescriptions  unless  specifically  asked  to  do 
otherwise. 

-\fter  three  years  of  such  labeling  I can  think 
of  no  instance  in  which  it  appeared  to  be  unwise 
or  where  it  caused  any  difficulty.  There  hav'e 
been  hundreds  of  times,  yea.  thousands,  in  which 
it  has  facilitated  the  intelligent  discussion  of  a 
patient’s  medications. 

Karl  R.  Rolls,  M.D. 

The  Bulletin 

Sarasota  County  !Medical  Society 

October  1963 
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Radiology 


X-rays  of  the  Fingers  That  Point  to  the  Diagnosis 


Radiographic  diagnosis  of  systemic  disease  is 
not  infrequently  suggested  by  findings  noted  in 
radiographs  of  the  fingers.  Illustrated  here  are 
four  unrelated  systemic  diseases  in  which  the  diag- 
nosis was  suggested  by  the  radiographs  of  the 
fingers. 

Fig.  1. — A 52  year  old  man  was  admitted  to 
the  hospital  because  of  fever  and  jiain  in  the 
flank.  He  had  a past  history  of  pain  involving 
several  joints  of  the  upper  and  lower  extremities. 
The  radiographic  study  showed  evidence  of  gout, 
and  the  fever  and  pain  in  the  flank  were  the 
result  of  a urinary  calculus  with  infection  of  the 
urinary  tract.  Figure  1 shows  the  characteristic 
periarticular  radiolucent  defects  produced  by  the 
tophaceous  deposits  of  uric  acid. 


Figure  1 


Fig.  2. — The  radiographs  of  the  fingers  of  a 
42  j ear  old  man  show  subperiosteal  resorption  of 
bone  along  the  shaft  of  the  phalanges  with  con- 
siderable subperiosteal  absorption  of  the  distal 
phalanges.  Such  subperiosteal  resorption  of  bone 
suggests  the  diagnosis  of  hyperparathyroidism  and 
this  radiological  observation  is  considered  pathog- 
nomonic of  some  disturbance  in  calcium  metab- 
olism. The  patient  had  all  the  characteristic  find- 
ings of  primary  hyperparathyroidism  which  was 
relieved  by  removal  of  a parathyroid  adenoma. 

Fig.  3. — A 52  year  old  Negro  woman  com- 
plained of  loss  in  weight  and  difficult  breathing. 
The  radiograph  of  the  chest  showed  extensive 
pulmonary  fibrosis.  The  radiographs  of  the  hand 
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Figure  3 


Figure  4 


showed  the  typical  medullary  and  cortical  changes 
which  are  occasionally  seen  in  sarcoidosis  and 
suggested  the  diagnosis  of  sarcoid.  A biopsy  of 
a nodule  in  the  skin  of  the  right  thigh  was  inter- 
preted as  Boeck’s  sarcoid. 

Fig.  4. — A 57  year  old  man  entered  the  hos- 
pital because  of  arthritic  pain  in  his  knees  and  in 
the  small  joints  of  his  hands.  The  radiographic  e.x- 
amination  of  the  fingers  shows  very  faint  perios- 
teal new  bone  formation  along  the  proximal  pha- 
langes, as  well  as  broadening  of  the  distal  tufts. 
The  soft  tissues  also  show  evidence  of  clubbing  of 
the  distal  digits.  An  x-ray  of  the  chest  showed 
some  widening  of  the  superior  mediastinum.  The 
thoracic  findings  related  to  the  changes  in  the 


finger  would  suggest  a diagnosis  of  hypertrophic 
pulmonary  osteoarthropathy  in  the  fingers  prob- 
ably secondary  to  a malignant  tumor  involving 
the  mediastinum.  Scalene  biopsy  showed  an  un- 
differentiated squamous  cell  carcinoma,  and  au- 
topsy at  a later  date  demonstrated  this  was  pri- 
mary in  the  upper  lobe  of  the  left  lung. 

Raymond  hi.  Parks,  iNI.D. 

Professor  and  Chairman 
Department  of  Radiology 
University  of  Miami  School  of  Medicine 
Coral  (mbles 

Florida  Radiological  Society 
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Special  Article 


Research  at  University  of  Florida 
College  of  Medicine 


Department  of  Obstetrics  and 

Harry  I’rystowskv,  M.D. 

Gainesville 

The  research  program  in  this  department  en- 
compasses diverse  fields  of  investigation.  At  the 
present  time  the  four  primary  areas  of  interest 
are:  (1)  the  biochemical  and  endocrine  aspects  of 
reproduction;  (2)  the  neuroendocrine  control  of 
ovulation;  (3)  microbiology  of  the  female  genital 
tract;  and  (4)  physiologic  studies  related  to  re- 
production. 

Biochemical  and  Kndocrine  Asrects  ok 
Reproduction  (Dr.  Kenneth  McKerns). — The 
jirimary  pur|)ose  of  this  unit  is  to  learn  how  the 
.sex  hormones  exert  their  unique  effects.  Attempts 
are  being  made  to  relate  mechanisms  of  hormone 
action  to  inhibition  or  stimulation  of  specific 
enzyme  systems  that  regulate  oxidation-reduction 
states  in  the  cell.  The  dynamic  interrelations  be- 
tween the  endocrine  systems,  such  as  the  ovary 
and  pituitary,  are  also  being  studied.  An  under- 
standing of  these  processes  will  have  significance 
in  our  appreciation  of  energy  utilization,  growth 
and  differentiation,  and  in  disease  states.  They 
will  also  add  to  our  understanding  of  the  cyclic 
hormonal  processes  in  the  menstrual  cycle  con- 
cerned with  fertility  and  sterility,  the  regulation 
of  milk  secretion,  and  the  hormonal  role  of  the 
placenta.  There  are  several  interrelated  research 
projects  currently  under  investigation:  (1)  the 
mechanism  of  action  of  the  regulation  of  the 
adrenal  cortex:  (2)  hormonal  regulation  of  the 
anterior  pituitary;  (3)  control  of  estrogen  and 
progesterone  synthesis  in  the  human  placenta; 
(4)  regulation  of  hormone  synthesis  in  the  corpus 
luteum  of  the  human  ovary;  and  (5)  factors  in- 
fluencing contractility  of  the  uterus  at  term. 

^ Professor  aiui  Chairman,  Department  of  Obstetrics  and 
GynecoIog>'. 


Gvnecology 


Neuroendocrine  Control  of  Ovulation 
(Dr.  Donald  Christian). — It  is  clear  that  the  cen- 
tral nervous  system  is  intimately  concerned  with 
the  control  of  ovulation  through  its  influence  of 
gonadotrophic  release  from  the  anterior  lobe  of 
the  pituitary.  To  expand  our  knowledge  of  the 
mechanism  of  ovulation  the  following  areas  of  re- 
search are  being  pursued:  (1)  the  establishment 
of  the  central  nervous  system  pathways  involved, 
including  the  influences  from  the  higher  centers 
and  exteroceptive  stimuli  which  affect  the  basic 
controlling  mechanism;  (2)  the  effect  of  certain 
pharmacologic  agents  on  the  central  nervous  sys- 
tem control  of  ovulation;  (3)  the  nature  of  the 
neurohumoral  transmitter  from  the  diencephalon 
to  the  anterior  pituitary;  (4)  the  manner  in 
which  luteinizing  hormone  triggers  the  ovar\'  to 
follicle  rupture  and  the  temporal  relations  thereof; 
and  (5)  the  biochemical  events  which  occur  in 
the  ovary  after  circulating  luteinizing  hormone 
comes  in  contact  with  the  ovary.  Also  currently 
under  investigation  is  evaluation  of  the  impor- 
tance of  the  preoptic  area  of  the  diencephalon 
(functionally  the  hypothalamus)  relative  to  the 
more  posterior  areas  of  the  hypothalamus  in  the 
control  of  ovulation.  The  e.xperiment  is  carried 
out  in  rabbits  by  stereota.xically  implanted  elec- 
trodes and  electrical  stimulation  to  the  various 
areas  under  consideration  with  subsequent  de- 
termination of  ovulation  histologically  and  his- 
tological determination  of  the  point  of  stimulus 
to  the  central  nervous  system. 
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Microbiology  of  the  Female  Genital 
Tract  (Dr.  Richard  Hildebrandt). — During  the 
recent  past  we  have  been  primarily  concerned 
with  microbiologic  clinical  problems  as  related  to 
the  obstetric  and  gynecologic  patient.  These 
studies  have  also  dealt  with  the  hazard  or  safety 
of  various  procedures  accepted  as  rituals  in  ob- 
stetrics. For  instance,  it  has  been  shown  that 
there  is  a real  danger  in  routine  catheterization 
of  the  urinary  bladder  prior  to  delivery,  and  no 
deleterious  effects  have  been  noted  by  its  omis- 
sion. It  has  also  been  noted  that  a long  term 
follow-up  is  necessary  for  a complete  evaluation 
of  the  effects  of  bladder  catheterization.  The  cer- 
vical flora  and  vaginal  flora  of  pregnant  women 
have  been  observed  throughout  the  course  of 
pregnancy,  throughout  labor  and  delivery  and  in 
the  puerperium.  We  have  observed  the  micro- 
biologic  effects  of  rectal  versus  vaginal  examina- 
tion in  the  parturient,  of  premature  rupture  of 
the  membranes,  and  other  factors.  The  microbial 
flora  of  the  vagina  and  cervix  presents  as  exten- 
sive and  diversified  a spectrum  of  pathogenic  and 
nonpathogenic  organisms  as  any  other  human  tis- 
sue system.  Specific  host  and/or  environmental 
determinants  of  this  microbiota  remain  obscure 
and  in  the  main  are  not  understood.  Critical  in- 
vestigation is  required  for  further  understanding 
of  the  role  and  significance  of  microorganisms  in 
obstetric  and  gynecologic  patients. 

Physiologic  Studies  Related  to  Reproduc- 
tion (Dr.  Vincent  Stenger  and  Dr.  Harry  Pry- 
stowsky). — The  current  view  that  the  mammalian 
fetus  enjoys  but  a small  margin  of  safety  with 
respect  to  its  oxygen  supply  appears  to  have  its 
genesis  in  studies  made  in  the  early  ’30s.  In  the 
years  that  followed  much  of  the  relevant  data  ac- 
cumulated served  to  strengthen  the  analogy  with 
respect  to  the  availability  of  oxygen  in  utero  and 
at  high  altitude.  The  suggestion  was  clearly  a 


fruitful  one.  Several  lines  of  evidence  all  pointed, 
albeit  indirectly,  to  a low  permeability  of  the 
placental  barrier  as  the  factor  responsible  for  the 
low  oxygen  tension  in  the  fetal  blood  and  to  the 
inference  that  the  fetus  is  adapted  to  a condition 
which  it  cannot  regulate.  But  now  there  are  other 
lines  of  evidence  indicating  that  the  fetus  and  its 
placental  membranes  are  not  impotent  victims  of 
their  uterine  environment;  that,  on  the  contrary, 
they  exercise  some  degree  of  regulatory  control 
over  the  rate  at  which  oxygen  diffuses  from  the 
maternal  to  the  fetal  blood.  The  mechanisms 
through  which  these  regulations  are  operated  re- 
main to  be  described  and  provide  ample  scope  for 
investigation. 

Some  questions  to  which  we  have  directed  our 
attention  are:  (1)  What  are  the  levels  of  pH, 
BHCO3,  and  dissolved  CO2  in  the  maternal,  fetal, 
and  newborn  plasmas  under  physiologically  de- 
fined circumstances  and  how  do  changes  induced 
in  the  maternal  level  of  these  variables  reflect 
themselves  in  the  acid  base  balance  of  the  fetus 
and  newborn?  The  same  questions  may  be  asked 
in  regard  to  oxygen.  (2)  What  are  the  o.xygen, 
carbon  dioxide,  and  hydrogen  ion  concentrations 
in  the  arterial  and  uterine  venous  bloods  of  preg- 
nant women  and  what  are  the  differences  between 
the  pregnant  and  nonpregnant  uterus?  (3)  If  a 
fetus  carried  by  a mother  at  sea  level  is  in  effect 
living  at  simulated  altitude,  how  does  a fetus 
manage  to  survive  that  is  borne  by  a mother 
whose  systemic  arterial  blood  pressure  is  reduced; 
whose  pregnancy  is  complicated  by  toxemia  or 
diabetes  or  anemia?  What  are  the  physiological 
and  biochemical  effects  of  such  insults?  What  are 
the  adaptive  mechanisms  that  enable  man  to  re- 
produce under  such  circumstances?  (4)  Finally, 
it  has  become  increasingly  clear  that  there  is  a 
real  gap  in  our  knowledge  of  the  metabolism  of 
the  human  uterus — pregnant  and  nonpregnant. 


STRESSCAPS 

The  names  of  our  modern  therapeutic  products  frequently  tell  little  about  the 
usage.  This,  however,  is  not  the  case  with  Lederle’s  Stresscaps  which  describe  per- 
fectly the  indications  for  which  the  product  is  recommended.  See  page  386. 
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Deaths 


Harvard,  Samuel  Carnes,  Brooksville;  born  in 
Arabi,  (Ja.,  on  Jan.  6,  1902;  the  son  of  a local 
physician.  Dr.  Virfjil  O.  Harvard;  Emor\-  Uni- 
versity School  of  Medicine,  Atlanta,  Ga.,  1930; 
served  an  internship  at  Grady  Memorial  Hos- 
pital, Atlanta,  and  a residency  at  its  Steiner  Clin- 
ic; since  1933  had  engaged  in  the  general  prac- 
tice of  medicine  in  Brooksville;  had  a leading 
role  in  establishing  and  maintaining  the  present 
modern  Hernando  Count\’  Hospital;  served  as 
county  physician  and  Atlantic  Coast  Line  Rail- 
road physician;  served  several  terms  as  president 
and  as  vice  president  of  the  Pasco-Hernando- 
Citrus  County  Medical  Society  and  for  a number 
of  years  represented  that  society  in  the  House  of 
Delegates  of  the  Florida  Medical  Association;  held 
posts  of  high  responsibility  in  the  Florida  Medical 
.Association,  including  Chairman  of  the  Council  in 
1957,  First  Vice  President  and  Chairman  of  the 
Committee  on  Medical  Economics  in  1958,  mem- 
ber of  the  Board  of  Governors  since  1959,  Presi- 
dent-Elect in  1960  and  President  in  1961;  was 
appointed  to  the  State  Board  of  Medical  F.xamin- 
ers  in  1958,  serving  as  president  in  1961;  was  al- 
■so  appointed  by  Governor  Collins  in  1959  to 
membership  on  the  Florida  Citizens  Medical  Com- 
mittee on  Health;  served  the  Florida  Obstetric  and 
Gynecologic  Society  on  several  special  committees 
and  as  president  in  1957;  also  held  membership 
in  the  American  Medical  Association  and  the 
Southern  Medical  Association;  died  April  7,  in 
Jack.sonville  following  a heart  attack,  aged  62. 


Dickinson,  Joshua  Clifton,  Tampa;  born  in 
Logan  County,  Ohio,  on  Jan.  29,  1885;  Electic 
Medical  College,  Cincinnati,  Ohio,  1907;  after 
practicing  for  a year  in  Los  Angeles,  Calif.,  en- 
gaged in  the  general  practice  of  medicine  in  Tam- 
pa from  1908  to  1920  and  from  1920  to  1956, 
when  he  retired,  limited  his  practice  to  radiology; 
was  a past  president  and  secretary  of  the  Hills- 
borough County  Medical  Association;  served  as 
Chairman  of  the  Section  on  Radiology  of  the 
Southern  Medical  Association  in  1933;  was  a 
member  of  the  Board  of  Chancellors  of  the  Amer- 
ican Board  of  Radiology  from  1940  to  1950;  was 


Chairman  of  the  Section  on  Radiology  of  the 
.American  Medical  A.ssociation  in  1951;  was  a 
former  Chairman  of  the  E.xecutive  Council  and  in 
1954  President  of  the  .American  Roentgen  Ray 
Society;  in  addition  to  holding  life  membership 
in  all  of  these  organizations  which  he  served  of- 
ficially, was  a charter  and  life  member  of  the 
Florida  Radiological  Society,  and  a life  member 
of  the  Florida  Aledical  .Association,  .American  Col- 
lege of  Radiology,  and  Radiological  Society  of 
North  .America;  died  January  9,  of  incarcerated 
hiatal  hernia,  aged  78. 

Moore,  John  Norton,  Ocala;  born  in  Trenton, 
Tenn.,  on  May  23,  1888;  Vanderbilt  L’niversit}" 
School  of  Medicine,  Nashville,  Tenn.,  1919;  in- 
terned at  Jersey  City  Hospital,  Jersey  City,  N.  J,, 
and  served  residencies  in  roentgenology  at  Bron.x- 
ville  Hos|)ital  and  New  York  Hospital,  New  A'ork 
City;  engaged  in  the  private  practice  of  general 
medicine  in  C'rawford,  Tenn.,  from  1919  to  1924 
and  after  si)ecial  training  had  practiced  general 
medicine  and  radiology  in  Ocala  since  1926;  was 
a past  ])resident  of  the  Marion  County  Aledical 
Society  and  a former  president  and  secretary  of 
the  Florida  Radiological  Society;  held  member- 
ship in  the  .American  Medical  .Association,  Radio- 
logical Society  of  North  .America  and  Florida 
Radiological  Societ\-,  and  was  a fellow  of  the 
.American  College  of  Radiology;  died  March  1, 
aged  75. 


THE  DUVALL  HOME 
for  RETARDED  CHILDREN 

A home  offering  the  finest  custodial  care  with  a 
happy  home-like  environment.  We  specialize  in  the 
care  of  infants,  bed-ridden  children  and  Mongoloids. 

For  further  information  write  to 
MRS.  A.  H.  DUVALL  GLENWOOD,  FLORIDA 
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Young  Woman 
Reading  a Letter 

JOHANNES  VERMEER 

1632-1675 


In  Pregnancy. . . 


METAMUCIl!  Acts  Gently,  Safely,  Effectively 

brand  of  psyllium  hydrophilic  mucilioid 


The  highly  refined  mucilioid  of  Metamucil 
corrects  constipation  in  pregnant  patients 
simply  by  augmenting  the  natural  stimulus 
to  peristalsis. 

The  bland,  smooth  bulk  provided  by 
Metamucil  softens  hard  fecal  masses,  stim- 
ulates natural  reflex  activity  of  the  intestinal 
musculature  without  irritant  or  systemic  ef- 
fects and  tends  to  restore  the  normal 
rhythms  of  elimination. 

Average  Adult  Dosage:  One  rounded  tea- 
spoonful of  Metamucil  powder  (or  one 


packet  of  Instant  Mix  Metamucil)  in  a glass 
of  cool  liquid.  Metamucil  powder  contains 
equal  amounts  of  refined,  purified  psyllium 
and  dextrose  furnishing  14  calories  and  is 
available  in  containers  of  4, 8 and  16  ounces. 

Instant  Mix  Metamucil  is  supplied  as  in- 
dividual single-dose  packets,  each  incorpo- 
rating 0.25  Gm.  of  sodium,  in  cartons  of  16 
and  30. 

e.  D.  S EAR  LE  & co. 

CHICAGO,  ILLINOIS.  60680 

Research  in  the  Service  of  Medicine 
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Outwardly  calm... but  what  goes  on  inside? 


Appearances  on  the  outside  do  not 
necessarily  suggest  what  goes  on  in- 
side. This  is  particularly  true  of  the 
ulcer  patient,  who  may  appear  jolly 
and  unruffled  to  his  neighbors,  but 
presents  to  you  the  classic  symp- 
toms: organic  and  functional  dis- 
orders of  the  G.I.  tract,  associated 
with  anxiety  and  tension. 

Consider,  when  you  see  him  next, 
the  value  of  pathilon®  sequels® 
with  Phenobai’bital,  which  px’ovides 
sustained  anticholinei'gic  pi'otection 


from  spasm  and  pain  in  the  target 
areas,  as  well  as  sustained  pheno- 
barbital  action  against  triggering 
anxiety.  The  controlled  release  of  the 
active  ingredients  in  the  sequels® 
formulation  means  protective  medi- 
cation day  and  night. 

Effective  in  peptic  ulcer,  intestinal 
colic,  ileitis,  esophageal  spasm,  spas- 
tic colon,  alcohol-induced  G.I.  upsets, 
gastric  hypermotility  and  anxiety 
neurosis  with  G.I.  symptoms.  Should 
be  used  as  adj  unct  to  other  measures. 


Side  Effects  (due  to  tridihexethyl 
chloride)  : dry  mouth,  blurring  of 
vision,  constipation. 
Contraindications:  urinary  bladder 
neck  obstruction;  glaucoma;  ob- 
structive congenital  anomalies  of  the 
gastrointestinal  tract;  pyloric  ob- 
struction; congenital  megacolon;  and 
stenosing  gastric  or  duodenal  ulcer 
with  significant  gastric  retention. 

Also  available,  without  phenobar- 
bital,  as  pathilon®  Tridihexethyl 
chloride  sequels®  75  mg. 


Pathilon®  Sequels®  with  Phenobarbital 


Sustained  Release  Capsules 


Each  capsule  contains : Tridihexethyl  chloride,  75  mg.,  and  phenobarbital,  45  mg. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Robaxin 

(methocarbamol,  Robins) 


U.S.  Pat.  No.  2770649 

Successful  clinical  experience  with  Robaxin  (methocarbamol)  in  thou- 
sands of  cases  of  musculoskeletal  disorders  is  reflected  by  numerous 
published  reports.  Side  effects  (lightheadedness,  dizziness,  drowsi- 
ness, nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  Contraindi- 
cated in  hypersensitive  patients. 


Average  Adult  Dose 

ROBAXIN"  ROBAXIN  ?-750 

(methocarbamol,  500  mg./tab.)  (methocarbamol,  750 mg./tab.) 

Initially  3 tablets  q.i.d.  2 tablets  q.i.d. 

Maintenance  2 tablets  q.i.d 1 tablet  q.4  h. 

or  2 tablets  t.i.d. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


. nothing,  that  is,  except  the 
sedative-antispasmodic  action  of 

Donnatal 


In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extentab 

0.1037  mg.  hyoscyamine  sulfate  0.3111  mg. 

0.0194  mg.  atropine  sulfate  0.0582  mg. 

0.0065  mg.  hyoscine  hydrobromide  0.0195  mg. 

16.2  mg.  (*^  gr.)  phenobarbital  (%  gr.)  48.6  mg. 

(Warning;  May  be  habit  forming) 

Under  the  pressure  of  modern  living,  with  its 
“small  continued  anxieties  of  life,’’®  func- 
tional disturbances  of  secretion,  tone  and 
motility  of  the  gastrointestinal  tract  are  ex- 
tremely common.®®  For  the  relief  of  symptoms 
associated  with  such  disturbances— through 
rest  for  the  patient,  rest  for  the  colon®— the 
drugs  of  greatest  value  have  proved  to  be  the 
antispasmodics  and  the  sedatives. ®-®'^ 

Donnatal— a dependable,  time-tested  combi- 
nation of  natural  belladonna  alkaloids  and 
phenobarbital  — has  produced  excellent  re- 
sults in  relieving  visceral  spasm, 

Donnatal  makes  peptic  ulcer  patients  “quite 
comfortable’’®. ..  relieves  epigastric  pain  and 
discomfort®... gives  “marked  relief’’  in  spasm 
and  irritation  of  the  g.i.  tract®. . .offers 
“quite  high  and  predictable’’  efficiency  in 
alterations  of  motility  associated  with  gas  and 
cramping^ . . in  short,  has  a definite  place  in 
the  physician’s  armamentarium  because  of 
“convenience  of  dosage  regulation,  effective- 
ness, safety,  and  economy.’’^ 


Prescribed  by  more 
physicians  than  any 
other  antispasmodic 
— well  over  5 billion  closes! 


INDICATIONS:  DONNATAL  is  indicated  in  recur- 
ring, persistent  or  chronic  visceral  spasm,  as 
in  peptic  ulcer,  pylorospasm,  irritable  stom- 
ach and  colon,  motion  sickness,  nocturnal 
enuresis,  mucous  colitis  and  diarrhea. 

SIDE  EFFECTS:  No  serious  toxic  reactions  are  to 
be  expected.  Dryness  of  the  mouth,  blurred  vi- 
sion, difficult  urination,  and  flushing  and  dry- 
ness of  the  skin  may  occur  with  excessive  and 
prolonged  dosage. 

PRECAUTIONS:  Patients  with  incipient  glau- 
coma or  urinary  bladder  neck  obstruction 
must  be  treated  with  care,  as  with  any  prepa- 
ration containing  a parasympathetic  depres- 
sant. 

CONTRAINDICATIONS:  DoNNATAL  is  contraindi- 
cated in  acute  glaucoma,  advanced  hepatic  or 
renal  disease,  and  known  or  suspected  idio- 
syncrasy to  any  of  its  components. 

REFERENCES: 

1.  Asher,  L.M.:  Am.  J.  Digest.  Dis.  4:260,  1959. 

2.  Barden,  F.W.,  Hill,  P.S.,  Mahaney,  W.F.,  and  Cu- 
neo,  K.J.:  J.  Maine  M.A.  45:11,  1954. 

3.  Donovan,  E.J.:  Rocky  Mt.  M.J.  50:952,  1953. 

4.  Hock,  C.W.:  Clinical  Med.  8:1932,  1961. 

5.  Marks,  L.:  Am.  J.  Gastroenterol.  27:180,  1957. 

6.  Palmer,  W.L.,  and  Kirsner,  J.B.:  Therapeutics  in 
Internal  Medicine,  2nd  ed.,  F.  A.  Kyser,  ed.,  Hoe- 
ber.  New  York,  1953,  p.  368. 

7.  Watts,  M.S.M.,  and  Wilbur,  D.L.:  J.A.M.A.  152: 
1192,  1953. 


8.  Wharton,  G.K.,  Balfour,  D.C.,  Jr.,  and  Osmon, 
K.I.:  Postgrad.  Med.  21:406,  1957. 

A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND  20,  VIRGINIA 


•This  one  at  Olympic  National  Park,  Washington. 


Associate 


New  Members 

The  following  doctors  have  joined  the  State 
Association  through  their  respective  county  medi- 
cal Societies. 


Active 

Craven,  James  B.,  DeFuniak  Springs 
Dodd,  Robert  H.,  Lakeland 
Dunn,  Worth  I.,  Tampa 
Elmer.Joseph  W.,  Leesburg 
Foley,  Charles  J.,  Tampa 
Kovacs,  David,  Titusville 
Lehman,  John  D.,  Bradenton 
Lemmert,  William  A.,  Tampa 
Markham.  Charles  W.,  Tampa 
Marriott,  Henry  J.  L.,  Tampa 
Nesmith,  Marsh  A.  Jr.,  Sanford 
Oliphant,  Jones  B.,  Crystal  River 
Ozaki,  Charles  T.,  Lake  City 
Phillips,  James  D„  Panama  City 
Pickett,  Wilbur  C.  Jr.,  Daytona  Beach 
Popovich,  Paul  J.,  Melbourne  Beach 
Rape,  William  C.,  Sanford 
Rawls,  James  Jasper 
Renfroe,  Samuel  L.,  Ocala 
Ross,  Glenn  V.,  Deerfield  Beach 
Rvon,  Dale  S.,  Melbourne 
Schalk.  Herman  A.,  Fort  Pierce 
Selle,  Harold  C.,  Fort  Lauderdale 
Southerland.  Wesley  L.,  Bradenton 
Suggs.  Thelbert  R.,  Crescent  City 
Traxler,  Malcolm  M.,  Panama  City 
Vinci.  Samuel  L„  Leesburg 
Wing,  Kenneth  M.,  Sanford 
Wirth,  Wolfgang  .\.,  Fort  Pierce 


.\mmons,  Charlie  .A.,  Jacksonville 
Atkinson,  David  I.,  Miami 
Baum,  Robert  D.,  Lake  Park 
Bledsoe,  James  W.,  Gainesville 
Burek,  .Aloysius  W.,  Gainesville 
CamplDell,  William  R.,  Miami 
Carreno,  Frank,  Opa  Locka 
Childers,  Glenn  .A.,  Miami 
Drylie,  David  M.,  Gainesville 
Felder,  Michael.  Fort  Lauderdale 
Ferrer,  Olga  M.,  Miami 
Ford.  John  H.  Jr.,  Winter  Haven 
Guerrero,  Luis  R.,  Belle  Glade 
Hasenhuttl,  Kurt.  West  Palm  Beach 
Heath,  Hunter,  Palm  Beach 
Hellinger,  Frank  R.,  Orlando 
James,  Louis  F.,  Fort  Lauderdale 
Kuvin,  Sanford  F.,  Miami 
Leffler,  Norman  H.,  Jacksonville 
Liebman,  Norman  C.,  Miami 
Lipcon,  Harry,  Miami  Beach 
Magruder,  G.  Brock,  Orlando 
Marcadis.  Isaac,  Pompano  Beach 
Markovich,  Simon  E.,  Miami 
Metcalf,  George  W..  Jacksonville 
Motta,  .Adolph  J.,  Fort  Lauderdale 
Neder,  George  A.  Jr.,  Orlando 
Ogburn,  Calvin,  Delray  Beach 
Osborne,  Elton  S.  Jr.,  Jacksonville 
Pariser,  Herbert  L.,  Fort  Lauderdale 
Phillips,  Darwin  D.,  Jacksonville 
Pilcher,  John  J.  Jr.,  Boynton  Beach 
Poole.  Catherine  .A.,  Miami 
Rolfs,  Herman  E.,  Coral  Gables 
Rowland,  John  H.  Jr..  Fort  Lauderdale 
Serrins,  -Alan  J.,  Miami 


’decent  reports  suggest... insulin  (out  sulfongtureas  may  accelerate  tipo- 
ienesis;\ ..serum  ^^insulin”  levels  are  often  etevated  in  obese  diahet- 
cs"’"’\ . [DBI(phenformin  HCt ) reduces  h igh  blood  sugars,  lowers  elevated 
‘iimitin’'  levels,  tends  to  reduce  body  weight  toward  normat 


ost  effective  in  the  obese  diabetic 

DBI-TDb 

ablets  25  mg.  timed-disintegration  capsules  50  mg. 

BRAND  OF  PHENFORMIN  HCI 


DBI 


. the  Obese  diabetic  (ketoacidosis-resistant).  DBI  (phentormin  HCI)  »itb  a proper  diet:  A. 

rithout  increasing  fat  synthesis  or  weight  gain.  B.  does  not  increase  aiready  elevated  endogenous  insulin  levels,  may, 
ideed,  act  to  restore  more  normal  levels.  C.  favors  reduction  of  weight. 

1 the  ketoacidosis-resistant  obese  diabetic  not  amenable  to  diet  alone,  hypoglycemic  DBI  (phentormin  HCI)  appears  to 
elp  a,“ht  g^  or  reduce  adiposity,  factors  »hicb  otherjvise  tend  to  make  sugar  “W  "JO-  « 

0 increase  the  likelihood  of  complications.  However,  in  the  ketoacidosis-prone  diabetic,  insulin  is  still  the  essential 

ypoglycemic  agent. 


Summary:  Indicated  in  stable  adult  diabetes,  sulfonylurea  failures  and  unstable  OctsiS 

occurring  more  often  at  higher  dosage  levels  abate  promptly  upon  dosage  reduction  or  tempera^ 
an  insulin-dependent  patient  will  show  "starvation”  ketosis  (acetonuria  without  hyperglycemia)  which  must  be  differentiat^e 
CriuKck"  and  treated  accordingly.  Use  »ith  caution  in  severe  liver  ■‘f  f , 

insulin  in  acute  complications  (acidosis,  coma,  infections,  gangrene,  surgery).  Consult  product  brochure  for  full  informat  . 

Bibliography:  1.  Williams,  R.  H.:  Textbook  of  Endocrinology.  Ed.  3.  launders.  Philadelph^^  5^°Wes't '^K'^'M"’and  Tophok*E.°' MetaVdhsm 

'■  '■ 

U.  S.  VITAMIN  & PHARMACEUTICAL  CORPORATION 


News 

The  Second  Hawaii  Medical  Seminar  is  be- 
ing held  in  Honolulu,  June  26-July  1,  1964.  There 
will  be  four  days  of  scientific  sessions  in  Hono- 
lulu followed  by  a 5 day  workshop  program  on 
the  neighbor  islands  of  Kauai,  Maui  and  Hawaii. 
The  program  is  made  up  of  distinguished  guest 
speakers  from  the  mainland  and  members  of  the 
Hawaii  iMedical  Association.  For  further  infor- 
mation details  can  be  obtained  from  Hawaii  ^led- 
ical  Seminar,  Suite  300,  1612  K St.,  Washington, 
D.  C.  20006. 

Program  plans  for  the  Eighteenth  Annual 
Rocky  Mountain  Cancer  Conference  in  Denver, 
July  10-11,  have  been  finalized  and  will  in- 
clude participation  by  the  presidents  of  the  Amer- 
ican Medical  Association  and  of  the  American 
Cancer  Society.  The  popular  two  day  conference 
in  the  city’s  Brown  Palace  Hotel  will  feature  a 
symposium  on  “Etiologic  Agents  of  Cancer,  Their 


Avoidance  or  Prevention”  on  the  first  morning 
followed  by  an  afternoon  of  scientific  papers  de- 
livered by  some  of  the  nation’s  foremost  phy- 
sicians. The  second  morning  of  the  conference 
will  be  devoted  to  a symposium  on  “Treatment  of 
Cancer”  with  an  “Information  Please”  session  in 
the  afternoon.  Norman  .\.  Welch,  M.D.,  who  will 
become  president  of  the  American  Medical  Asso- 
ciation in  late  June,  will  participate  in  the  con- 
ference. 


Patronize  Your 
Independent  X-ray  Dealer 
He’ll  be  around  when  you  need  him 

BOB  WAGNER  X-RAY 

P.  O.  Box  8l6l 
Jax  11,  Florida 
RA  4-3434. 


After  Surgery;  B and  C vitamins  are  therapy 


Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
of  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
surgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B j (Thiamine  Mononitrate)  10  me 


Vitamin  B2  (Riboflavin)  10  me 

Niacinamide  100  me 

Vitamin  C (Ascorbic  Acid)  300  me 

Vitamin  B*  (Pyridoxine  HCI)  2 me 

Vitamin  812  Crystalline  4 megrr 

Calcium  Pantothenate  20  me 


Recommended  intake:  Adults.  1 capsuh 
daily,  for  the  treatment  of  vitamin  de 
ficiencies.  Supplied  in  decorative  “re 
minder"  jars  of  30  and  100;  bottles  of  50C 


^LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N. 


Graduating  Medical  Internes: 


You  can... 

open  your  office  without  a practice... 
purchase  or  lease  all  your  office  needs 


PACKAGE! 


In  planning  your  future,  don’t  let  financial  obstacles 
force  a choice  you  don’t  really  want  to  make. 

Start  planning  your  practice  now. 

GECC  gives  you  the  opportunity  to  open  your  office 
— without  a practice  — through  a specially  designed 
financing  plan  for  medical  doctors  just  beginning 
their  careers. 

Through  GECC’s  Beginning  Practice  Plan,  you  can 
completely  furnish  your  office  — from  carpeting  to 
furniture  to  lighting.  You  can  air  condition  it,  and 
equip  it  with  all  the  professional  instruments  and 
supplies  you  will  need — in  one  total  GECC  package. 


And  you  can  choose  either  GECC  Time  Sales  or 
Lease  Plans. 

Unlike  anything  else  available,  GECC  offers  you: 

• No  down  payment. 

• Eirst  payment  deferred  up  to  4 months. 

• Up  to  7 years  to  pay. 

• Monthly  payments  which  mclude  up  to  $15,000 
credit  life  insurance,  and  up  to  $50,000  insur- 
ance on  financed  equipment  and  furnishings. 

For  practicing  medical  doctors  who  wish  to  modernize  their 
offices,  GECC’s  Modernization  Plan  offers  ideal  Time  Sales 
or  Lease  arrangements  suited  to  your  needs.  Write  for  full 
information  now. 


For  complete  information,  send  the  coupon  below  for  our  free  bro- 
chure. Or  see  your  leading  medical  supply  dealer  served  by  GECC. 

MAIL  THIS  COUPON  FOR  FREE  BROCHURE: 


GENERAL  ELECTRIC  CREDIT  CORP. 

3001  Ponce  de  Leon,  P.O.  Box  1694 
Coral  Gables,  Florida  (305-445-3748) 

2581  Piedmont  Road  N.E.,  P.O.  Box  13464,  Station  K 
Atlanta,  Georgia  (404-231-3561) 

Please  mail  me  your  M.D.  Beginning  Practice  Brochure 

Name 

Address - 


City_ —Zone State i 

J 


J.  Florida  M. A.,  June,  1964 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIN’.:. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  Va  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  a bitof  quick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 
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The 

clear 

conclusion 
from 
10  years’ 
experience . . . 


belongs  in  every  practice 

Miltown 

(meprobamate) 

CM- 2026  WALLACE  LABORATORIES/Cranbury,  N.  J. 


J.  Florida  M.A./June,  1964 
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CLASSIFIED 

Advertising  rates  for  this  column  are  $5.00  per 
insertion  for  ads  of  25  words  or  less.  Add  20<*  for 
each  additional  word. 


WANTED:  Pediatrician,  ENT,  Internist  and  Der- 

matologist for  new  medical  building  ready  Feb.  15. 
•Adjacent  to  hospital  in  beautiful  location  on  Gulf  of 
Mexico.  Fine  practice  opportunity.  Write  69-510,  P.O. 
Box  2411,  Jacksonville,  Fla. 

W.ANTED:  Pediatrician  for  association  with  two 

obstetricians.  Office  space,  basic  equipment  and  guar- 
anteed income  are  available  for  an  acceptable  man. 
Write  69-551,  P.O.  Box  2411,  Jacksonville,  Fla. 

OFFICE  SPACE  FOR  RENT:  Medical  suite,  ap- 
proximately 600  sq.  ft.  in  separate  consultation,  two 
treatment  and  laboratory  rooms.  Share  secretary  and 
reception  room.  New  professional  building,  excellent 
furnishings.  Suitable  for  specialty  or  general  practice. 
Clarence  H.  Schilt,  M.D.,  2161  McGregor  Bldg.,  Ft. 
Myers,  Fla. 

W.ANTED:  General  Practitioner  for  Clinic-Hos- 
pital. Salary  open — plus  bonus.  Write  69-535,  P.O. 
Box  2411,  Jacksonville.  Fla. 

PEDI.ATRICI.AN  to  associate  in  small  group,  in- 
cluding another  pediatrician  with  large  practice.  Pro- 
gressive, guaranteed  salary,  plus  bonus.  Write  69-570, 
P.O.  Box  2411,  Jacksonville,  Fla. 

GENERAL  PRACTITIONER  for  association  with 
gr#up  in  Cape  Kennedy  area.  Thriving  potential, 
guaranteed  salary,  plus  bonus.  Write  69-571,  P.O. 
Box  2411,  Jacksonville,  Fla. 

FOR  RENT:  Complete  office,  seven  rooms,  water- 

front Doctors  Building.  $225.  per  month.  .Air-condi- 
tioning, heat,  hot  water,  janitor  service.  Downtown. 
Free  parking  for  patients.  Contact  S.  J.  Wilson,  M.D., 
309  N.E.  River  Drive,  Fort  Lauderdale,  Florida. 


OBSTETRICIAN  - GYNECOLOGIST  W.ANTED: 
To  associate  with  two  man  group.  Large  established 
practice  in  Miami;  Board  eligible  or  certified;  prefer 
under  age  35.  Write  P.O.  Box  384,  Miami  Shores,  Fla. 

IMMEDIATE  OPENING  for  Florida  licensed 
.Anesthesiologist.  Working  with  well  established  group. 
Contact  Dade  County  Medical  .Association,  2 Coral 
Way,  Miami.  FR  1-2601. 

PEDIATRICIAN  W.ANTED:  To  take  over  active 
growing  practice  in  East  Coast  town.  Leaving  for 
a.ssociation  in  metropolitan  area.  Unusual  Opportunity. 
Write  69-573,  P.O.  Box,  Jacksonville.  Fla. 


LNTERNIST  W.ANTED:  In  Cape  Kennedy  area 
for  association  with  small  group.  Guaranteed  month- 
ly salary,  plus  participating  bonus  and  congenial  asso- 
ciates. Write  69-572,  P.O.  Box  2411,  Jacksonville,  Fla. 


W.ANTED:  Permanent  part  time  employment  med- 
ical transcription  after  July  1 in  Tampa-St.  Peters- 
burg area.  Seven  years  experience.  A’our  office  or  my 
home.  Reasonable  rates.  Write  69-586,  P.O.  Box  2411, 
Jacksonville,  Fla. 


FOR  IMMEDIATE  SALE:  Combination,  well 

established  Miami  Beach  medical  practice  plus  suc- 
cessful next-cfoor  optical  business  as  a unit.  Will  sacri- 
fice. Write  69-593,  P.O.  Box  2411,  Jacksonville,  Fla. 


GENERAL  PRACTITIONER  needed  to  take  over 
active  practice  in  growing  Gulf  Coast  town.  Present 
physician  returning  for  further  study.  Fully  equipped 
office  and  laboratory.  Write  69-577,  P.O.  Box  2411, 
Jacksonville,  Fla. 


OPHTH.ALMOLOGIST:  .Age  31,  married.  Board 
eligible.  University  trained;  wants  association  with 
individual  or  group.  Florida  license,  available  .August 
1964.  Write  69-589,  P.O.  Box  2411,  Jacksonville,  Fla. 

FOR  S.ALE:  Westinghouse  X-ray  machine,  50 
milliamp,  tilt  table.  Good  condition.  Reasonable. 
Write  William  R.  Earnhart,  M.D.,  1004  E.  .Atlantic, 
Delray  Beach,  Fla.  or  call  278-3222- 

NEW  PROFESSIONAL  BLTLDLN'G  now  under  con- 
struction On  beautiful  Banana  River,  Cape  Kennedy 
area.  Four  medical  suites,  total  12,000  sq.  ft.  Need 
two  General  Practitioners;  EENT  man;  two  OB-Gyn 
men;  Pediatrician;  Dermatologist.  Individual  private 
practice  should  gross  $50,000  first  year.  Rudy  Wells, 

M. D.,  Cocoa  Beach  Medical  Center,  Cocoa  Beach,  Fla. 

OFFICE  FOR  RENT:  New,  modern,  air-condi- 
tioned, 1,250  sq.  ft.  built  for  a physician.  Reason- 
able rent.  Contact  F.  H.  Schnauss,  M.D.,  804  Mar- 
garet  St.,  Jacksonville.  Fla.  Phone  ELgin  5-7422. 

WLNTER  PARK  MEDICAL  CENTER.  Orlando 
and  Winter  Park’s  newest  and  largest  medical  office 
building.  Fine  location  across  from  Winter  Park 
Hospital.  Unlimited  parking.  Suites  designed  tt>  ten- 
ants’ specifications.  Will  finance  part  of  rent  if  neces- 
sary. You  will  enjoy  living  in  Winter  Park.  DICK 
BOND  RE.ALTORS,  INC.,  276  S.  Orlando  .Ave.,  Win- 
ter  Park,  Florida.  Phone  MI  4-0810. 

BOARD  CERTIFIED  OR  QUALIFIED  INTERN  - 
1ST:  For  association  with  established  Internist. 

Florida  Boards  required.  Salary  then  partnership. 
Send  full  particulars  to:  R.  L.  Brenner,  M.D.,  2140 

N. E.  26th  St.,  Ft.  Lauderdale,  Fla. 

LOCUM  TENENS:  General  Practitioner  to  take 
over  my  practice  fiPm  June  17  through  July  21. 
Contact  F.  H.  Schnauss,  M.D.,  4344  Ortega  Forest 
Dr.,  Jacksonville,  Fla. 

GENERAL  PRACTITIONER  WANTED  for  coun- 
ty  supported  medical  clinic.  Major  duties  involve  gen- 
eral diagnostic  screening  and  treatment.  40  hour  week; 
two  weeks  vacation;  two  weeks  sick  leave;  social  se- 
curity, and  group  insurance  benefits.  Please  send 
resume  and  any  request  for  more  information  to: 
Occupant,  P.O.  Box  772,  Main  Post  Office,  Orlando, 
Fla. 

GENERAL  PRACTITIONER  W.ANTED:  To 

practice  in  small  clinic  in  central  Florida.  Send  reply 
to  Eustis  Clinic,  P.O.  Box  370,  Eustis,  Florida. 

W.ANTED:  Used  Ritter  table  in  good  condition. 

Please  give  model  number.  Write  69-596,  P.O.  Box 
2411,  Jacksonville,  Fla. 

W.ANTED:  Two  Florida  licensed  physicians  in 
general  medicine  needed  for  the  Polk  County  Hos- 
pital, Bartow,  Florida.  Please  contact  Quentin  C.  Dc- 
Haan,  M.D.,  Medical  Director. 

GENER.AL  SURGEON:  Board  certified,  former 
Fellow  in  Surgery  at  the  Lahey  Clinic,  Boston.  White, 
male,  aged  48.  Seeking  location  in  S.E.  Florida.  Fami- 
ly reasons.  Seeking  association  with  established  spe- 
cialist or  group.  Write  69-575,  P.O.  Box  2411,  Jack- 
sonville, Fla. 

INTERNIST:  Multispecialty  group  in  N.W.  Flor- 
ida serving  large  referral  area  desires  to  add  one  or 
two  Board  eligible  Internists  to  the  Department  of 
Medicine.  Inquiries  invited  from  men  completing 
training  in  1964  and  1965.  Write  69-599,  P.O.  Box 
2411,  Jacksonville,  Fla. 

GENER.AL  PR.ACTITIONER  with  interest  in  in- 
dustrial medicine  for  modern  medical  center  in  Mi- 
ami. Must  have  Florida  license.  Send  complete 
resume  to  69-598,  P.O.  Box  2411,  Jacksonville.  Fla. 

FOR  LE.ASE:  Modern  medical  suite,  Jacksonville 
Beach.  Centrally  located.  .Air-conditioning,  heat  and 
janitor  service  furnished.  Terrazzo  floors,  ample  park- 
ing, reasonable  rent.  K.  .A.  Friedman,  Box  2303,  Jack- 
sonville. Phone  EL  3-8127. 
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SUITE  AVAILABLE:  660  sq.  ft.  office,  ground 
floor  walk-in.  You  control  heat  and  air.  G.P.  your 
landlord  anxious  to  please.  Private  physician  parking. 
Leo  .\sher  Jr.,  M.D.,  690  N.E.  124  St.,  N.  Miami, 
Fla.  33161. 


OFFICE  SPACE  .AVAILABLE  in  newly  construct- 
ed strictly  professional  building  in  booming  Brevard 
County,  Florida.  16,000  sq.  ft.  fully  air-conditioned 
building  on  the  ocean  at  Satellite  Beach.  Present  oc- 
cupants include  pathologist  and  large  clinical  labora- 
tory, general  surgeon,  dentist  and  attorney.  Dire  need 
for  all  phases  of  M.D.’s.  Call  262-4233  or  262-1936  or 
write  P & R Enterprises,  Inc.,  P.O.  Box  2458,  Satellite 
Beach,  Florida. 


reduce 

or  obviete 
the  need  for 

trsnsfusions 
end  their 
ettendent 
dengers 


OFFICE  FOR  RENT:  Spacious,  modern  in  excel- 
lent location  on  busy  thoroughfare.  .Adequate  parking. 
Large  waiting  room,  private  business  office,  two  con- 
sultation rooms,  five  examining  rooms,  laboratory,  x- 
ray  room  and  storage  space.  Reasonable  rent.  Could  be 
occupied  by  two  physicians.  Write  E.  L.  Flynn,  DDS, 
3302  Tampa  St.,  Tampa,  Fla. 


OFFICE  FOR  RENT:  I am  moving  my  office  be- 
fore lease  expires.  Will  subsidize  if  interested  in  rent- 
ing office  in  Orlando,  Florida.  Write  or  call  William 
H.  Ferguson,  M.D.,  IS  \W.  Columbia,  Orlando,  Fla. 
GA  5-7120. 


The  Florida  Medical  Ass'ociation  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.O.  Box  2411,  Jacksonville  3.  This  serv- 
ice is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates  and  is 
without  charge. 


A COMPLETE  BUSINESS  SERVICE 
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EOR  THE  MEDICAL 
AND  DENTAL 
PROEESSIONS 


PM  FLORIDA 


2M  Fourth  Avenue,  N.  E. 
St.  Petersburg,  Florida 
Phone  862-690.5 


314B  John  Ringling  Blvd, 
Sarasota,  Florida 
Phone  588-1604 


12490  N.  E.  7th  Ave. 
Carlaine  Bldg. 

Suite  209-10 
Miami,  Florida 
Phone  751-2101 


Affiliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 


KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 

with  a predisposition 


Each  cc  contains:' 5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenol  0.25%;  sodium  carbonate  as  buffer. 


Complete  data  with  each  1 Occ  vial.  Therapy  chart  on  request. 


CHATHAM  PHARMACEUTICALS,  INC. 

^ ^ Newark  2,  New  Jersey 

Distributed  in  Canada  by  Austin  laboratories.  Ltd.  • Paris,  Ontario 
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BALLAST  POINT  MANOR 

SANITARIUM 

Care  of  Mild  Mental  Cases,  Senile  Disorders 
and  Invalids 
Alcoholics  Treated 

Aged  adjudged  cases 
will  be  accepted  on 
either  permanent  or 
temporary  basis. 

Safety  against  fire  — by 
Automatic  Fire  Sprinkling 
System. 

Cyclone  fence  enclosure  for 
recreation  facilities,  seven- 
ty-five by  eighty-five  feet. 

Member  of 

American  Medical  Assn. 
American  Hospital  Assn. 
Florida  Hospital  Assn. 


5226  Nichols  St.  DON  SAVAGE  P.  O.  Box  13467 

Telephone  831-4191  Owner  and  Manager  Tampa  11,  Florida 


P.  L.  DODGE  MEMORIAL  HOSPITAL 

formerly 

MIAMI  MEDICAL  CENTER 

M.  G.  Isaacson,  M.D. 

Medical  Director 

1861  N.W.  South  River  Drive 
Phone  379-1448 

A private  institution  for  the  treatment  of  ner- 
vous and  mental  disorders  and  the  problems  of 
drug  addiction  and  alcoholic  habituation.  Mod- 
ern diagnostic  and  treatment  procedures  includ- 
ing — Psychotherapy.  Insulin,  & Electroshock, 
when  indicated.  Adequate  facilities  for  recrea- 
tion and  out-door  activities. 

Information  on  request 

Member  NAPPH  and  American  Psychiatric  Assn. 


Anderson  Surgical  Supply  Co. 


Established  1916 


Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  O.  Box  1228 
TAMPA,  FLORIDA  33601 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 


TELEPHONE  376-8253 
729  S.W.  4th  Ave. 
GAINESVILLE,  FLORIDA 


TELEPHONE  CHerry  1-9589 
1616  N.  Orange  Ave. 
ORLANDO,  FLORIDA 


TELEPHONE  958-0489 
1934  Hillviev/  St. 
SARASOTA,  FLORIDA 
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YOUR  Patronage  Has  Made  Our  Growth  Possible 


Medical  Supply  Company 
of  Jacksonville 


Home  Office 
JACKSONVILLE 

4539  Beach  Blvd. 
Telephone  FL  9-2191 

ORLANDO 

151  1 Sligh  Blvd. 
Telephone  GA  5-3537 


Convention 
Press 

218  W.  Church  St. 
Jacksonville,  Florida 


QUALITY 
BOOK  PRINTING 
PUBLICATIONS 
BROCHURES 


WHATEVER  your  first  requisites  may  be. 

we  always  endeavor  to  maintain  a 
standard  of  quality  in  keeping  with  our 
reputation  for  fine  quality  work — and  at 
the  same  time  provide  the  service  desired. 
Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting 
on  all  details. 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 


■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
lieadache,  usually  transient.  Slight  drowsi- 
ness may  occur  witli  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcoliol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  sliould  be  given  with  caution  in 
glaucoma.  Complete  product  informatio7i 
rnmilable  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML-:055 


MILTRATE* 

meprobamate  200  mg.  -i-  pentaerythritol  tetranitrate  10  mg. 


\W/gWALLACE  LABORATORIES /CroHfcuo'.  N.]. 
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TUCKER  HOSPITAL,  INC. 

212  West  Franklin  Street 
Richmond.  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neurological 
patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nerv’ous  system,  psychoneuroses,  psychosomatic  disorders, 
mood  disturbances,  social  adjustment  problems,  involutional  reactions  and  selective 
psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  W.  Frederick  Young 


Out-Patient  Clinic  and  Offices 


James  A.  Becton,  M.D.  James  Keen  Ward,  M.D. 

P.  O.  Box  2896,  Woodlawn  Station,  Birmingham  6,  Ala.  Phone  WO  1-1151  and  WO  1-1152 
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HCV  CREME 

3%  lodochlorhydroxyquin 
1%  Hydrocortisone  alcohol 
Antifungal  Anti-inflammatory 

Antibacterial  Antipruritic 

A white  vanishing  cream 

AURAL  ACUTE  (PDR  Pg  858) 

The  ear  drop  of  the  year 
Combining: 


Polymyxin  B Sulphate  10,000u 

Neomycin  Sulfate  5mg 

Hydrocortisone  Alcohol  1% 

PCMX  0.05% 

Pramoxine  HCL  1% 


Antibacterial,  antifungal,  anti  - inflammatory, 
anaesthetic;  the  complete  answer  for  External 
Otitis. 

SAROCYLINE  250mg 

U.S.P, 

Tetracycline  Hcl  at  a tremendous  economy  to 
your  patient.  Look  for  the  green  and  white 
capsule. 

QUALITY  — ECONOMY 

SARON  PHARMACAL  CORP. 

St.  Petersburg,  Florida 


PESTICIDE? 
POISONING  I 


PROTOP  AM®  CHLORIDE 

(PRALIDOXIME  CHLORIDE  I injection  and 
tablets  are  now  available  on  prescription  for 
treatment  and  prophylaxis  of  poisoning  with 
pesticides,  chemicals  and  drugs  having  anticho- 
linesterase activity.  This  drug  is  a specific  anti- 
dote against  parathion,  tepp  and  related  agri- 
cultural chemicals. 

May  we  suggest  that  you  maintain  a supply 
of  PROTOP  AM  ( pralidoxime ) at  hand  at  all  times. 
Emergency  Kit  provides  diluent,  syringe  and 
needle  for  emergency  injection  in  field,  factory 
or  home. 

No  side  effects  have  so  far  been  reported  in 
the  clinical  use  of  this  drug.  Prophylaxis  is  rec- 
ommended. at  present,  only  for  short  episodes 
because  of  incomplete  information  on  tolerance 
to  the  drug  when  taken  over  prolonged  periods. 
Regular  orders  through  usual  sources  of  supply. 

IN  emergencies:  telephone  212  AL  4-1140. 

/^CAMPBELL  PHARMACEUTICALS,  INC. 

121  EAST  24th  ST.  NEW  YORK,  N.Y.  10010 
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ADVANTAGES  - 

Chelated  Iron  PLUS  4 Chelated  Minerals 
• High  Therapeutic  Effectiveness  • Less 
Irritation  — even  on  empty  stomach  • 
No  Tooth  Stain  • Less  Toxic  • B-Vitamins 
for  Added  Hemopoietic  Activity  • Pleas- 
ant Flavor  • Economical 


FORMULA  - 

Each  5 cc.  (one  teaspoonful)  contoins: 

Iron  (as  Ferrous  Betaine  Citrate) 30  mg. 

Cobalt  (as  Cobaltous  Betaine  Citrate)  . . 0.1  mg. 

Manganese  (as  Manganese  Betaine  Citrate)  . 1.0  mg. 

Zinc  (as  Zinc  Betaine  Citrate) 1.25  mg. 

Magnesium  (os  Magnesium  Betaine  Citrate)  6.0  mg. 

Vitomin  B-1 1.5  mg. 

Vitamin  B-2 1,2  mg. 

Vitamin  B-12 6.0  meg. 

Niacinamide  10  mg. 

Panthenol  10  mg. 


In  an  exceptionally  pleasant  tasting  base. 


The  FIRST  Hematinic  to  Contain 
BOTH  CHELATED  IRON  and  CHE- 
LATED MINERALS  Assuring  a 
Truly  Flavorful,  Better  Tolerated 
Iron  Therapy. 


KELATRATE 

LIQUID  HEMATINIC 

CHELATED  IRON-MINERALS 
and  VITAMINS 


Comprehensive  literature  and 
samples  on  request. 

l.llluTAG  & CO. 

DETROIT  34, 
MICHIGAN 


uraica 


, M*  Stto 


ASTA 


SUPPLY  COMPANY 


Are  you  just  starting  or  hove  you  been  in  practice?  We  con  supply  you  with  dis- 
tinctive and  modern  equipment  for  your  office. 

It  increoses  your  efficiency  ond  mokes  your  work  easier. 


Ph.  EL  5-8391 


P.  O.  Box  2580 — 1050  W.  Adams 


Jacksonville,  Fla. 
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OBETROi; 

for  medical  management  of  obesity 


OBETROL  incorporates 
the  desired  action  of 
amphetamines  with  fewer 
side  reactions  reported. 


MINIMAL  SIDE  EFFECTS 

“In  the  cooperative  patient,  OBETROL  was  markedly  bene- 
ficial in  producing  the  desirable  weight  loss  with  minimal  side 
effects,  even  in  the  case  of  a high  percentage  of  patients  with 
cardiovascular  and  other  chronic  ailments  which  normally 
make  use  of  other  amphetamines  undesirable  because  of  side 
effects”  ’ 

WEIGHT  REDUCTION  EFFECTIVE 
IN  DIFFICULT  CASES 

“With  a daily  divided  dosage  of  30  milligrams  of  OBETROL  we 
were  able  to  obtain  appetite  depression  without  nervous  rest- 
lessness or  insomnia  ...”  ' 

EFFECTIVE  WHERE  OTHER 
AMPHETAMINES  FAIL 

Twenty  six  patients  who  previously  had  been  unable  to  use 
other  amphetamines  in  any  dosage  sufficient  to  maintain  the 
anorectic  effect,  responded  favorably  on  this  medication. 

Contraindications:  OBETROL  is  relatively  contraindicated  in 
hyperthyroidism,  hypertension,  coronary  artery  and  other  car- 
diovascular diseases,  anxiety  and  hyperexcitability.  Habituation 
may  occur  with  prolonged  use.  As  in  the  case  of  all  ampheta- 
mines, caution  should  be  used  in  treating  patients  with  these 
conditions. 

Each  OBETROL-IO  tablet  contains: 

Methamphetamine  Saccharate  2.5  mgm. 

Methamphetamine  Hydrochloride  2.5  mgm. 

Amphetamine  Sulfate  2.5  mgm. 

Dextroamphetamine  Sulfate 2.5  mgm. 

(OBETROL-20  tablets  contain  twice  this  potency) 


^ ... 


Pat.#  2748052. 

OBETROL  PHARMACEUTICALS 

382  Schenck  Avenue,  Brooklyn  7,  N.  Y. 

* Simon.  F.  & Bernstein  A.:  “The  Treatment  of  Obesity  in  Patients  with 
Cardiovascular  Disease,”  Angiology,  72:;?2-37,  Jan.  1961. 

*Plotz.  M.:  Modern  Management  of  Obesity,  J.A.M.A.  770:1513-1515 
(July  25)  1959. 

* Bernstein,  A.  & Simon,  F.:  “Treatment  of  Obese  Diabetics  and  Arterio- 
Mlcrotics.”  Clin.  Med.  907-920.  May  1961. 


REQUEST  SAMPLES  AND  LITERATURE  'W' 

I 

OBETROL  PHARMACEUTICALS  I 

382  Schenck  Avenue  • Brooklyn  7,  N.  Y.  > 

Dr I 

Aadress | 

City State  I 

I 
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FLORIDA  MEDICAL  ASSOCIATION 

735  Riverside  Ave.,  P.  O.  Box  2411 
Jacksonville  3,  Florida 


Officers 


SAMUEL  M.  DAY,  M.D.,  President  ....  

H.  PHILLIP  HAMPTON,  M.D.,  President-Elect  . 

EUGENE  G.  PEEK  JR..  M.D.,  Vice  President  

FR.\NKLIN  J.  EVANS,  M.D.,  Speaker  of  the  House  

JAMES  T.  COOK,  M.D.,  Vice  Speaker 

FLOYD  K.  HURT,  M.D.,  Secretao'-Treasurer 

WWRREN  VV.  QUILLL\N,  M.D.,  Immediate  Past  President.. 
\V.  H.-\ROLD  P.\RH.\M,  Executive  Director 


..Jacksonville 

Tampa 

Ocala 

Coral  Gables 

Marianna 

Jacksonville 

Coral  Gables 

1 acksonville 


Councils 

JESSE  \V.  C.\STLEBERRY,  M.D.,  Chairman.  Council  on  .\llicd  Professions  and  N'ocations  Orlando 

JERE  W.  .WXIS,  M.D.,  Chairman.  Judicial  Council Lakeland 

JOSEPH  C.  VonTHRON,  M.D.,  Chairman,  Council  on  Legislation  and  Public  .\gencies Cocoa  Beach 

J.\CK  McCRIS,  M.D.,  Chairman,  Council  on  Medical  Economics St.  Petersburg 

HUGH  ,\.  C.\RITHERS  JR.,  M.D.,  Chairman,  Council  on  Medical  Education  and  Hospitals Jacksonville 

IRVING  E.  H.\LL  JR.,  M.D.,  Chairman,  Council  on  Medical  Services  Bradenton 

RICH.ARD  C.  DEVER,  M.D.,  Chairman,  Scientific  Council Miami 

\V.\LTER  C.  P.AYNE  SR.,  M.D.,  Chairman,  Council  on  Special  .Activities  Pensacola 

EMMET  F.  FERGUSON  JR..  M.D.,  Chairman,  Council  on  Specialty  Medicine  Jacksonville 

M.ASON  ROM.AINE  HI,  M.D.,  Chairman.  Council  on  Voluntary  Health  .Agencies  Jacksonville 


APPALACHIAN  HALL 

.ASHEVILLE  EsUblished  1916  NORTH  CAROLINA 


For  rates  and  further  information  write  Appalachian  Hall.  Asheville,  N.  C. 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convales- 
cence, drug  and  alcohol  habituation. 

Insulin  Coma.  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  HaU  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en 
suite. 

VVm.  Ray  Griffin  Jr..  M.D.  .Mark  A.  Griffin  Sr.,  M.D. 

Robert  A.  Griffin,  M.D.  Mark  A.  Griffin  Jr.,  M.D. 
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Once  you  have  used  HEMA-COMBISTIX',"dip-and-read  test  for  urinary  blood, 
protein,  glucose,  and  pH,  it  may  become  a habit  to  test  every  patient’s  urine 
routinely  with  this  simple,  convenient  reagent  strip.  Most  of  the  answers  will 
be  “negatives,”  but  an  unexpected  “positive”  may  alert  you  to  se- 
rious pathology  even  before  related  symptoms  appear.  The  test  takes 
only  60  seconds.  As  basic  as  the  stethoscope. . .HEMA-COMBISTIX 
is  a good  habit  to  form.  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  ea,e. 


IVIES 


New  from  Roche  research 


Valium* 

(diazepam) 


i-lpocmej-, 

for 

—situational,  stress-induced  tension 

—the  psychic  tension 
of  the  common  psychoneuroses 

—emotional  tension  intensified  by 
concomitant  somatic  components 

also  for 

—the  muscle  spasms  of  cerebral 
palsy  and  athetosis 


Z)oJag^  — Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 to  5 mg  b.i.d.  or  t.i.d.; 
severe  psychoneurotic  reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 

Contraindication/:  Valium  (diazepam)  is  contraindicated  in  infants,  patients  with  a 
history  of  convulsive  disorders  or  patients  with  a history  of  glaucoma. 

Kerning;  Valium  (diazepam)  is  not  of  value  in  dealing  with  psychotic  patients  manifest- 
ing anxiety  and  should  be  avoided  when  there  is  reason  to  believe  the  patient  is  psychotic. 
Precautions:  In  elderly  or  debilitated  patients,  it  is  important  to  limit  the  dosage  to  the 
smallest  effective  amount  to  preclude  the  development  of  ataxia  or  oversedation  (not 
more  than  1 mg,  1 or  2 times  daily  initially,  to  be  increased  gradually  as  needed  and 
tolerated).  As  is  true  of  all  CNS-acting  drugs,  until  the  correct  maintenance  dosage  is 
established,  patients  receiving  Valium  (diazepam)  should  be  advised  against  possibly 
hazardous  procedures  requiring  complete  mental  alertness  or  physical  coordination.  Driv- 
ing an  automobile  during  the  period  of  Valium  (diazepam)  therapy  is  not  recommended. 
In  general,  the  concurrent  administration  of  Valium  (diazepam)  and  other  psychotropic 
agents  is  not  recommended.  If  such  combination  therapy  is  used,  careful  consideration 
should  be  given  to  the  pharmacology  of  the  agents  to  be  employed  with  Valium  (diaze- 
pam)—particularly  with  known  compounds  which  may  potentiate  the  action  of  Valium 
(diazepam),  such  as  phenothiazines,  barbiturates,  MAO  inhibitors  and  other  antidepres- 
sants. 

Since  Valium  (diazepam)  has  a central  nervous  system  depressant  effect,  patients  should 
be  advised  against  the  simultaneous  ingestion  of  alcohol  and  other  central  nervous  system 
depressant  drugs  during  Valium  (diazepam)  therapy.  Safe  use  of  Valium  (diazepam) 
during  pregnancy  has  not  been  established.  The  usual  precautions  are  indicated  when 
Valium  (diazepam)  is  used  in  the  treatment  of  anxiety  states  where  there  is  any  evidence 
of  impending  depression;  particularly  the  recognition  that  suicidal  tendencies  may  be 
present  and  protective  measures  may  be  necessary.  The  usual  precautions  in  treating 
patients  with  impaired  renal  or  hepatic  function  should  be  observed. 

Side  effects:  In  clinical  use,  fatigue,  drowsiness  and  ataxia  have  been  reported;  in  most 
instances  these  are  dose-related  and  may  be  avoided  by  proper  dosage  adjustment.  Mild 
nausea  and  dizziness  may  occur  on  occasion.  As  with  any  new  agent,  when  it  is  ad- 
ministered for  protracted  periods  of  time,  periodic  blood  counts  and  liver  function  tests 
are  advisable.  Abrupt  cessation  after  prolonged  overdosage  may,  in  some  patients,  produce 
withdrawal  symptoms  (e.g.,  convulsions,  tremor,  abdominal  and  muscle  cramps,  vomit- 
ing, sweating)  similar  to  those  seen  with  barbiturates,  meprobamate  and  Librium® 
(chlordiazepoxide  HCl).  Changes  in  EEC  patterns  have  been  observed  in  patients  during 
and  after  Valium  (diazepam)  treatment. 

Paradoxical  reactions,  such  as  excitement,  depression,  stimulation,  sleep  disturbances, 
acute  hyperexcited  states  and  hallucinations  have  been  reported.  Other  side  effects  noted 
have  been  blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech,  tremor  and 
skin  rash. 

How  supplied:  For  oral  administration:  Valium  (diazepam)  scored  tablets,  2 mg,  white, 
bottles  of  SO  and  500;  S mg,  yellow,  bottles  of  50  and  500. 

ROCHE  LABORATORIES  / Division  of  Hoffmann -La  Roche  Inc  / Nutley,  N.  J.  07110 
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(diphenhydramine  hydrochloride) 


FOR  EFFECTIVE  CONTROL  OF  ALLERGIC  SYMPTOMS-Ant/h/stam/nic  action 
relieves  nasal  congestion,  sneezing,  lacrimation,  and  pruritus.  Antispas- 
modic  action  relieves  bronchial  spasm.  Precautions:  Persons  who  have 
become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activi- 
ties requiring  keen  response  while  using  this  product.  Hypnotics,  sedatives, 
or  tranquilizers,  if  used  with  BENADRYL  (diphenhydramine  hydrochloride), 
should  be  prescribed  with  caution  because  of  possible  additive  effect. 
Diphenhydramine  has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL  (diphenhydramine 
hydrochloride).  BENADRYL  (diphenhydramine 
hydrochloride)  is  supplied  in  several  forms 
including  Kapseals  containing  50  mg.  39864 
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TUBERCUUN, TINE  TEST 


available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THE ARM- 
UNCAPA  TINE  TEST- 
PRESS-DISCARD 
THAT  S ALL 
THERE  IS  TD  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7899-4 
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For  the  “modern  Cinderella” 


enhances  any 
acne  treatment 


"...No  other  disease  has  caused 
so  much  feeling  of  inferiority"  as 
acne.'  pHisoHex  “...is  a valuable 
part  of  the  management. ..since  in 
addition  to  its  defatting  and  cleans- 
ing properties,  it  offers  an  antibac- 
terial action  which  reduces  skin 
bacterial  flora."* 

In  a series  of  42  patients,  none 
“...failed  to  improve,"  when 
pHisoHexwas  added  for  the  wash.* 
In  another  series  of  67,  acne  le- 
sions "...cleared  in  a matter  of 
one  to  two  weeks"  in  50  per  cent 
with  pHisoHex.'*  In  another  series 
of  100  patients  using  pHisoHex 
and  pHisoAc®,  79  showed  excel- 
lent or  good  improvement.* 

The  frequent  exclusive  use  of 
pHisoHex  enhances  adsorption  of 
its  3%  hexachlorophene  content 
to  the  skin;  there  it  remains  as  a 
tenacious  film  to  fight  bacteria  be- 
tween washings.  pHisoHex  cleans 
thoroughly— is  nonalkaline,  hypo- 
allergenic and  “kind"  to  the  skin. 
Three  to  four  washings  a day  are 
needed  for  constant  degerming  of 
skin,  faster  and  better  results. 
pHisoAc  Cream  dries,  peels  and 
masks  lesions— helps  prevent 
comedones,  pustules  and  scarring. 
Contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  per  cent  and 
hexachlorophene  0.3  per  cent. 
How  supplied;  pHisoHex  is  available  in 
unbreakable  squeeze  bottles  of  5 oz. 
and  1 pint,  in  unbreakable  plastic  bot- 
tles of  1 gallon  and  in  combination  pack- 
age with  pHisoAc  Cream. 

References:  1.  Szymanski,  F.  J.:  Indust. 
Med.  30:498.  Nov.,  1961.  2.  Wexler,  Louis: 
Clin.  Med.  70:404,  Feb.,  1963.  3.  Hodges, 
F.  T.:  GP  14:86,  Nov..  1956.  4.  McLean, 
I.  E.  D.;  Graham.  K.  T.,  and  East,  M.  O.; 
Practitioner  189:82,  July,  1962. 

Winthrop  Laboratories,  New  York,  N.  Y. 
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an  easier  way? 


‘methedrine: 

METHAMPHETAMINE  HYDROCHLORIDE 

is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 


With  “hunger  pains”  abolished,  the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  with  the  prescribed  diet. 

In  obesity,  “...our  drug  of  choice  has  been 
methedrine  (methamphetamine  hydrochlo- 
ride)... because  it  produces  the  same  central 
effect  with  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent.”  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Description:  Each  scored  tablet  contains  5 mg. 
■Methedrine'  brand  Methamphetamine  Hydrochloride. 

Dosage:  2.5  mg.  (Va  tablet)  3 times  daily.  May  be  in- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  last  dose  of  the  day 
should  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  Insomnia  may  occur  if  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  ana  accel- 
eration of  the  heart)  are  minimal  and  little  noticed  on 
low  or  moderate  dosage. 

Contraindications  and  precautions:  Should  not  be  used 
in  patients  with  myocardial  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  in  bottles  of  100  and 

1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S. A.)  INC., Tuckahoe,  N.Y. 
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OR  YOUR 
LDERLY 
RTHRITIC 
ATIENTS.. 


¥ 

Effectiveness,  dependability  and  reassuring  Safety  Factors  make  Side  Effects:  Occasionally,  mild  saiicylism 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa-  occur,  but  it  responds  readily  to  ad- 

tients— even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer,  justment  of  dosage.  Precaution:  in  the 

cardiac  damage,  latent  chronic  infection  and  other  common  geriat-  should  be  taken  to  avoid  accumulation  of 

ric  conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can-  ' salicylate  and  paba.  Contraindicated:  An 
not  contribute  to  sodium  retention ..  .the  enteric  coating  assures  hypersensitivity  to  any  component, 

gastric  tolerance ...  and  clinical  experience  shows  that  this  prepara-  ^/so  available:  PABALATE-when  sodium 

tion  does  not  precipitate  the  serious  reactions  often  associated  with  salts  are  permissible.  Pabalate-hc— 

corticosteroids  or  pyrazolone  derivatives.  Pabaiate-SF  with  hydrocortisone. 


II  ^ 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


I- 


Practicing  Medical  Doctors: 


You  can... 

completely  modernize  your  office . . . 

purchase  or  lease 
equipment  and  furnishings 


PACKAGE! 


Updating  your  equipment — modernizing  your  wait- 
ing room  and  office  — are  sure  ways  to  reflect  your 
professional  growth  and  your  alertness  to  the  needs 
of  modern  medical  practice.  Your  patients  will  bene- 
fit, and  so  will  you. 

Through  GECC’s  Modernization  Plan,  you  can  com- 
pletely modernize  your  office  — from  carpeting  to 
furniture  to  new  lighting.  You  can  air  condition  it, 
and  install  the  latest  diagnostic  equipment  — in  one 
total  GECC  package.  And  you  can  choose  either 
GECC  Time  Sales  or  Lease  Plans. 

Unlike  anything  else  available,  GECC  offers  you: 


• Only  10%  down  payment  after  installation. 

• First  payment  deferred  until  30  days  after  instal- 
lation. 

• Up  to  7 years  to  pay. 

• Monthly  payments  which  i)7clude  up  to  $15,000 
credit  life  insurance,  and  up  to  $50,000  insur- 
ance on  financed  equipment  and  furnishings. 

For  graduating  medical  internes  who  wish  to  open  their 
office  without  a practice,  GECCs  Beginning  Practice  Plan 
offers  ideal  Time  Sales  or  Lease  arrangements  suited  to  your 
needs.  Write  for  full  information  now. 


For  complete  information,  send  the  coupon  below  for  our  free  bro- 
chure. Or  see  your  leading  medical  supply  dealer  served  by  GECC. 

MAIL  THIS  COUPON  FOR  FREE  BROCHURE: 


GENERAL  ELECTRIC  CREDIT  CORP. 

3001  Ponce  de  Leon,  P.O.  Box  1694 
Coral  Gables,  Florida  (305-445-3748) 

2581  Piedmont  Road  N.E.,  P.O.  Box  13464,  Station  K 
Atlanta,  Georgia  (404-231-3561) 

Please  mail  me  your  M.D.  Modernization  Brochure 

Name - 

Address 


City Zone State ■ 

L J 
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“The  G- 1 tract  is  the  barometer  of  the  mind” 


"The  G-l  tract 
is  the  barometer 
of  the  mind" 


BELBARB 

SKDATIVE  ANTISPASMODIC 

Each  scored  white  tablet  contains:  V4  gr.  Phenobarbital;  0.0072  mg.  Hyoscine  Hydrobromide;  0.024  mg.  Atropine 
Sulfate;  and  0.128  mg.  Hyoscyamine  Hydrobromide.  BELBARB  NO.  2— Same  as  Belbarb  but  with  Vi  gr. 
Phenobarbital.  BELBARB  ELIXIR— Each  5 ml.  is  equivalent  to  one  Belbarb  tablet. 


Belbarb  soothes  the  agitated 
mind  and  calms  G-I  spasm 
through  the  central  effect  of 
phenobarbital  and  the  syner- 
gistic action  of  belladonna 
alkaloids  on  the  G-I  tract. 


Indications:  Belbarb  is  of  particular  value  in  conditions 
associated  with  visceral  smooth  muscle  spasm  and 
tension  states,  such  as  anxiety  reactions,  nervous  ten- 
sion, visceral  spasm,  irritable  bowel  syndrome,  urinary 
tract  spasm,  peptic  ulcer  and  hypertension. 

Dose;  TABLETS:  1 tablet  q.i.d.  Vi  hour  before  meals 
and  at  bedtime,  or  as  directed  by  physician.  ELIXIR: 
Adults:  1 teaspoon  q.i.d.  Children  3-12  years:  V*  to  1 
teaspoon  q.i.d. 

Warning;  May  be  habit  forming.  Caution:  Do  not  use 
in  patients  with  glaucoma  or  in  elderly  patients  with 
prostatic  hypertrophy. 


CHARLES  C. 


Send  for  samples  and  literature. 

& COMPANY,  Richmond,  Virginia 


Division  of  ARNAR-STONE  LABORATORIES,  INC. 


Butazolidirf 

« 

Butazolidirf 

alka 


brand  of  phenylbutazone 
Tablets  of  100 mg. 

Each  capsule  contains: 
phenylbutazone,  100  mg. 
dried  aluminum 
hydroxide  gel,  100  mg. 
magnesium 

trisilicate,  150  mg. 

homatropine 
methylbromide,  1.25  mg. 


V 


It  works! 


Proved  by  over  a decade 
of  clinical  experience. 


Geigy  Pharmaceuticals 
Division  of  Geigy 
Chemical  Corporation 
Ardsley,  New  York 


The 

clear 

conclusion 
from 
10  years’ 
experience... 


belongs  in  every  practice 

Miltown 

(meprobamate) 

WALLACE  LABORATORIES/Cranbury,  N.  J. 
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When  you  put  patients  on“special”fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

And  oncethey’vetried  it,  they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100% corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Of  thetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AM  A Couacil  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:41 1-423  (Aug- 
ust 4.  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3.  1962). 
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In  systole  and  diastole,  the  human  heart  produces 
a maximum  signal  of  only  a few  millivolts  between 
two  ECG  limb  electrodes.  Mixed  in  with  this  tiny 
signal  may  be  some  unwanted  electrical  “noise”, 
caused  by  power  lines,  nearby  X-ray  or  diathermy 
machines,  or  even  ordinary  office  equipment.  Until 
now,  eliminating  this  noise  from  the  record  usually 
meant  time-consuming  adjustments  and  rerunning 
records  until  the  complexes  were  clear. 

The  new  Sanborn  500  Viso-Cardiette  now  iso- 
lates such  noise  from  the  cardi- 
ac signal  to  an  extent  never 
before  achieved  — and  simulta- 
neously maintains  even  greater 
protection  for  the  patient  with- 
out the  use  of  fragile  patient 
fuses.  The  “500”,  in  effect,  sees 
all  of  the  wanted  ECG  signal 
and  little  or  no  noise,  to  give 
you  a diagnostically  useful  trac- 
ing with  greater  ease  and  speed. 


This  highly  refined  new  instrument  also  uses 
the  new  Redux®  Creme  — an  improved  non- 
abrasive electrolyte  easily  applied  and  removed 
without  rubbing  . . . and  has  operating  features 
including  two  chart  speeds  and  three  recording 
sensitivities,  simplified  control  arrangement,  color- 
coded  patient  cable  and  pictorial  connection  dia- 
gram on  the  instrument  panel.  Housed  in  a com- 
pact, vinyl-clad  aluminum  case  that’s  easy  to  carry, 
or  effortlessly  rolled  on  a matching  mobile  cart, 
this  newest  Sanborn  contribu- 
tion to  cardiography  costs  only 
$695  complete  (delivered,  con- 
tinental U.S.)  or  $820  with 
mobile  cart.  Call  your  local 
Sanborn  office  now  for  details 
and  a demonstration.  Sanborn 
Company,  Medical  Division, 
Waltham,  Mass.  (02154),  a 
division  of  Hewlett-Packard. 


NEW 

SANBORN 

500 

Viso 


Isolates  the  noise  so  only  the  cardiac  signal  goes  on  paper 


Miami  Branch  Office  2907  N.  W.  7th  St.,  .30,')  63.5-6461 
St.  Petersburg  Resident  Rejmsentative 
337  22iul  Ave.  N.,  862-3229 
Jacksonvili.e  Resident  Representative 
2720  Park  St.,  384-3453 
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Fibre-free 

HYPOALLERGENIC 

formula 

Provides  balanced  nutritional  values. 

(^An  excellent  formula  for  regular 
infant  feeding. 

^An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC'S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 

Medical  Products  Division 

LOMA  LINDA  FOODS 


MT.  VERNON,  OHIO 
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AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAIM-400 


(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE] 

Simplified,  convenient  dosage  for  emotioyial  relief. 


lide  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
3 remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
las  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
nay  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
o meprobamate  contraindicate  subsequent  use. 

’recautions:  Should  administration  of  meprobamate  cause 
Irowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
)peration  of  motor  vehicles  or  machinery  or  other  activity 
equiring  alertness  should  be  avoided  if  these  symptoms  are 
)resent.  Effects  of  excessive  alcohol  may  possibly  be  increased 
ly  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 
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WALLACE  LABORATORIES  # Cranbury,  N.  J. 


a 15  mm.  Hg.  drop  in 
diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 


QUINETHAZONE-TABLETS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
15  mm.  just  right  for  patients  with  mild  to 

moderate  diastolic  elevations.  Systolic  pressure 
lowered  accordingly.  A convenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  sufficient. 

INDICATED  in  hypertension  with  or  without  edema,  and  in  all 
types  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lymphedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be 
stopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated. 

CONTRAINDICATION:  Anuria.  | 


1.  Steigmann,  F.,  and  Griffin,  R.:  Evaluation  of  Quinethazone,  a 
New  Diuretic.  J.  Amer.  Geriat.  Soc.  11 :945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES, 

A Division  of  AMERICAN  CYANAMID  CO.MPANY, 
Pearl  River,  New  York 


Putting  the  cap  on  a bottle  sounds  simple. 
Just  make  it  tight  enough  to  keep  the  contents 
in,  prevent  leakage,  and  protect  the  product; 
loose  enough  to  be  opened  with  ease.  However, 
that  isn’t  quite  as  simple  as  it  sounds.  ■ At 
Eli  Lilly  and  Company,  there  are  exact-tight- 
ness specifications  for  the  cap  of  every  bottle. 
Capping  machines  ai'e  cai'efully  adjusted  to 
apply  just  the  right  amount  of  torque  (or  twist) 


to  tighten  the  caps.  Then  the  tightness  of  the 
caps  is  double-checked  . . . just  to  be  sui*e. 
■ That’s  where  the  torque  tester  comes  in.  At 
least  once  every  fifteen  minutes,  five  bottles 
are  tested  as  they  come  out  of  the  capping 
machine.  They  are  placed  on  the  torque  tester, 
and  the  twist  on  the  caps  is  measiu'ed  . . . just 
one  more  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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One  Man’s  Philosophy 


Warren  W.  Quillian,  M.D. 

CORAL  GABLES 

Xo  specific  subject  is  assigned  to  the  Presi- 
dent when,  in  the  By-Laws,  there  is  included 
the  duty  of  delivering  an  address  at  the  annual 
meeting  of  the  House  of  Delegates.  It  is  his  pre- 
rogative, therefore,  to  select  a topic  which  will 
reflect,  in  general,  a philosophy  of  medical  practice 
as  interpreted  through  personal  e.xperience  over  a 
considerable  period.  If  the  remarks  seem  to  be, 
in  part,  subjective  rather  than  objective  in  con- 
cept, please  remember  that  the  author  has  been 
actively  engaged  in  clinical  medicine  during  a time 
characterized  by  many  changes,  both  in  techniques 
and  procedure. 

From  a precarious  infancy,  undernourished 
childhood  and  lively  adolescence  the  Florida  Medi- 
cal Association  achieved  maturity  without  serious 
setbacks.  Yet,  amazingly,  although  she  has  reach- 
ed the  ripe  old  age  of  90,  her  strength  and  vitality 
seem  to  be  more  vigorous  than  ever  before.  This 
remarkable  physiological  phenomenon  has  been 
made  possible  by  the  constant  rejuvenation  and 
replenishment  of  talent,  enthusiasm  and  skills  pro- 
vided from  new  members  through  the  years.  A 
transfusion  of  varied  interests  and  of  capabilities 
annually  enriches  her  strength  to  combat  threats, 
and  to  meet  the  hazards  of  adjustment  to  changing 
needs  in  modern  times. 

Our  Present  Status 

Let  us  consider  some  of  these  needs,  and  reflect 
upon  possible  methods  of  solving  them.  You  are 
familiar  with  our  aims,  performance  and  growth 
as  an  Association.  Recent  accomplishments,  in 
this  respect,  are  recorded  for  your  consideration 
in  the  reports  of  the  Board  of  Governors,  in  the 
communications  of  Committees  through  the  vari- 
ous Councils,  and  in  the  business  agenda  of  this 
meeting,  as  indicated  in  your  Handbook. 

But,  resting  on  our  laurels  is  an  uncomfortable 
position.  Shakespeare  in  The  Tempest  (Act  II) 
has  the  character,  Antonio,  to  say;  “What’s  past 

Read  before  the  Florida  Medical  Association,  Ninetieth 
Annual  Meeting:.  Hollywood,  May  7,  1964. 


is  prologue;  what  to  come,  in  yours  and  my  dis- 
charge.” We  have  a rendezvous  with  the  future, 
which  should  stir  our  minds  and  energies  for  the 
years  ahead.  The  basic  aims  of  Medicine  have 
been  fundamentally  the  same  since  the  beginnings 
of  recorded  history;  the  proper  recognition  of  hu- 
man ills,  and  attempts  to  improve  the  skills  of 
those  responsible  for  their  relief.  Our  present 
status  is,  in  part,  a wonderful  heritage  from  the 
efforts  of  medical  educators,  who  have  borne  much 
of  the  responsibility.  Many  problems  have  arisen 
because  of  diverse  complexities  of  administration, 
advances  in  science,  and  the  ever  increasing  de- 
mands for  changed  emphases  in  medical  educa- 
tion and  training.  Inevitably,  there  have  been 
certain  modifications  of  educational  methods  for 
the  practice  of  Medicine  as  a profession.  Many 
of  these  changes,  with  increased  emphasis  upon 
research,  have  created  difficulties,  the  answers  to 
some  of  which  we  do  not  now  know. 

In  our  planning,  great  importance  must  be 
given  to  the  ultimate  objective  sought  by  the 
majority  of  medical  students — care  of  the  sick. 
With  the  entry  of  government  into  medical  re- 
search, tremendous  sums  of  money  have  become 
available.  Grants  from  various  sources  have  re- 
quired the  services  of  more  physicians  for  full 
time  academic  positions.  This  condition  leaves 
fewer  well  trained  practitioners  to  look  after  the 
patients  who  have  traditionally  depended  upon 
their  personally  selected  physician  for  help  in  sick- 
ness and  in  health.  The  Teaching  Institutes  of  the 
Association  of  .American  Medical  Colleges  for  the 
past  decade  have  provided  a great  stimulus  for 
the  careful  study  of  medical  teaching,  content  of 
curricula,  and  the  adaptation  of  both  to  the  needs 
of  physicians  as  they  relate  to  a changing  world. 
So,  there  is  hope  in  the  future! 

Medical  Schools  and  the  Physicians’ 
Responsibility 

In  recent  years,  several  factors  have  combined 
to  place  Medicine  in  a poor  competitive  position 
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among  the  professions  as  a career  choice.  The 
relative  number  of  applicants  for  the  classes  in 
Medicine  has  recently  declined,  while,  during  the 
same  period,  there  has  been  an  increased  enroll- 
ment in  sciences  other  than  Medicine.  This  latter 
fact  might,  conceivably,  make  inroads  upon  the 
talent  supply,  thus  reducing  the  quality,  as  well 
as  the  quantity,  of  students  in  Medicine.  The 
greater  popularity  of  other  sciences  may  be  par- 
tially due  to  the  longer  period  of  study  and  burden 
of  rising  costs,  without  subsidy,  for  the  medical 
student.  Many  efforts  are  now  being  made  to  help 
the  medical  student  with  loan  funds  during  his 
years  of  greatest  need.  It  would  seem  that  the 
same  skills  which  have  developed  industry  and 
technological  advances,  and  have  unveiled  some 
of  the  mysteries  of  space  travel,  might  be  applied 
toward  this  problem,  the  solution  of  which  will 
mean  so  much  to  the  future  well-being  of  the  peo- 
ple. 

If  we  are  to  have  a future  worthy  of  compari- 
son to  the  past,  there  is  much  work  to  be  done. 
What  is  the  purpose  of  our  existence  as  a profes- 
sion? Is  it  not  a need  for  the  highest  quality  of 
medical  care?  We  are  not  so  concerned  with  vol- 
ume. The  important  factor  is  quality.  Standards 
must  be  kept  high,  and  excellence  must  be  main- 
tained. At  the  60th  Annual  Congress  on  Medical 
Education,  sponsored  by  the  Council  of  Medical 
Education  of  the  American  Medical  Association  in 
February  1964,  plans  for  continuing  education  of 
the  physician  were  revealed.  These  include  ap- 
proved postgraduate  seminars,  audiovisual  meth- 
ods, and  techniques  for  dissemination  of  knowl- 
edge. All  of  this  planning  is  done  for  the  main- 
tenance of  high  standards.  And  we  should  feel 
very  proud  of  the  leadership  manifested  by  the 
Florida  Medical  Association  in  the  provision  of 
approved  postgraduate  studies  throughout  the 
state. 

Renewed  emphasis  has,  during  the  past  year, 
been  placed  upon  recruitment  of  new  students  in 
health  careers,  both  at  a high  school  and  college 
level.  Again,  the  fine  work  being  done  by  our 
Woman’s  Auxiliary  with  its  program  in  these 
activities  has  been  outstanding.  The  physician  has 
a responsibility  to  help  in  the  search  for  qualified 
students  in  order  that  tomorrow  we  may  continue 
to  have  a strong  profession.  Coordinated  effort  is 
needed.  Medical  clinician  and  basic  scientist  seem 
recently  to  have  moved  closer  in  communication 
and  understanding,  a process  which  will  inevitably 
result  in  superior  medical  teaching  and  more  prac- 
tical research  efforts.  Modern  medicine  is  more 
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interesting  and  more  satisfying,  but  it  brings  addi- 
tional responsibilities. 

Physician-Patient  Relationship 

This  has  been  called  the  golden  age  of  Medi- 
cine. Yet,  the  very  system  which  has  given  to  the 
people  the  best  medical  care  in  the  world  is  the 
target  of  constant  criticism.  Why  has  public 
opinion  changed  in  relation  to  the  esteem  held 
for  physicians  by  other  citizens  of  the  community? 
The  image  of  Medicine  is  simply  an  extended  like- 
ness of  the  physician  and  his  colleagues,  reflected 
in  the  mirror  of  public  opinion.  It  can  be  warm 
and  sympathetic,  or  cold  and  impersonal.  Actions 
are  more  important  than  words,  and  words  are 
without  value  unless  supported  by  deeds.  Yet  this 
image  can  become  distorted  by  false  interpreta- 
tion. and  by  efforts  to  misconstrue  some  of  our 
actions.  While  we  have  been  perfecting  ourselves 
as  scientists,  strong  forces  have  entered  to  change 
our  environment,  and  are  ready  to  alter  our  way 
of  life. 

Importance  of  the  personal  relationship  be- 
tween the  physician  and  his  patient  cannot  be 
overestimated.  The  close  bond  existing  between 
a sick  person  and  his  doctor  requires  something 
more  than  a scientific  approach  to  the  medical 
problems  involved.  Encouragement  for  the  depres- 
sed and  disheartened,  understanding,  compassion, 
and  consideration  for  feelings  or  prejudices  are  all 
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necessary  factors  in  practice,  which  help  to  con- 
stitute the  art  of  Medicine.  Scientific  medicine, 
alone,  may  cure  the  body.  But,  used  alone,  it  may 
leave  the  mind  embittered.  Each  one  of  us  must 
share  a portion  of  this  responsibility  to  practice 
the  art  as  wtII  as  the  science.  Interposition  of  the 
government,  as  a third  party,  might  very  well 
affect,  adversely,  the  opportunity  of  the  patient 
to  receive  kindly,  interested  care,  since  the  physi- 
cian would  not  find  it  possible  to  treat  individual 
patients  according  to  specific  requirements. 

Medical  Care  for  the  Aging 

The  family  formerly  assumed  responsibility 
for  their  own  health  and  welfare;  especially  for 
that  of  their  elderly  members.  But  present  trends 
are  in  the  opposite  direction.  We  have  always 
thought  that  organized  government  e.xists  to  serve 
the  people  without  destroying  the  individual.  If 
the  increasing  dependence  upon  the  federal  gov- 
ernment for  protection  and  security  is  carried  to 
the  point  of  destroying  personal  initiative  and 
pride  in  work  well  done,  a new  disease  will  be 
created  which  is  much  more  difficult  to  treat  than 
many  now  found  in  clinical  practice.  We  must 
provide  incentives  to  encourage  useful  latter  years, 
not  legislation  to  promote  idleness.  Our  hope  for 
tomorrow  must  be  concentrated  upon  effective 
action,  based  upon  sincere  convictions,  to  counter- 
act this  trend. 

The  philosophy  involved  in  our  implementa- 
tion of  the  Kerr-Mills  Law  (1960)  is  that  our 
aging  citizens  who  need  medical  care  should  get 
it,  whether  or  not  they  can  afford  to  pay  for  it. 
As  of  March  15,  some  32  states  have  adopted  this 
Plan,  despite  its  imperfections,  as  a practical  ap- 
proach toward  the  provision  of  help  for  needy 
older  people.  Legislation  is  pending  in  1 1 other 
states.  As  with  any  other  program  of  similar  mag- 
nitude, inequities  will  arise,  which  must  be  cor- 
rected. It  is  locally  administered  by  people  who 
know  the  background  and  the  needs  of  the  recip- 
ients. If  given  a chance  and  properly  implement- 
ed, it  should  provide  the  solution  to  many  prob- 
lems of  the  needy  sick,  at  a fraction  of  the  cost 
involved  in  other  proposed  plans  now  under  con- 
sideration. Alany  of  our  healthy,  older  citizens 
would  be  far  happier  if  they  might  continue  pro- 
ductive lives  long  past  the  time  when  some  are 
literally  forced  to  retire  by  government  regulation 
or  by  rules  of  union  and  management.  Yet,  all, 
by  such  practices,  are  placed  in  the  same  category 
at  a given  chronological  age.  The  American  pub- 
lic, collectively,  should  be  educated  concerning  the 


importance  of  this  to  them,  individually.  Prolon- 
gation of  life,  as  a result  of  increased  medical 
knowledge,  has  in  itself  created  some  of  the  so- 
ciological problems  which  we  face  today  in  this 
country.  These  older  citizens  are  flocking  to 
Florida,  as  a haven,  when  their  work  days  are 
past.  Abrupt  changes,  with  variations  in  daily 
routine,  create  uncertainty  and  confusion,  especial- 
ly among  the  elderly.  And  this  condition  adds 
problems  for  the  practicing  physicians  of  Florida. 

Varied  Responsibilities  of  the  Physician 

We  have  an  additional  obligation  and  duty  to 
accept  our  position  as  respected  leaders  of  the 
community.  Some  of  the  needs  demanding  our 
help  are  not  primarily  medical,  but  may  be  edu- 
cational, political  or  civic  in  origin.  Individual 
patients  consider  their  own  personal  physician  as 
a fine,  dedicated  person  to  whom  they  may  turn 
with  confidence.  Yet  the  profession,  as  a whole, 
has  sometimes  been  described  as  callous,  unfeeling, 
and  interested  largely  in  money  grabbing.  This 
distortion  can  best  be  disproved  by  our  individual 
lives  and  by  acceptance  of  responsibilities  outside 
the  field  of  Medicine. 

Under  very  able  leadership,  our  Woman’s 
Au.xiliary  has  met  this  challenge.  In  association 
with  the  wives  of  other  physicians  and  highly  re- 
spected by  nonmedical  club  women,  its  members 
e.xert  tremendous  force  in  their  activities.  They 
are  showing  the  public  that  our  families  constitute 
a vital  part  in  every  community.  Daily  they  con- 
tribute to  the  educational  and  cultural  life  of  the 
area  through  their  programs,  working  with  us  to- 
ward the  same  goals  for  the  preservation  and  en- 
hancement of  our  heritage  in  American  Medicine. 

Our  role  as  guide,  counselor  and  friend,  need 
not  be  lost  just  because  the  modern  doctor  has 
more  to  offer  than  his  granddaddy  in  Medicine. 
The  high  ideals  and  responsibilities  of  our  profes- 
sion demand  and  deserve  the  best  that  is  within 
us.  Ours  is  a good  life,  filled  with  rewarding  ex- 
periences. To  know  that  some  are  alive  and  well, 
who,  except  for  our  skill  and  efforts,  might  have 
been  dead;  to  know  that  there  is  less  pain  and 
suffering,  less  anxiety  and  fear — these  are  some  of 
the  rewards  of  the  true  physician. 

Conclusions 

Medicine  progresses,  even  in  a troubled  world. 
Changes  in  government,  in  laws  and  controls,  have 
not  interfered  with  this  progress.  Civilizations  of 
the  past  have  been  destroyed  by  decay  and  greed 
within  their  own  structure.  Let  us  renew  our  faith 
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in  the  simple  basic  principles  which  have  charac- 
terized the  growth  and  development  of  the  Florida 
Medical  Association  through  a period  of  almost 
a century.  The  price  of  success  involves  a deter- 
mination to  reach  our  objectives,  regardless  of 
adverse  circumstances.  It  requires  concentration 
on  the  immediate  problems,  and  upon  long  range 
plans  for  fulfillment  of  our  obligations  to  the 
people  of  Florida^ — our  patients.  Frustration  and 
differences  of  opinion  are  inevitable.  Changing 
conditions  require  flexibility  in  our  adaptation  to 
existing  needs.  Even  though  our  eyes  are  upon 
the  stars,  we  must  still  keep  our  feet  upon  the 
ground.  Our  responsibilities  are  very  great.  But 
we  can  keep  faith  with  those  who  have  gone  be- 
fore, attempting  to  retain  the  confidence  and  trust 
of  the  people,  as  did  our  fathers,  by  holding  high 
the  banner  of  service.  Integrity  and  service  are 
the  watchwords  of  excellence. 

A beautiful  guide  and  standard  for  the  physi- 
cian may  be  found  in  the  Oath  and  Prayer  of 
Moses  Maimonides,  a twelfth  century  member  of 
the  medical  profession,  who  is  quoted  by  Dr.  Rob- 


ert B.  Greenblatt,  in  his  recent,  fascinating  vol- 
ume, “Search  the  Scriptures. It  reads,  in  part; 
“O,  grant — 

That  neither  greed  for  gain,  nor  thirst  for 
fame,  nor  vain  ambition. 

May  interfere  with  my  activity. 

For  these  I know  are  enemies  of  truth  and 
love  of  men, 

.And  might  beguile  one  in  my  profession 
From  furthering  the  welfare  of  Thy  creatures. 
O strengthen  me. 

Grant  energy  unto  both  body  and  the  soul 
That  I might  e’er  unhindered,  ready  be 
To  mitigate  the  woes. 

Sustain  and  help 

The  rich  and  poor,  the  good  and  bad,  enemy 
and  friend. 

O let  me  e’er  behold  in  the  afflicted  and  suf- 
fering 

Only  the  human  being. 

1.  Greenblatt,  R.  B. : Search  the  Scriptures,  Philadelphia,  J.  B. 
Lippincott  Company,  1963,  p.  121. 

140  Alhambra  Circle. 


Board  of  Governors  — 1964  - 1965 


Members  of  the  Board  of  Governors  for  1964- 196S  include  (seated  left  to  right)  Dr.  Floyd  K.  Hurt  of  Jackson- 
ville; Dr.  Eugene  G.  Peek  Jr.  of  Ocala;  Dr.  Franklin  J.  Evans  of  Coral  Gables;  Dr.  Samuel  M.  Day  of  Jackson- 
ville; Dr.  H.  Phillip  Hampton  of  Tampa,  and  Dr.  Warren  W.  Quillian  of  Coral  Gables.  Standing  are  (from  left) 
Mr.  W.  Harold  Parham  of  Jacksonville,  Executive  Director  of  the  Association;  Dr.  Robert  E.  Zellner  of  Orlando; 
Dr.  Jack  Q.  Cleveland  of  Coral  Gables;  Dr.  Chas.  J.  Collins  of  Orlando;  Dr.  Edward  L.  Cole  Jr.  of  St.  Petersburg; 
Dr.  Leo  M.  Wachtel  of  Jacksonville,  and  Dr.  Gordon  H.  McSwain  of  Arcadia.  (Members  absent — Dr.  Henry  J. 
Babers  Jr.,  Gainesville  and  Dr.  Reuben  B.  Chrisman  Jr.,  Coral  Gables). 
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Proceedings 

Ninetieth  Annual  Meeting 

Florida  Medical  Association,  Inc. 

Hoi lywood-by-the-Sea,  Florida.  May  7-10,  1964 

General  Session 


The  General  Session  of  the  Ninetieth  Annual 
Meeting  of  the  Florida  Medical  Association  was 
called  to  order  at  11:00  a.m.,  Friday,  May  8, 
1964,  in  the  Convention  Hall  of  the  Diplomat 
Hotel,  Hollywood-by-the-Sea,  by  President  War- 
ren W.  Quillian. 

Dr.  Quillian  stated  that  this  general  session 
was  devoted  to  the  President’s  Guest  Speaker  and 
welcomed  the  members  of  the  Association,  its 
Au.xiliary  and  guests. 

Dr.  Quillian  advised  that  he  wished  to  utilize 
this  occasion  for  a special  presentation  and  intro- 
duced George  S.  Squibb,  Esquire,  director  of  sales 
for  E.  R.  Squibb  & Sons  and  great-grandson  of 
Dr.  Edward  R.  Squibb,  founder  of  the  company. 

Mr.  Squibb  presented  a hand-rendered,  alumi- 
nated,  parchment  reproduction  of  E.  R.  Squibb 
& Sons’  now  famous  “Priceless  Ingredient  Story” 
to  Edward  R.  Annis,  M.D.,  President  of  the 
American  Medical  Association.  In  making  the 
presentation,  Mr.  Squibb  stated  that  “the  special 
award  was  being  made  in  recognition  of  Dr.  Annis’ 
deep  respect  for  the  Squibb  credo  and  as  a tribute 
to  his  own  personal  honor  and  integrity  as  e.xem- 
plified  in  ‘The  Priceless  Ingredient  Story.’  ” 

In  response.  Dr.  Annis  thanked  Mr.  Squibb 
both  on  behalf  of  himself  and  the  physicians  of 
the  nation  and  read  the  text  of  “The  Priceless  In- 
gredient Story.”  (This  appears  on  page  402 A of 
The  Journal.) 

Dr.  Quillian  introduced  his  guest  speaker  with 
the  following  remarks:  “The  bigger  the  man,  the 
less  one  needs  to  say  about  him.  James  W.  Young, 
President  of  the  American  Association  of  Adver- 
tising Agencies,  introducing  Calvin  Coolidge,  said: 
‘Ladies  and  Gentlemen,  the  President  of  the  L^nit- 
ed  States.’ 

“Ridiculous  encumbrances  are  unnecessary  in 
the  introduction  of  our  speaker  today.  You  all 
know  his  background,  and  the  magnificent  record 


he  has  made  in  his  present  position.  He  speaks 
with  authority.  He  is  the  personal  friend  of  many 
of  us.  Constantly,  he  has  been  the  fearless  expo- 
nent of  the  needs  and  requirements  of  modern 
medicine,  and  the  necessity  for  its  freedom  and 
preservation.  As  a very  articulate  spokesman,  he 
has  become  known  as  the  ‘voice  of  the  A.M.A.’ 

“I  take  great  pleasure  in  presenting  to  you, 
Dr.  Edward  R.  Annis,  President  of  the  American 
Medical  Association,  and  of  the  World  Medical 
Association. 

“Welcome  home,  Ed.” 

Dr.  Annis  presented  an  informative  and 
graphic  account  of  current  medical  practice  and 
medical  services  in  European  nations  which  he  had 
visited  recently,  relating  them  to  the  quality  of 
medical  services  in  this  country. 

He  painted  a bright  picture  of  dedicated 
physicians  and  an  abundance  of  modern  hospitals 
in  the  L'nited  States  compared  to  miserly  condi- 
tions in  many  European  countries.  He  commented 
that  after  discussions  with  practicing  physicians, 
researchers  and  teachers  in  Europe,  at  no  time  did 
he  run  into  any  physician  who  complained  in 
terms  of  income  and  that  dollars  were  not  the  is- 
sue. Neither  is  there  any  lack  of  talent  in  these 
countries  nor  a lack  of  good  teaching.  Some  peo- 
ple in  some  cities  in  most  countries  from  some 
doctors  can  get  what  he  would  call  first  class  medi- 
cal care;  however,  there  is  a great  waste  of  talent 
and  knowledge  on  the  continent  and  this  includes 
England.  Many  men  and  women,  whose  heads 
are  filled  with  knowledge  and  skills  that  they  have 
acquired,  have  no  place  to  use  these  very  same 
skills. 

The  family  doctor  there  has  no  status  and  is 
looked  on  as  a civil  servant — often  without  re- 
spect. These  men  have  no  place  to  use  their  skills 
and,  after  graduation,  the  young  ones  have  no 
place  to  go  until  a vacancy  opens  for  them.  Fine 
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Dr.  Edward  R.  Annis  of  Miami,  President  of  the  American  Medical 
Association,  is  congratulated  by  Mr.  George  S.  Squibb  of  New  York  City, 
Director  of  Sales  for  E.  R.  Squibb  & Sons  following  presentation  of  the 
hand-rendered,  aluminated,  parchment  reproduction  of  E.  R.  Squibb  & 
Sons’,  now  famous  "Priceless  Ingredient  Story.” 


doctors  are  tied  down  to  routines  and  have  to  wait 
for  a promotion. 

Under  their  system  of  government  expansion 
of  facilities  and  services  is  totally  left  to  the  re- 
sponsibility of  government.  In  those  same  govern- 
mental agencies  there  are  relatively  few,  if  any, 
who  are  attuned  to  the  knowledge  of  the  science 
of  medicine  and  its  progress,  so  that  they  can 
demand  and  see  that  medical  services  are  given 
equal  priority  with  the  building  of  roads,  schools, 
public  buildings,  et  cetera. 

The  big  difference  between  our  country  and 
most  of  those  and  the  reason  that  we  have  medi- 
cine available  to  so  many  people  is  the  system 
of  voluntarism  under  which  this  country  operates. 
We  have  a i)eculiar  system  where  people  have  the 
distinguishing  characteristic  of  being  willing  to 
give  their  time,  talents  and  money  working  to- 
gether to  accomplish  things  for  their  own  people — 
their  own  loved  ones — at  home,  without  total 
recourse  to  government. 

Dr.  Annis  closed  his  remarks  with  a few  sta- 
tistics: 

“Since  the  turn  of  the  century,  we  have  dou- 
bled our  population,  we  have  tripled  the  popula- 


tion of  those  over  the  age  of  65,  who  now  number 
18  million.  We  have  one  million  people  in  this 
country  today  over  the  age  of  85;  we  have  12,000 
in  this  country  today  over  the  age  of  100  years. 

“I  have  seen  microscopes  that  can  magnify  a 
million  times.  I have  seen  chemical  micro  com- 
puters that  they  tell  me— I am  not  sure — but  they 
tell  me  they  can  tell  the  analytical  component 
of  the  chemistry  of  the  cell  itself,  and  with  the 
new  knowledge  on  the  horizon — with  the  knowl- 
edge coming  out  of  the  laboratories  of  pharmacy — 
where  80  per  cent  of  the  drugs  we  use  today 
were  not  even  in  existence  13  years  ago,  we  are 
really  making  progress. 

“A  number  of  our  medical  schools  have  e.x- 
panded  their  facilities  and  if  the>’  used  to  enroll  80 
new  students  a year,  now  they  are  taking  90  to 
100.  Since  the  war,  we  have  opened  nine  new- 
medical  schools,  five  more  are  being  built  or  are 
in  the  blueprint  stage  today,  and  six  more  are 
being  planned.  We  are  turning  out  more  doctors 
per  population  than  at  any  time  in  history. 

“Put  all  of  these  things  together,  you  begin 
to  realize  that — ‘we  ain’t  seen  nothing  yet!’  It’s 
just  the  beginning.” 
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First  House  of  Delegates 


The  House  of  Delegates  of  the  Florida  Medi- 
cal Association  convened  at  9:30  a.m.  on  Thurs- 
day, May  7,  1964  in  the  Convention  Hall  of  the 
Hotel  Diplomat,  Hollywood,  Florida,  with  Dr. 
Eugene  G.  Peek  Jr.,  Speaker  of  the  House,  pre- 
siding. 

Dr.  Quillian:  “Mr.  Speaker,  Members  of  the 
House  of  Delegates,  other  members  of  the  Asso- 
ciation, Honored  Guests  and  Friends:  The  entire 
organization  of  the  Florida  Medical  Association  is 
delighted  to  have  you  here  to  help  open  the  Nine- 
tieth Annual  Meeting.  We  appreciate  so  much 
your  willingness  to  work  during  the  past  year  in 
the  affairs  of  the  organization  and  we  find  more 
and  more  that  we  must  combine  and  multiply 
our  talents  if  we  are  going  to  accomplish  the 
solution  to  the  problems  that  are  set  before  us. 

“It  is  a special  privilege  to  me  to  introduce  to 
you  Dr.  John  H.  Hanger,  Pastor  of  the  First 
Methodist  Church  of  Coral  Gables.  He  ministers 
to  the  congregation  of  which  I am  a member,  and 
he  has  many  friends  among  you  from  all  sections 
of  the  state,  particularly  from  Duval  County 
where  he  formerly  served  in  Jacksonville. 

“Please  stand  while  Dr.  Hanger  gives  the  invo- 
cation.” 

Dr.  Hanger:  “Let  us  pray. 

“We  thank  thee,  God,  our  Father,  that  thou 
hast  created  us  with  a desire  to  be  of  service  to 
our  fellow  man;  that  we  find  in  our  own  lives  the 
greatest  self  expression  when  we  feel  that  we  have 
been  of  service  to  a neighbor  or  to  one  in  need; 
that  we  have  been  taught  and  have  learned  by 
our  own  innate  senses  to  recognize  greatness  in  the 
one  who  serves.  The  Son  of  Man  said,  ‘He  that 
is  greatest  among  you,  let  him  be  the  servant  of 
all.’  For  these  who  have  entered  into  a calling,  a 
profession,  an  avenue  of  service  to  their  fellow 
men,  we  give  thee  thanks.  For  the  lives  that  they 
touch,  the  bodies  that  they  help  to  heal,  for  their 
ministry,  accept  our  gratitude.  Now  we  ask  thy 
blessing  upon  them  as  they  come  together  to 
enrich  their  fellowship,  to  establish  their  work, 
to  learn  new  skills  and  understanding  of  problems 
that  the\’  shall  face.  Continue  to  be  before  them 
the  great  example  of  service,  we  pray.  Bless  this 
assemblage  from  the  morning  session  until  its 
close,  we  earnestly  pray  in  Jesus’  name.  Amen.” 

The  Speaker  announced  the  membership  of 
the  Credentials  Committee:  Irving  H.  Hall  Jr., 
M.D.,  Chairman,  William  A.  Shaver,  M.D.,  and 


Frederick  F.  Crews,  M.D. 

The  Chairman  of  the  Credentials  Committee 
announced  that  a quorum  of  delegates  had  been 
registered  and  moved  that  they  be  seated. 

Motion  was  seconded  and  carried. 

Delegates 

.^LACHU.^ — John  \V.  .\ndrews,  William  F.  Enneking, 
Taylor  H.  Kirby  Jr.,  Walter  E.  Murphree,  Edward 

R.  Woodward. 

BAY — (Absent — William  F.  Humphreys  Jr.,  Joseph  H. 
Morris). 

BREV.-\RD — Jack  T.  Bechtel,  Theodore  J.  Kaminski, 
-Arthur  C.  Tedford — (.Absent — Allen  E.  Kuester,  Ben 
C.  Storey). 

BROW.4RD — Curtis  D.  Benton  Jr.,  Miles  J.  Bielek,  Rus- 
sell B.  Carson,  Gordon  B.  Carver,  Leonard  .A.  Erd- 
man,  Frederick  J.  Fisher,  .Anthony  C.  Galluccio,  Wal- 
ter J.  Glenn  Jr.,  Paul  E.  Gutman,  David  J.  Lehman 
Jr.,  John  R.  Mahoney,  John  H.  Mickley,  W.  Dotson 
Wells,  Scottie  J.  Wilson. 

CHARLOTTE— r.465cnt—CaW  N.  Reilly) 

CLAY— William  A.  Mulford. 

COLLIER — William  J.  Bailev. 

COLUMBI.A— Frank  E.  Adel! 

D.ADE — James  L.  .Anderson,  Morris  H.  Blau,  Richard 
C.  Clay,  Jack  Q.  Cleveland,  Francis  X.  Cooke,  Mil- 
ton  M.  Coplan,  Vincent  P.  Corso,  Edward  W.  Cul- 
lipher,  DcWitt  C.  Daughtry,  Richard  C.  Dever,  Rob- 
ert F.  Dickey,  L.  Washington  Dowlen,  Richard  M. 
Fleming,  M.  Eugene  Flipse,  James  J.  Hutson,  Paul 

S.  Jarrett,  .Albert  C.  Jaslow,  Marvin  G.  Flannery, 
David  Kirsch,  Banning  G.  Lar>',  Donald  F.  Marion, 
Elwin  G.  Xeal,  Edwin  P.  Preston,  Walter  W.  Sackett 
Jr.,  T.  Douglas  Sandberg,  Ralph  S.  Sappenfield,  William 
.A.  Shaver,  Clifford  C.  Snyder,  William  M.  Straight, 
Chauncey  M.  Stone  Jr.,  Robert  L.  Tindall,  Xelson 
Zivitz — (.Absent — Julius  .Alexander,  Edward  R.  Annis, 
Rufus  K.  Broadaway,  Charles  R.  Burbacher,  0.  Whit- 
more Burtner,  Victor  D.  Dembrow,  Franklin  J. 
Evans,  .Maurice  .M . Greenfield,  Thomas  W.  Hutson 
Jr.,  .Alfred  G.  Levin,  Harold  Rand,  George  W.  Rob- 
ertson III,  Edward  H’.  St.  Mary,  Charles  F.  Tate 
Jr.,  Paul  S.  Unger,  Bernard  Vesner,  Joseph  Zavertnik) . 

DESOTO-HARDEE-GLADES— Gordon  H.  McSwain. 
DUV.AL — Samuel  J.  .Alford  Jr.,  Hugh  .A.  Carithers,  Clyde 
M.  Collins,  Thomas  S.  Edwards,  John  J.  Fisher,  W. 
Roy  Hancock,  Karl  B.  Hanson,  Thomas  M.  Irwin. 
Edward  Jelks,  Joseph  J.  Lowenthal,  Rothwell  C. 
Polk,  Harry  W.  Reinstine  Jr.,  G.  Dekle  Taylor,  John 
H.  Terry,  Leo  M.  Wachtel. 

ESC.AMBI.A — .A.  T.  Kennedy,  John  M.  Packard,  Walter 
C.  Payne  Sr.,  William  M.  C.  Wilhoit,  Earl  G.  Wolf. 
FR.AXKLIX-GULF— /.  Wayne  Hendrix). 
G.ADSDEX-LIBERTA— Hilliard  R.  Reddick. 
HIGHLAXDS— Donald  C.  Hartwell. 

HILLSBOROUGH  — Ernest  R.  Bourkard,  Chas.  McC. 
Gray,  Linus  W.  Hewit,  Samuel  G.  Hibbs,  Eugene  B. 
Maxwell,  William  M.  Myers,  James  X.  Patterson, 
Madison  R.  Pope,  Marshall  E.  Smith,  William  W. 
Trice  Jr.,  James  .A.  Winslow  Jr. 

LXDI.AX  RIVER — Erasmus  B.  Hardee. 
JACKSOX-CALHOUX— James  T.  Cook. 

L. AKE — Frederick  C.  .Andrews,  Thomas  D.  Weaver. 
LEE-HEXDRY — James  L.  Bradley,  James  C.  Carver, 

Edward  W.  Salko. 

LEOX-W.AKULL.A-JEFFERSOX  — Xelson  H.  Kraeft, 
George  S.  Palmer,  Stuart  C.  Smith,  Robert  X”^.  Web- 
ster. 

M. ADISOX — (.Absent — .A.  Franklin  Harrison) 

M.AX.ATEE — Irving  E.  Hall  Jr.,  Millard  P.  Quillian. 
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MARIOX — West  Bitzer,  Henry  L.  Harrell. 

MOXROE — Ralph  Herz. 

NASSAU — (Absent — Benjamin  F.  Dickens) 

OR.^NGE — Louis  P.  Brady,  Chas.  J.  Collins,  Norman  F. 
Coulter,  Robert  VV.  Curry,  William  R.  Daniel,  Tructt 
H.  Frazier,  Harold  Johnston,  Louis  C.  Murray, 
Charles  R.  Sias,  W.  Dean  Steward,  Edward  W.  Stoner, 
Miles  W.  Thomley. 

PALM  BEACH — Willard  F.  .\nde,  James  F.  Cooney,  Jo- 
seph C.  Doane,  Charles  McD.  Harris  Jr.,  Russell  D. 
D.  Hoover,  Richard  F.  Kidder,  Philip  O.  Lichtblau, 
Myrl  Spivey,  John  van  Boven  HI,  Malcolm  S.  Van 
De  Water. 

PASCO-HERNANDO-CITRUS— rdhifnt— Gar7  M.  Oster- 
hout). 

PINELLAS  — Clyde  O.  .■Xnderson,  VV’illiam  J.  Dean, 
Charles  K.  Donegan,  Ira  C.  Evans,  Earl  R.  Fox,  Wil- 
liam H.  Keeler  HI,  Francis  H.  Langley,  Jack  Ma- 
Cris,  William  G.  Mason,  Joseph  E.  Rawlings  Jr., 
Howard  L.  Reese,  .\bbott  Y.  Wilcox  Jr.,  Walter  H. 
Winchester,  Rowland  E.  Woorl  — (Absent — Joint 
Ferrell). 

POLK — Paul  E.  Coury,  John  E.  Daughtrey,  Gordon  R. 
Heath,  Charles  Larsen  Jr.,  Willard  E.  Manry  Jr., 
.Arthur  J.  Moseley  Jr.,  Frank  Zeller. 

PUTN.AM — Fairfax  E.  Montague. 

ST.  JOHNS— Reddin  Britt. 

ST.  LUCIE-OKEECHOBEE-MARTLN  — John  M.  Gun- 
solus,  Howard  McDermid. 

S. AR.ASOT.A — John  M.  Butcher,  Samuel  E.  Kaplan,  Karl 

R.  Rolls,  Melvin  M.  Simmons,  Millard  B.  White. 
SEMINOLE — (Absent — Thomas  F.  McDaniel). 
SUWANNEE-HAMILTON-LAFAYETTE  — (Absent— 
Owen  R.  Hunt  Jr.). 

T. AYLOR— T.  Conrad  Williams  Jr. 

VOLUSIA  — C.  Robert  DeArmas,  William  H.  Eyster, 
Richard  C.  Hartsfield,  Charles  L.  Richerd,  Russell  L. 
Welsh. 

WALTON-OKALOOSA-SANTA  ROSA  — Frederick  F. 

Crews,  William  W.  Thompson. 
WASHINGTON-HOLMES— r. 4 hicwt— Walter  E.  Shehee). 
COUNCIL  ON  SPECIALTY  MEDICINE  — James  D. 
Beeson,  Jack  H.  Bowen,  Fred  A.  Butler,  Emmet  E. 
Ferguson  Jr.,  David  W.  Goddard,  A.  Mackenzie  Man- 
son,  Sanford  A.  Mullen,  .Arthur  J.  Wallace,  John  H. 
Webb  Jr. — (Absent — Thomas  E.  Scott  Jr.,  Edward  W. 
Cullipher,  J.  K.  David  Jr.,  Bernard  L.  N.  Morgan, 
Marlin  C.  Moore,  Ivan  Isaacs). 

OFFICERS  AND  EX-OFFICIO  MEMBERS— Jere  W. 
.\nnis,  Reuben  B.  Chrisman  Jr.,  Samuel  M.  Day, 
Burns  Dobbins  Jr.,  Franklin  J.  Evans,  H.  Phillip 
Hampton,  Francis  T.  Holland,  Floyd  K.  Hurt,  Mere- 
dith Mallory,  Eugene  G.  Peek  Jr.,  Warren  W.  Quillian. 

Motion  wa.s  carried  to  approve  the  minutes  of 
the  1963  Annual  Meeting  as  published  in  the  July 
1963  issue  of  The  Journal. 

The  Speaker  introduced  the  officers  of  the  As- 
sociation; Dr.  Franklin  J.  Evans,  Vice  Speaker; 
Dr.  Warren  W . Quillian,  President;  Dr.  Samuel 
M.  Day,  President-k^lect ; Dr.  H.  Phillip  Hamp- 
ton, V^ice  President;  Dr.  Floyd  K.  Hurt,  Secre- 
tary-Treasurer, and  Mr.  W.  Harold  Parham,  Ex- 
ecutive Director. 

The  Speaker  then  remarked: 

Remarks  of  the  Speaker 
EUGENE  G.  PEEK  JR. 

The  Speaker  and  Vice  Speaker  invites  you  to  the  Gay 
90’s — The  90th  .Annual  Meeting  of  the  Florida  Medical 
.Association  and  the  4th  .Annual  Meeting  of  the  House  of 
Delegates  of  the  Florida  Medical  .Association  held  under 
the  new  Charter  and  By-Laws. 

The  Speaker  would  like  to  urge  upon  all  Delegates 
and  members  of  the  .Association  that  it  is  not  only  their 


privilege  but  their  duty  to  appear  before  the  Reference 
Committees  to  give  their  points  of  view  concerning  any 
resolution  in  which  they  are  interested.  Wdth  this  in 
mind,  the  Speaker  strongly  recommends  that  you  make  a 
most  careful  study  of  the  resolutions  which  appear  in 
your  handbook  or  packet  prior  to  appearing  before  the 
Reference  Committee.  The  Speaker  and  Vice  Speaker 
wish  to  assure  you  that  each  will  preside  according  to 
the  principles  of  recognized  parliamentary  procedure.  The 
Speaker  urges  each  of  you,  if  at  any  time  you  disagree 
with  any  rule  or  decision  of  the  Speaker,  please  feel 
free  to  question  the  decision  or  to  appeal  the  decision 
so  that  it  can  be  immediately  put  to  the  vote  of  the 
House.  In  view  of  the  extensive  medical  and  legal  back- 
ground of  your  distinguished  Vice  Speaker,  I have  asked 
him  to  act  as  parliamentarian  of  this  session.  It  is  the 
duty  of  the  presiding  officer  to  expedite  business  of  the 
House  as  much  as  possible;  however,  not  to  such  a de- 
gree as  to  curtail  the  opportunity  of  any  member  to  rise 
and  be  recognized  at  any  time  to  discuss  any  matter  be- 
fore the  House.  The  Speaker  requests  that  the  Dele- 
gates address  all  remarks  to  the  Speaker  so  that  there 
cannot  possibly  arise  any  conflict  of  personality  between 
discussants.  It  is  well  again  to  remember  the  words  of 
the  first  Speaker  of  the  House  of  Delegates  of  the  Flor- 
ida Medical  .Association,  Dr.  Joseph  S.  Stewart,  when 
he  stated,  “We  are  here  to  discuss  resolutions  and  not 
to  discuss  personalities.”  Thank  you. 

Attention  was  called  to  the  Travel  Accident 

Insurance  provided  for  all  Delegates. 

Several  distinguished  guests  were  introduced: 
Mrs.  Abbott  Y.  Wilcox  Jr.,  President,  Woman’s 
Auxiliary  to  the  Elorida  Medical  Association; 
Mrs.  Willard  L.  Fitzgerald,  President-Elect  of  the 
Woman’s  Auxiliary;  Dr.  Leo  Smith,  of  Way- 
cross,  Fraternal  Delegate  from  Georgia. 

Dr.  Quillian  introduced  The  Honorable  Ches- 
terfield H.  Smith,  President-Elect,  The  Florida 
Bar. 

Mr.  Smith;  “President  Quillian,  Distinguished 
Professional  Colleagues: 

“I  bring  greetings  from  the  8,600  lawyers 
who  have  allowed  me  to  be  at  least  one  of  their 
spokesmen.  The  Florida  Bar  attempts  collectively 
to  discharge  our  obligation  to  the  public,  to  the 
Bench,  to  our  jjrofession  itself,  and  I think  that 
we  do  quite  well.  One  of  the  reasons  we  have 
done  quite  well  is  because  we  watch  very  care- 
fully the  other  learned  professions  and  profes- 
sional colleagues  and  we  have  seen  that  the  most 
successful  of  all  are  the  doctors.  They  have  de- 
voted a great  deal  of  time  to  their  obligations  to 
the  public  and  we  are  attempting  to  follow  in 
their  footsteps.  I think  we  have  made  great  steps 
forward. 

“I  came  down  simply  to  be  friendly.  We  are 
meeting  in  convention  assembled  down  the  way  at 
the  Americana  at  this  time  also.  We  are  having 
a good  time.  I like  to  talk  to  people  of  the  learned 
professions.  I like  people  in  my  own  town  of 
Bartow,  and  in  Lakeland,  and  in  Arcadia — where 
my  friend  I see  sitting  in  front  of  me  is  from; 
I like  doctors  better  than  almost  anybody  else. 
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They  are  more  fun  to  work  with  in  civic  activi- 
ties, more  fun  to  think  and  talk  with,  and  more 
fun  to  fight  and  fuss  with,  and  more  fun  to  drink 
with  than  almost  any  other  kind  of  people. 

“I  like  them  real  well,  and  on  behalf  of  law- 
yers everywhere,  I find  that  to  be  true.  I think 
that  because  we  are  a learned  profession  and  be- 
cause in  truth  and  fact  we  do  not  have  an  inven- 
tory we  do  not  have  merchandise  to  sell,  we  have 
a kinship  that  makes  lawyers  and  doctors  com- 
patible, very  good  golf  opponents  and  friends 
everywhere. 

“I  do  not  have  a message,  but  I will  say  this. 
I think  there  is  a great  area  of  closer  cooperation 
that  we  can  work  at  in  the  field  of  government 
regulation,  and  in  the  field  of  legislation.  I think 
we  ought  to  sit  down  and  have  our  legislative 
committees  — our  goals  — coordinated  and  see 
where  we  can  help  each  other,  because  as  profes- 
sional people  we  must  be  vigilant  to  protect  and 
preserve  the  individual  relationship  that  profes- 
sional people  must  have  if  they  are  to  discharge 
the  obligation  that  they  assumed  when  they  took 
on  that  status.  W’e  do  not  have  too  close  a co- 
operation in  this  legislative  field.  During  the  ad- 
ministration this  year  I will  try  to  do  something 
about  it  and  if  President  Quillian  will  join  with 
me,  maybe  we  can  get  our  committees  together 
and  discuss  some  of  the  legitimate,  joint,  coojjera- 
tive  legislative  goals  that  we  can  discharge  to- 
gether. 

“On  behalf  of  my  colleagues  who  are  not  here, 
I bid  you  a happy,  wonderful  convention.  Thank 
you.” 

Several  other  guests  were  introduced:  Senator 
John  McCarty,  Board  of  Governors  of  The  Flor- 
ida Bar;  Harry  T.  Gray,  Esquire,  FMA  Legal 
Counsel,  and  Mr.  H.  A.  Schroder.  Executive  Di- 
rector of  Blue  Shield. 

Dr.  Quillian;  “The  Annual  Award  for  Out- 
standing Community  Seiwice  by  a Physician  has 
again  been  made  available  this  year  by  the  A.  H. 
Robins  Company.  The  recipient  was  chosen  by 
the  Board  of  Governors  from  nominees  submitted 
by  the  various  component  county  medical  socie- 
ties. Mr.  Speaker,  will  you  make  the  presenta- 
tion? Only  you  can  properly  do  it.” 

Dr.  Peek:  “It  gives  me  great  pleasure  to  pre- 
sent to  you  on  behalf  of  the  Board  of  Governors 
the  recipient  of  the  fourth  annual  A.  H.  Robins 
Company  Awarded  For  Outstanding  Community 
Service  by  a Physician.  This  award  is  presented 
to  honor  a Florida  physician  judged  by  his  col- 


leagues to  have  made  a significant  contribution  to 
civic  activities  by  manifesting  widespread  interest 
and  participation  in  public  affairs.  Details  of  the 
recipient’s  man\-  accomplishments  and  activities 
are  in  your  packets,  as  the}"  are  too  numerous  to 
enumerate.  He  is  a Past  President  of  the  Florida 
Medical  Association  and  a person  I have  known 
very  intimately  for  over  47  of  his  82  years — my 
father — Dr.  Eugene  G.  Peek  Sr.” 

The  recipient  of  the  1964  Community  Service  .\ward 
of  the  A.  H.  Robins  Company  is  Dr.  Eugene  Goodbred 
Peek  Sr.,  of  Ocala.  The  award  is  presented  annually  to 
honor  a member  of  the  Florida  Medical  .Association  who 
is  particularly  interested  in  community  affairs  and  ren- 
ders distinguished  public  service.  Dr.’  Peek  was  chosen 
for  this  honor  by  the  Board  of  Governors  of  the  .Asso- 
ciation from  nominees  submitted  by  the  component  coun- 
ty medical  societies.  .A  native  son  of  Florida  who  de- 
cided as  a mere  boy  to  become  a doctor,  he  achieved 
such  overwhelming  success  in  his  chosen  profession 
through  hard  work,  keen  intelligence,  and  an  engaging 
personality  that  today  he  is  regarded  as  one  of  Ocala’s 
“Gentlemen  of  Distinction.’’ 

Dr.  Peek  was  born  on  Feb.  27.  1882,  in  Lafayette 
County,  the  son  of  Thcmas  Glover  Peek  and  Lucv  .Ann 
Goodbred  Peek.  He  began  his  career  at  the  age  of  18 
as  a teacher  in  a one  room  school  and  received  the  tre- 
mendous salary  of  820.00  a month.  He  had  obtained  his 
teacher’s  license  without  attending  high  school.  In  fact, 
when  he  took  his  examination,  his  only  formal  school- 
ing had  been  obtained  in  a three  room  schoolhouse.  When 
he  obtained  a scholarship  to  the  Florida  State  Normal 
School  at  DeFuniak  Springs,  from  which  he  was  grad- 
uated in  1904,  his  only  entrance  qualifications  were  his 
teacher’s  certificate  and  the  fact  that  he  had  obtained 
the  scholarship  through  competitive  examinations.  On 
graduation,  he  taught  for  two  years  and  worked  his  way 
through  the  Medical  College  of  South  Carolina,  graduat- 
ing in  1910,  the  same  year  he  married  the  former  Eliza- 
beth .A.  Hobb  of  Moundsville,  W.  Va. 

He  opened  his  medical  practice  in  Ocala  in  1911  and 
has  been  perfectly  content  to  remain  there  ever  since. 
Dr.  Peek  built  up  an  astonishing  record  in  his  profession, 
overshadowed  only  by  his  accomplishments  in  the  civic 
life  of  Ocala,  both  reading  like  a Who’s  Who  Directory. 

On  the  medical  side  he  has  held  many  positions  and 
honors.  He  is  a past  president  and  now  a life  member 
of  the  Marion  County  Medical  Society.  He  was  president 
of  the  Central  Florida  Medical  Society,  was  a member  of 
the  Munroe  Memorial  Hospital  Staff  and  is  still  on  the 
honorar>-  staff.  He  is  a past  president  of  the  Florida 
Medical  .Association,  having  served  in  that  capacity  in 
1943.  He  was  a Fellow  of  the  Southeastern  Surgical 
Congress  and  a Fellow  of  the  .Academy  International  of 
Medicine.  In  1963  he  was  honored  by  being  awarded 
the  Certificate  of  .Appreciation  by  the  Federation  of 
State  Medical  Boards  of  the  United  States.  He  was  for 
20  years  a member  and  is  a past  president  of  the  Florida 
State  Board  of  Medical  Examiners.  He  is  a life  member 
of  the  Florida  Medical  .Association,  the  .American  Medical 
.Association,  and  the  Southern  Medical  .Association. 

When  it  comes  to  discussing  his  civic  accomplish- 
ments. one  almost  has  to  go  right  into  his  hobby  for 
Dr.  Peek  heads  his  list  of  hobbies  with  the  word  “poli- 
tics.” He  says  that  he  has  always  loved  it  and  still  does, 
and  he  loves  to  be  around  Tallahassee  doing  a little  work 
for  the  Medical  .Association.  His  first  political  office  was 
chairman  of  the  Ocala  School  Board  of  Trustees.  He  fol- 
lowed that  by  serving  Ocala  as  a progressive  mayor  three 
different  times,  and  he  is  proud  that  his  first  four  year 
term  saw  the  erection  of  the  Munroe  Memorial  Hos- 
pital on  which  he  served  as  a staff  member  for  years. 
His  terms  also  saw  the  remodeling  of  the  city  hall  and 
the  fire  station.  Dr.  Peek  served  as  president  of  the 


428 


Volume  51/Number  7 


FIRST  HOUSE  OF  DELEGATES 


Marion  County  Chamber  of  Commerce  three  different 
times  and  is  now  a director  of  the  Florida  State  Cham- 
ber of  Commerce  and  a member  of  its  executive  com- 
mittee. He  was  a member  of  the  State  Democratic  Com- 
mittee for  Marion  County  for  20  years,  but  resigned 
when  in  good  faith  “I  couldn’t  go  along  and  vote  when 
those  votes  went  along  with  such  socialized  medicine 
ideas.”  He  calls  himself  a free  thinker,  although  he 
readily  admits  that  his  wife  calls  him  a “free  talker.” 
He  believes  deeply  in  the  individual  right  of  man  to  wor- 
ship, vote,  and  think  for  himself,  to  form  honest  opin- 
ions and  to  stick  to  them  unless  he  is  proved  wrong, 
then  admit  it. 

Dr.  Peek  has  a tall  list  of  club  memberships.  He  is  a 
past  president  and  a charter  member  of  the  Ocala  Ki- 
wanis  Club,  and  holds  a SO  year  membership  pin  in  the 
Masons.  He  is  a member  of  the  Morocco  Shrine  Temple, 
an  Elk  and  a life  member  of  Phi  Chi  medical  fraternity. 
He  has  been  a director  of  the  Commercial  Bank  and 
Trust  Company  in  Ocala  since  1920. 

Today  at  82,  Dr.  Peek  is  an  excellent  example  of  how 
to  retire  and  still  enjoy  life.  He  retains  an  active  inter- 
est in  the  Cross  State  Canal  Authority  of  which  he  was 
one  of  the  original  members,  as  he  was  of  the  State 
Improvement  Commission.  He  is  also  a past  member  of 
the  State  Game  and  Fresh  Water  Fish  Commission.  \ life 
member  of  the  University  of  Florida  .Alumni  Association, 
he  is  also  an  honorary  member  of  the  Florida  Blue  Key. 
He  is  a member  of  the  Medical  Advisory  Board  to  the 
Medical  Center  at  the  University  of  Florida  in  Gaines- 
ville. He  also  serves  as  a member  of  the  Advisory  Board 
of  Central  Florida  Junior  College.  He  is  a member  of 
the  State  Crippled  Childrens  Commission,  an  elder  in 
the  Presbyterian  Church,  a member  of  the  .Advisory 
Board  of  the  Salvation  .Army,  and  an  honorary  mem- 
ber of  the  Marion  Hunting  and  Fishing  Club.  In  addi- 
tion to  his  hobby  of  politics,  he  is  actively  interested 
in  gardening,  hunting,  and  fishing.  He  also  loves  to 
watch  and  listen  to  football  and  baseball  games. 

Dr.  Peek  is  the  father  of  two  children,  a daughter, 
Mrs.  Virginia  Peek  Smith,  and  a son,  Eugene  G.  Peek  Jr. 
He  has  six  grandchildren,  and  one  great-grandson.  He 
is  affectionately  known  in  Marion  County  and  in  Ocala 
as  “Mr.  Ocala.” 

Dr.  Peek  was  asked  to  come  to  the  jiodium 
and  was  given  a standing  ovation  by  the  assembly. 

Dr.  Peek  Jr.:  “On  behalf  of  the  Board  of  Gov- 
ernors, it  gives  me  ideasure,  as  you  all  know, 
with  much  emotion,  to  present  this  to  my  father.” 

Dr.  Peek  Sr.:  “I  must  say  that  he  certainly 
has  kept  this  a secret.  In  fact,  I had  [tlanned 
not  to  come  to  this  meeting — but  he  sent  word 
over  by  his  wife,  by  my  daughter,  and  a few  more 
— saying,  ‘Dad,  you  better  go  down.’  I never 
suspected  anything  of  this  kind.  I thought  I was 
proud  when  I was  elected  President  of  the  Florida 
Medical  Association  but  this,  I feel,  is  the  great- 
est honor  I have  ever  received  in  my  82  years 
of  experience.  Thank  you  very  much.” 

The  Speaker  then  introduced  Dr.  Warren  W. 
Quillian,  President,  who  gave  his  annual  address. 

(The  complete  text  of  President  Quillian’s  ad- 
dress begins  on  page  420.) 

Dr.  Quillian:  “For  many  years,  those  of  us 
who  have  been  privileged  to  work  closely  with 
him  in  the  affairs  of  the  Association  have  ad- 
mired the  manner  in  which  our  Executive  Direc- 
tor has  discharged  his  duties.  He  has  brought  to 


Presentation  of  the  A.  H.  Robins  Company  Award  to 
Dr.  Eugene  G.  Peek  Sr.  of  Ocala.  Shown  with  him  are 
Mrs.  Peek  and  their  son,  Dr.  Eugene  G.  Peek  Jr. 


the  office  a dignity  and  respect  which  merits  our 
approval  and  our  commendation.  I,  therefore, 
take  great  pleasure  in  presenting  on  behalf  of  the 
Board  of  Governors  and  its  Executive  Commit- 
tee, who  unanimously  approved  this  action,  to  W. 
Harold  Parham  a citation,  and  I shall  read  it: 

RESOLUTION 

January  12,  1964 

Whereas,  W.  Harold  Parham  has  been  selfless  in  his 
devotion  to  the  interests  of  Medicine  and  the  Florida 
Medical  .Association,  to  the  officers  of  the  .Association 
and  to  the  physicians  of  Florida  whom  he  serves,  and 

Whereas,  he  has  faithfully  served  the  .Association  for 
the  past  fifteen  years  in  a manner  which  has  provided 
the  Imsiness  affairs  of  our  .A.ssociation  an  administration 
which  we  feel  is  second  to  none  in  organized  medicine, 
be  it  therefore 

RESOL\'E>D,  That  this  Board  of  Governors  offer  to 
V\'.  Harold  Parham  this  expression  of  its  appreciation 
for  the  fine  contribution  to  medicine  and  to  the  doctors 
of  Florida  which  he  has  made  in  his  capacity  as  Executive 
Director  of  the  E'h)rida  Medical  .Association. 

Warren  W.  Quillian,  M.D. 

Samuel  M.  Day,  M.D. 

F.  K.  Hurt,  M.D. 

Robert  E.  Zcllner,  M.D. 

S.  Carnes  Harvard,  M.D. 

Eugene  G.  Peek  Jr.,  M.D. 

Jack  Q.  Cleveland,  M.D. 

Leo  M.  Wachtel,  M.D. 

H.  Phillip  Hampton,  M.D. 

R.  B.  Chrisman  Jr.,  M.D. 

E.  L.  Cole  Jr.,  M.D. 

Ralph  S.  Sappenficld,  M.D. 

Henry  J.  Babers  Jr.,  M.D. 

Chas.  J.  Collins,  M.D. 

Mr.  Parham:  “Thank  you  very  much.  Words 
cannot  express  my  deep  appreciation.” 

The  Speaker  announced  the  personnel  of  Ref- 
erence Committees  as  follows: 
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A citation  in  "appreciation  for  the  fine  contribution  to  Medicine  and  to  the  doctors  of  Florida  which  he  has 
made  in  his  capacity  as  Executive  Director  of  the  Florida  Medical  Association”  is  presented  to  Mr.  W.  Harold 
Parham  at  the  First  Meeting  of  the  House  of  Delegates  by  Dr.  Warren  W.  Quillian  of  Coral  Gables,  President. 
Dr.  Eugene  G.  Peek  Jr.  of  Ocala,  Speaker  of  the  House,  is  shown  at  left,  and  Dr.  Floyd  K.  Hurt  of  Jackson- 
ville, Secretary-Treasurer  of  the  Association,  at  far  right. 


I.  HEALTH  AND  EDUC.ATIO-N 
Donald  F.  Marion,  Chairman 
G.  Dekle  Taylor 
Walter  E.  Murphree 
Clyde  O.  .Anderson 
Scottie  J.  Wilson 

II.  PUBLIC  POLICY 

William  J.  Dean,  Chairman 
William  M.  C.  Wilhoit 
Louis  C.  Murray 
Francis  X.  Co'oke 
Banning  G.  Lary 

III.  FLX.AXCE  .AX’D  ADMIXISTR.ATIOX 

George  S.  Palmer,  Chairman 
Edward  Jelks 
Gordon  H.  McSwain 
James  L.  .Anderson 
L.  W’ashington  Dowlen 

IV.  LEGISL.ATIO.X  AND  MISCELLANEOUS 

James  F.  Cooney,  Chairman 
Thomas  M.  Irwin 
Madison  R.  Pope 
Melvin  M.  Simmons 
Milton  M.  Coplan 

He  also  announced  that  all  meeting  rooms  for 
Reference  Committees  were  listed  in  the  Hand- 
book, and  reports  and  resolutions  were  either  in 


the  Handbook  or  in  the  Delegates’  packets.  Only 
one  report  had  a supplement,  the  report  of  the 
Committees  on  Archives. 

He  called  attention  to  the  beautiful  bouquet 
of  red  roses  on  each  end  of  the  table,  presented 
by  the  Committee  on  Archives  in  honor  of  the 
members  who  have  passed  on  since  last  year.  The 
additional  list  of  members  who  have  died  could 
be  found  in  each  Delegates’  packet  and  this  list 
was  complete  with  the  exception  of  one  name — 
Dr.  S.  Carnes  Harvard — beloved  Past  President 
and  member  of  the  Board  of  Governors.  In  mem- 
ory of  these  members,  the  assembly  stood  for  one 
minute  of  silent  prayer. 

The  Speaker  asked  for  additional  reports  or 
resolutions. 

Dr.  Ralph  Jack,  of  Dade,  presented  a resolu- 
tion on  Opposition  to  Nationalization  of  Medi- 
cine, which  was  given  number  64-20  and  assigned 
to  Reference  Committee  No.  IV. 

Dr.  A.  Mackenzie  Manson,  of  Duval,  pre- 
sented a resolution  inviting  the  Association  to 
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hold  its  92nd  Annual  Meeting  in  Jacksonville. 
This  was  given  number  64-2 1 and  assigned  to 
Reference  Committee  No.  III. 

Dr.  Walter  W.  Sackett  Jr.,  of  Dade,  presented 
an  amendment  to  Resolution  64-18,  which  was 
assigned  to  Reference  Committee  No.  I. 

A Delegate  from  Polk  County  called  attention 
to  an  error  in  resolution  64-14.  In  the  second 
“whereas,”  the  word  “adequately”  should  be 
changed  to  “inadequately.” 

Dr.  Melvin  M.  Simmons,  of  Sarasota,  an- 
nounced that  Resolution  64-19  was  presented  as 
an  individual  resolution  in  order  to  get  it  printed 
in  time.  The  previous  evening,  the  Florida  Medi- 
cal Scholarship  Advisory  Committee  to  the  State 
Board  of  Health  approved  the  resolution.  Assign- 


ment of  this  resolution  was  changed  from  Refer- 
ence Committee  No.  I to  Reference  Committee 
No.  IV. 

The  Speaker  announced  that  Blue  Shield’s  An- 
nual Meeting  would  be  held  at  11:00  a.m.  follow- 
ing adjournment  of  the  House  of  Delegates;  that 
the  President  of  the  American  Medical  Associa- 
tion, Dr.  Edward  R.  Annis,  would  speak  on  Fri- 
day at  11:00  a.m.,  and  that  the  Woman’s  Auxil- 
iary luncheon  would  be  on  Friday  at  12:30  p.m. 

The  Chairman  of  the  Credentials  Committee 
gave  a final  report  of  187  Delegates  seated. 

The  House  of  Delegates  recessed  at  10:30 
a.m.  to  reconvene  on  Sunday,  May  10,  at  9:30 
a.m. 


Second  House  of  Delegates 


The  House  of  Delegates  reconvened  at  9:40 
a.m.  on  Sunday,  May  10,  1964  in  the  Convention 
Hall  of  the  Hotel  Diplomat,  Hollywood,  Florida, 
with  Dr.  Eugene  G.  Peek  Jr.,  Speaker  of  the 
House,  presiding. 

Dr.  Irving  H.  Hall  Ji.,  Chairman  of  the  Cre- 
dentials Committee,  reported  that  191  Delegates 
were  present  and  officially  seated,  constituting  a 
quorum. 

Delegates 

.AL.ACHU.A — John  VV.  .Andrews.  William  F.  Enneking, 
Taylor  H.  Kirby  Jr.,  Walter  E.  Murphree — (Absent — 
Edward  R.  Woodward). 

B.AY — (Absent — William  F.  Humphreys  Jr.,  Joseph  II. 
Morris) . 

BREV.ARD  — Jack  T.  Bechtel,  Theodore  J.  Kaminski, 
•Allen  E.  Kuester,  Ben  C.  Storey,  .Arthur  C.  Tedford. 
BROW'ARD — Curtis  D.  Benton  Jr.,  Miles  J.  Bielek,  Rus- 
sell B.  Carson,  Gordon  B.  Carver,  Leonard  .A.  Erd- 
man,  Frederick  J.  Fisher,  .Anthony  C.  Galluccio,  Wal- 
ter J.  Glenn  Jr.,  Paul  E.  Gutman,  David  J.  Lehman 
Jr.,  John  R.  Mahoney,  John  H.  Mickley,  W.  Dotson 
Wells,  Scottie  J.  Wilson. 

CHARLOTTE— Carl  X.  Reilly. 

CLAY — (Ab.sent — William  A.  Muljord) 

COLLIER— William  J.  Bailey. 

COLUMBIA— Frank  E.  Adel. 

D.ADE — James  L.  Anderson,  Edward  R.  .Annis,  William 
G.  .Aten,  Henry  H.  Bryant  HI,  Richard  C.  Clay,  Jack 
Q.  Cleveland,  Francis  N.  Cooke,  Milton  M.  Coplan, 
Vincent  P.  Corso,  Edward  W.  Cullipher,  DeWitt  C. 
Daughtry,  Richard  C.  Dever,  Robert  F.  Dickey,  L. 
Washington  Dowlen,  Marvin  G.  Flannery,  Richard  M. 
Fleming,  M.  Eugene  Flipse,  Kermit  H.  Gates,  Manuel 
A.  Gonzalez,  James  J.  Hutson,  Ralph  W.  Jack,  Paul 
S.  Jarrett,  Albert  C.  Jaslow,  Walter  C.  Jones,  Ban- 
ning G.  Lary,  Donald  F.  Marion,  John  D.  Milton, 
Charles  .A.  Monnin  Jr.,  Elvvdn  G.  Neal,  Irwin  Perl- 
mutter,  Edwin  P,  Preston,  Walter  VV'.  Sackett  Jr., 
Ralph  S.  Sappenfield,  T.  Douglas  Sandberg,  William 
.A.  Shaver,  VVilliam  M.  Straight,  Chauncey  M.  Stone 
Jr.,  Charles  F.  Tate  Jr.,  Robert  L.  Tindall,  .Arthur 


VV.  Wood  Jr.,  Nelson  Zivitz  — (Absent — Morris  H. 
Blau,  Victor  D.  Dembrow,  Franklin  J.  Evans,  David 
Kirsch,  Edward  IT.  St.  Mary,  Clifford  C.  Snyder, 
Bernard  Vesner,  Joseph  Zavertnik). 
DESOTO-HARDEE-GLADES— Gordon  H.  McSwain. 
DUV.AL — Samuel  J.  .Alford  Jr.,  Hugh  .A.  Carithers,  Clyde 

M.  Collins,  Thomas  S.  Edwards,  John  J.  Fisher,  VV'. 
Roy  Hancock,  Karl  B.  Hanson,  Thomas  M.  Irwin, 
Edward  Jelks,  Joseph  J.  Lowenthal,  Rothwell  C.  Polk, 
Harry  VV.  Reinstine  Jr.,  G.  Dekle  Taylor,  John  H. 
Terry,  Leo  M.  VV'achtel. 

ESC.AMBI.A — .A.  T.  Kennedy,  John  M.  Packard,  VV'alter 
C.  Payne  Sr.,  VVilliam  M.  C.  VVilhoit,  Earl  G.  VV'olf. 
FR.ANKLIN-GULF — (Absent — J.  Wa\ne  Hendrix). 
G.ADSDEN-LIBERTY— r.465f«i- //i/ifard  R.  Reddick). 
HIGHLANDS— Donald  C.  Hartwell. 

HILLSBOROUGH — Ernest  R.  Bourkard,  Chas.  McC. 
Gray,  Linus  VV'.  Hewit,  Samuel  G.  Hibbs,  Richard  S. 
Hodes,  Eugene  B,  Maxwell,  VVilliam  M.  Myers,  James 

N.  Patterson,  Madison  R.  Pope,  Marshall  E.  Smith, 
VVilliam  VV.  Trice  Jr.,  James  .A.  VV’inslow-  Jr. 

LNDI.AN  RIV'ER — Erasmus  B.  Hardee, 
JACKSO.N-C.ALHOUN— James  T.  Cook. 

L. AKE — Frederick  C.  .Andrews,  Thomas  D.  Weaver. 
LEE-HENDRA' — James  L.  Bradley,  James  C.  Carver, 

Edward  VV'.  Salko. 

LEON-WAKULLA-JEFFERSON  — Nelson  H.  Kraeft, 
George  S.  Palmer,  Stuart  C.  Smith,  Robert  N.  VV'ebster. 

M. ADISON — (.Absent — .1.  Franklin  Harrison). 
MANATEE— Irving  E.  Hall  Jr.,  Millard  P.  Quillian. 

M. ARION — West  Bitzer,  Henrv  L.  Harrell. 

MONROE— Ralph  Herz. 

N. ASS.AU — (Absent — Benjamin  F.  Dickens). 

OR.ANGE — Louis  P.  Brady.  Chas.  J.  Collins,  Norman  F. 

Coulter,  Robert  VV'.  Curry,  VV'illiam  R.  Daniel,  Truett 
H.  Frazier,  Harold  Johnston,  Louis  C.  Murray,  Charles 
R.  Sias,  VV.  Dean  Stew'ard,  Edward  VV.  Stoner,  Miles 
VV'.  Thomley. 

P.ALM  BE.AC'H — Willard  F.  .Ande,  James  F.  Cooney, 
Charles  McD.  Harris  Jr.,  Russell  D.  D.  Hoover,  Philip 

O.  Lichtblau,  Myrl  Spivey,  John  van  Boven  HI, 
Malcolm  S.  V'an  DeVV'ater — (Absent — Joseph  C.  Doane, 
Richard  F.  Kidder). 

PASCO-HER.N.ANDO-CITRUS— MFtcnt— Ga/f  M.  Oster- 
hout ). 

PINELL.AS— Clyde  O.  .Anderson,  Robert  .A.  Biles,  VV'illiam 
J.  Dean,  Charles  K.  Donegan,  Earl  R.  Fox,  VV'illiam 
H.  Keeler  HI,  Francis  H.  Langley,  Jack  .A.  MaCris, 
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William  G.  Mason,  Joseph  E.  Rawlings  Jr„  Howard 
L.  Reese,  Abbott  Y.  Wilcox  Jr.,  Walter  H.  Winchester, 
Rowland  E.  Wood — (Absent — Ira  C.  Evans). 

POLK — Paul  E.  Coury,  John  E.  Daughtrey,  Gordon  R. 
Heath,  Charles  Larsen  Jr.,  VV^illard  E.  Manry  Jr., 
.\rthur  J.  Moseley  Jr.,  Frank  Zeller. 

PUTNAM — Fairfax  E.  Montague. 

ST.  JOHNS— Reddin  Britt. 

ST.  LUCIE-OKEECHOBEE-MARTIN— John  M.  Gun- 
solus,  Howard  McDermid. 

S. \R.-\SOT.\ — John  M.  Butcher,  Samuel  E.  Kaplan,  Karl 

R.  Rolls,  Melvin  M.  Simmons — (/ib.seni — .Uillard  B. 
White). 

SEMINOLE — (.-ibsent — Thomas  F.  McDaniel). 
SUWANNEE-HAMILTON-LAFAYETTE  — (Absent— 
Owen  R.  Hunt  Jr.). 

T. AYLOR — ( .4b. sent — T.  Conrad  Williams  Jr.). 

X'OLUSI.A — C.  Robert  De.-\rmas,  William  H.  Eyster, 

Richard  C.  Hartslield,  Charles  L.  Rickerd,  Russell  L. 
Welsh. 

WALTON-OKALOOSA-SANTA  ROSA  — Frederick  F. 

Crews,  William  W.  Thomp.son. 
WASHINGTON-HOLMES— Il  af/er  E.  Shehee). 
COUNCIL  ON  SPECIALTY  MEDICINE  — Jack  H. 
Bowen,  Fred  .\.  Butler,  P3mmet  F.  Ferguson  Jr.,  .A. 
Mackenzie  Manson,  Sanford  .A.  Mullen,  .Arthur  J. 
Wallace  (.Absent — James  D.  Beeson,  Edward  W.  Culli- 
pher,  J.  K.  David  Jr.,  David  If.  Goddard,  Ivan  Isaacs, 
Marlin  C.  Moore,  Bernard  L.  A’.  Morgan,  Thomas  E. 
Scott  Jr.,  John  H.  Webb  Jr.). 

OFFICERS  AND  EX-OFFICIO  MEMBERS— Jere  W. 
.Annis,  Samuel  M.  Day,  Burns  .A.  Dobbins  Jr.,  Frank- 
lin J.  Evans,  H.  Phillip  Hampton,  Francis  T.  Holland, 
Floyd  K.  Hurt,  Eugene  G.  Peek  Jr.,  Warren  W.  Quil- 
lian,  Robert  E.  Zellner. 

BOARD  OF  PAST  PRESIDENTS— Frederick  K.  Herpel, 
Eugene  G.  Peek  Sr.,  Shaler  Richardson,  William  C. 
Roberts. 

Dr.  Peek  thanked  Dr.  Hall,  Chairman  of  the 
Credentials  Committee,  Drs.  William  A.  Shaver 
and  Frederick  F.  Crews,  members,  for  their  work 
in  certifying  the  Delegates. 

The  Speaker  recognized  guests  from  allied 
professions:  Florida  Medical  Assistants  Associa- 
tion, Mrs.  Amy  W.  Stuller,  President,  Lakeland; 
Florida  Society  of  Medical  Technologists.  Mr. 
Richard  A.  Carr,  President,  Orlando;  Florida 
Division,  American  Society  of  Medical  Technolo- 
gists, Mr.  William  C.  Ballard,  President-Elect, 
West  Palm  Beach;  Florida  Chapter,  American 
Physical  Therapy  Association,  Martha  Wroe, 
R.P.T.,  President,  Gainesville;  Florida  Podiatry 
Association,  Irvin  H.  Block,  Pod.D.,  President, 
Miami  Beach;  Licensed  Practical  Nurses  Asso- 
ciation of  Florida,  Mrs.  Lucille  Walker,  President, 
Ocala;  Florida  State  Veterinary  IMedical  Associa- 
tion, Hoyt  C.  Hall,  D.V.M.,  President,  Tampa, 
and  Florida  Nurses  Association,  Marion  E.  Mc- 
Kenna, R.N.,  President,  Daytona  Beach. 

Expressing  great  pleasure  at  having  him  home 
again  and  seated  as  a Delegate  from  Dade  County, 
the  Speaker  recognized  Dr.  Edward  R.  Annis, 
President  of  the  American  Medical  Association. 

Dr.  Shaler  Richardson  was  asked  to  stand  and 
be  recognized  for  attendance  at  his  43rd  consecu- 
tive Annual  Meeting  of  the  Florida  Medical  As- 


sociation. 

Dr.  Quillian  presented  to  Dr.  William  B.  Weil 
Jr.,  of  the  University  of  Florida  College  of  Medi- 
cine, representing  Dean  George  T.  Harrell,  a check 
in  the  amount  of  $4,805.41  from  the  American 
Medical  Association  Education  and  Research 
P'oundation,  which  is  a contribution  free  of  all 
restrictions  as  to  use,  and  because  the  American 
Medical  As.sociation  pays  the  expense  of  solicita- 
tion and  transmittal,  every  contributed  dollar 
goes  to  the  school.  A similar  check,  in  the  amount 
of  $4,807.91,  was  presented  to  Dean  Hayden  C. 
Nicholson,  of  the  University  of  Miami  School  of 
Medicine. 

The  awards  for  Scientific  Exhibits  were  an- 
nounced: First  prize — Florida  Medical  Associa- 

tion Committee  on  \'eterinary  Medicine,  Clifford 
C.  Snyder,  M.D.,  Chairman,  Joseph  L.  G.  Lester 
Jr.,  M.D.,  George  W.  Karelas,  M.D.,  Sidney 
Smith,  M.D.,  Henry  W.  Shupe,  M.D.  Second 
prize — “Common  Problems  in  Otolaryngology,” 
John  W.  Stone,  M.D.  Third  prize — “A  Pilot 
Study  in  Mammography,”  Raymond  E.  Parks, 
M.D.  Fourth  prize — “Diagnostic  Arteriography,” 
Richard  C.  Connar,  M.D.,  Ralph  C.  Aye,  M.D. 

The  awards  for  Exhibit  Visitation  were  pre- 
sented: Paul  S.  Jarrett,  M.D.,  a check  for  $301.00; 
John  B.  Henry,  M.D.,  a check  for  $150.50.  The 
third  prize  in  the  amount  of  $75.00  was  previously 
pre.sented  to  Chester  M.  Askue,  M.D. 

The  special  award  of  one  week’s  stay  at  the 
Hotel  Di|)lomat  for  two,  with  cabana  and  U- 
Drive-It,  was  won  by  Donald  H.  .Mtman,  M.D., 
of  Miami. 

Dr.  Quillian  then  announced  the  winners  of 
the  Golf  Tournament:  The  Orlando  Loving  Cup 
for  low  gross — Richard  L.  Smith,  M.D.,  of  Coral 
Gables  and  the  Duval  Trophy  to  James  F.  Gal- 
lagher Jr.,  M.D.  of  Miami  Shores  for  low  net. 

The  Speaker  sorrowfully  informed  the  assem- 
bly that  three  of  the  Association’s  Past  Presidents, 
Dr.  Robert  B.  Mclver,  Dr.  Frederick  H.  Waas, 
and  Dr.  Herbert  Pb  White,  were  confined  to  the 
hospital  in  Jacksonville,  and  that  Dr.  White  was 
not  expected  to  live  through  the  day;  also,  that 
Dr.  David  R.  Murphey  Jr.,  Past  President,  was 
in  critical  condition  in  a New  York  hospital. 

Because  of  illness,  Mrs.  Meredith  Mallory 
was  asked  to  accept  for  Dr.  Mallory  the  Associa- 
tion’s fourth  Certificate  of  Merit,  which  was 
awarded  for  e.xceptional  and  outstanding  service 
to  the  Association,  to  the  medical  profession  and 
to  the  public.  Dr.  Robert  E.  Zellner,  of  Orlando., 
made  the  presentation. 
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Whereas,  Meredith  Mallory,  M.D.,  of  Orlando,  a life 
member  of  the  Florida  Medical  Association,  has  rendered 
distinguished  service  to  the  medical  profession,  to  the 
public,  and  for  more  than  four  decades  to  the  Associa- 
tion, and  is  worthy  of  the  Association’s  highest  award, 
and 

Whereas,  This  accomplished  physician,  born  in  Wichita, 
Kansas,  on  April  21,  1889,  attended  West  Batavia  High 
School,  Batavia,  Illinois,  received  the  Bachelor  of  Arts 
degree  from  the  University  of  Illinois  in  1911  and  the 
degree  of  Doctor  of  Medicine  from  the  Harvard  Medical 
School  in  191S,  completed  an  internship  at  Iowa  Method- 
ist Hospital,  Des  Moines,  in  1916,  and  later  engaged  in 
postgraduate  study  at  Harvard  Medical  School  and  Cook 
County  Hospital,  Chicago,  and 

Whereas,  This  young  physician  in  1916  entered  the 
private  practice  of  medicine  in  Des  Moines  in  association 
wth  Dr.  Walter  L.  Bierring,  was  commissioned  a first 
lieutenant  in  the  .■Xrmy  Medical  Reserve  Corps  in  Octo- 
ber 1917,  became  an  instructor  at  the  Officers  Medical 
Training  School  at  Ft.  Oglethorpe,  Georgia,  was  sent  to 
Camp  Meade,  Maryland,  in  .^pril  1918  where  he  served 
on  the  Heart  Board  and  later  on  the  Medical  Service 
of  the  Base  Hospital,  receiving  during  this  period  a com- 
mission in  the  Medical  Corps  of  the  regular  .^rmy,  resign- 
ed from  the  service  in  February  1919,  returned  to  Des 
Moines  and  resumed  practice  in  association  with  Dr.  Bier- 
ring, soon  afterward  becoming  a delegate  from  Polk 
County  to  the  Iowa  State  Medical  Society,  and 

Whereas,  In  November  1922  this  able  physician  came 
to  Florida  to  reside  permanently  in  Orlando,  was  asso- 
ciated in  practice  there  with  Dr.  John  S.  McEwan  and  Dr. 
Gaston  H.  Edwards  until  1930,  was  chief  of  medical 
services  at  Orange  General  Hospital  for  many  years,  was 
president  of  the  Orange  County  Medical  Society  in  1931, 


has  been  active  in  the  Florida  Medical  .Association  for 
more  than  forty  years,  representing  the  Association  in  the 
House  of  Delegates  of  the  .American  Medical  Association 
from  1934  to  1944  and  from  1959  to  the  present  time, 
served  on  the  .Association’s  Board  of  Governors  from  1953 
to  1961,  was  Vice  President  of  the  Association  at  one 
time  and  has  served  at  various  times  on  several  important 
committees,  was  for  several  years  physician  to  Rollins 
College  where  he  was  awarded  the  honorary  degree  of 
Doctor  of  Science  in  1947,  became  a fellow  of  the  .Ameri- 
can College  of  Physicians  in  1931  and  a diplomate  of  the 
.American  Board  of  Internal  Medicine  in  1937,  has  served 
as  a director  of  Blue  Shield,  has  served  as  State  Medical 
Consultant  for  the  Florida  Rehabilitation  .Agency  since 
1947,  has  been  active  in  the  .American  Medical  .Association 
and  the  Southern  Medical  .Association  through  the  years, 
and  was  a founder  and  in  1952  state  chairman  of  the 
Florida  Medical  Committee  for  Better  Government,  and 
VV’hereas,  This  renowned  doctor  has  been  active  across 
the  years  in  the  civic  and  social  affairs  of  his  community, 
serving  as  a director  of  the  local  Red  Cross,  the  Orlando 
Chamber  of  Commerce,  the  High  School  .Athletic  .Associa- 
tion and  the  Orlando  .Athletic  .A.ssociation,  and  as  presi- 
dent of  the  Orlando  Civic  Music  .Association,  and  holds 
membership  in  the  .American  Legion  40  & 8,  the  Orlando 
Rotary  Club,  the  University  Clubs  of  Orlando  and  Chi- 
cago and  the  Chi  Psi  fraternity;  therefore  be  it 

RESOLVED,  That  the  Certificate  of  Merit,  the  .As- 
sociation’s highest  honor,  be  presented  to  this  eminent 
member  of  the  Association,  and  outstanding  citizen  of 
Florida  in  recognition  of  his  unselfish  service  and  generous 
expenditure  of  time  and  effort  in  the  interest  of  the  pub- 
lic welfare  and  on  behalf  of  the  medical  profession  and, 
in  particular,  the  Florida  Medical  .Association. 


REPORT  OF  REFERENCE  COMMITTEE 
NO.  I 


Health  and  Education 


Dr.  Donald  F.  Marion;  “Mr.  Speaker,  Mr. 
President,  and  members  of  the  House  of  Dele- 
gates; Your  Reference  Committee  on  Health  and 
Education  gave  careful  consideration  to  items 
referred  to  it  and  makes  the  following  report; 

“The  Reference  Committee  moves  the  adop- 
tion of  the  Report  of  the  Council  on  Medical  Edu- 
cation and  Hospitals  with  the  exception  of  recom- 
mendation 1 which  should  be  amended  to  read, 
‘That  the  Florida  Medical  Association  should  im- 
mediately begin  action  to  limit  the  construction  of 
unnecessary  hospital  beds  by  means  of  regional 
planning  boards;  membership  of  which  shall  in- 
clude adequate  representation  from  the  county 
medical  societies.’  ” Recommendation  2 is  re- 
ferred to  the  Board  of  Governors  for  its  considera- 
tion. 

“Mr.  Speaker,  I move  the  adoption  of  this  por- 
tion of  the  report  as  amended.” 

Xo  disciKSsion;  no  objections;  motion  carried. 


Council  on  Medical  Education 
and  Hospitals 

HUGH  .A.  C.ARITHEIRS,  Chairman 

Council: 

The  Council  has  been  concerned  with  the  following 
areas  of  activity  during  the  year: 

Visits  with  administrative  and  teaching  personnel  from 
the  two  medical  schools  have  been  accomplished  by  the 
Council,  and  it  is  believed  closer  liais'on  between  official 
representatives  of  the  Florida  Medical  .Association  and  the 
medical  schools  would  be  of  advantage  to  each. 

Committees: 

Medical  Schools.  — 1.  University  of  Miami  — The 
members  of  the  Committee  on  Medical  Schools  have  had 
several  informal  Conferences  and  on  March  12,  1964,  the 
local  members.  Dr.  Milton  Coplan,  Dr.  Hayden  Nicholson 
and  Dr.  E.  W.  Cullipher,  met  to  discuss  the  problems  in 
Miami.  It  is  our  consensus  that:  (1)  The  inadequacy  of 
nursing  care,  the  unavailability  of  operating  time,  and  as- 
signed anesthesia  at  Jackson  Memorial  Hospital,  have 
forced  the  visiting  staff  to  seek  other  hospital  arrange- 
ments for  care  of  private  patients.  (2)  Divided  responsi- 
bility between  the  Medical  School  and  the  .Administra- 
tion of  Jackson  Memorial  Hospital  is  creating  an  increas- 
ing problem  in  the  Medical  School  Teaching  Program. 
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(3)  A state  pound  law  would  be  a great  convenience  and 
help  to  the  Medical  School.  (4)  A larger  state  subsidy  to 
each  medical  student  may  soon  need  to  be  considered. 

2.  University  of  Florida  — Members  visiting  the  Col- 
lege of  Medicine  at  the  University  of  Florida  on  .April  1 
as  represeaitatives  of  the  Council  were:  Drs.  Emmet  F. 
Ferguson  Jr.,  James  T.  Cook,  J.  Maxey  Deli  Jr.,  David  R. 
Moomaw,  Donald  R.  Hagel  and  Hugh  A.  Carithers.  It  is 
recommended  that  (1)  unused  Ireds,  already  constructed 
and  equipped,  be  utilized  as  ^toon  as  funds  are  made 
available;  (2)plans  for  construction  of  an  inpatient  psy- 
chiatric center,  combined  with  a training  institute  and  a 
growth  and  development  research  iacility,  be  facilitated ; 

(3)  expansion  of  the  medical  school  be  considered,  espe- 
cially if  construction  of  a dental  school  is  accomplished ; 

(4)  Florida  physicians  be  kept  informed  concerning  prac- 
tice locations  and  accomplishments  of  graduates;  (5)  a 
pound  law  be  passed;  (6)  the  present  policy  regarding 
osteopathic  physicians  be  continued,  and  (7)  the  im- 
proved relationship  between  members  of  the  .Alachua 
County  Medical  Society  and  full  time  staff  members  of 
the  school  be  continued  and  that  a liais'on  committee 
operate  as  vigortrusly  as  possible. 

Hospitals. — Recommendations;  (1)  That  the  Florida 
Medical  Association  should  immediately  begin  action  to  limit 
the  construction  of  unnecessary  hospital  beds  by  means  of 
regional  planning  boards;  membership  of  which  shall  include 
adequate  representation  of  the  county  medical  societies.  (2) 
That  the  Florida  Medical  Association  should  immediately  set 
new  policies  to  prevent  the  conversion  of  small  nursing 
homes  into  small  hospitals  with  their  subsequent  coverage 
by  Blue  Cross  of  Florida,  Inc.  (3)  That  the  Florida  Medical 
Association  should  explore  other  possibilities  than  the  Hos- 
pital Staff  Utilization  Committees  to  curb  the  overutilization 
of  hospital  beds. 

Internships  and  Residencies.  — .A  questionnaire  mailed 
to  all  Florida  hospitals  having  approved  internships  or 
residencies,  except  Jackson  Memori.il  Hospital  and  the  J. 
Hillis  Miller  Health  Center,  indicated  that  there  is  still  a 
pressing  need  for  recruitment  of  house  personnel.  Included 
in  the  questionnaire  was  the  following  question  concerning 
a brochure  mailed  to  some  7,000  senior  medical  students 
at  a cost  of  approximately  $1,000,  shared  by  the  .Associ- 
ation and  the  hospitals  in\solved:  “Do  you  have  an  im- 
pression as  to  the  value  of  the  distribution  of  a brochure 
such  as  the  enclosed  “Florida’s  Medical  Climate”  to  med- 
ical students  and  first  year  interns  as  was  done  2 years 
ago?”  Most  of  the  hospitals  were  favorable;  three  stated 
they  had  no  evidence  of  value,  and  seven  made  n'o  com- 
ment. One  large  hospital  recommended  expansion  of  the 
brochure  allowing  each  hospital  to  have  a statement  con- 
cerning its  program.  .Another  hospital  is  still  using  the 
brochure  in  recruiting  endeavors.  Whether  another  edition 
should  be  attempted  should  be  considered  by  the  next 
committee,  as  wdl  as  by  the  Board  of  Governors. 

Physician  Placement.  — .As  in  past  years,  the  Com- 
mittee continued  its  dual  function  of  (1)  establishing  poli- 
cy for  and  supervising  operation  of  the  .Association’s 
physician  placement  service,  which  is  administered  by  the 
Executive  Office,  and  (2)  ser\-ing,  along  with  faculty 
representatives  of  the  state’s  two  medical  schools,  as  ad- 
xdsory  committee  to  the  State  Medical  Student  Scholar- 
ship Program,  which  is  administered  by  the  State  Hoard 
of  Health. 

During  the  year,  t>ne  official  meeting  was  held  on  May 
15,  1963.  The  remainder  of  the  Committee’s  business  was 
carried  out  by  correspondence  and  telephone. 

In  the  calendar  year  1963,  772  openings  were  listed 
with  the  physician  placement  service,  while  the  service 
assisted  a total  t>f  some  650  physicians  interested  in  find- 
ing practice  locations  in  Florida.  The  average  number  of 
opportunities  listed  with  the  service  at  any  given  time 
during  the  year  was  129;  of  physicians,  108.  The  follow- 
ing data  pertain  to  (1)  the  opport'.inities  listed,  (2)  the 
physicians  assisted  in  each  field  of  practice,  and  (3)  the 
average  number  listed  at  any  given  time: 

.Average 

Number 

OppPr-  Physi-  Physi- 

tunitie?  cians  cians 

General  Practice  257*  154  25.7 


Internal  Medicine 

75 

134 

22.3 

General  Surgery 

6 

82 

13.7 

Obstetrics  and  Gynecology 

8 

70 

11.7 

Radiology 

13 

48 

8.0 

Ophthalmology 

19** 

36 

6.0 

Urology 

5 

20 

3.3 

Pediatrics 

26 

17 

2.8 

Orthopedic  Surgery 

14 

16 

2.7 

Psychiatry 

13 

13 

2.2 

Derma  tology-.Allergj- 

6 

11 

1.8 

.Anesthesiology 

3 

10 

1.7 

Industrial  Medicine 

25 

9 

1.5 

-Adm.  & Institutional  Med. 

3 

8 

1.3 

Otolaryngology 

■ 22 

8 

1.3 

Pathology 

0 

8 

1.3 

-Neurosurgery 

4 

4 

0.7 

Plastic  Surgery 

0 

2 

0.3 

-Misc.  & Undifferentiated 

273 

- 

— 

TOTALS 

772 

650 

♦Community  Requests,  94 

♦♦Includes  7 E.  E.  N.  T.  openings 

It  is  impossible  to  know  how  many  of  these  physicians 
actually  have  located  in  the  state  and  to  what  extent  the 
placement  service  assisted  each.  Some,  of  course,  are  still 
.seeking  locations. 

Because  some  openings  remain  unfilled  over  a period 
'of  time,  it  should  not  be  assumed  that  the  772  opportuni- 
ties shown  are  entirely  separate  and  distinct.  Many  open- 
ings, especially  rural  community  general  practice  oppor- 
tunities, appear  in  a number  of  editions  of  the  Florida 
Physician  Locations  listing,  which  is  published  approxi- 
mately bi-monthly. 

Recommendation;  It  is  recommended  that  increased  in- 
formation and  publicity  concerning  the  Association's  physi- 
cian placement  service  be  made  available  to  the  profession 
and  to  the  public  through  all  possible  appropriate  channels. 

“The  Reference  Committee  moves  the  adop- 
tion of  the  Rej)ort  of  the  Scientific  Council  and 
wishes  to  emphasize  the  importance  of  this  sub- 
ject. 

“Mr.  Speaker,  I move  the  adoption  of  this 
|)ortion  of  the  report.” 

No  discussion;  no  objections;  motion  carried. 

Scientific  Council 

THAD  MOSELEY,  Chairman 

Council: 

Your  Council  is  pleased  to  report  complete  cooperation 
from  committee  chairmen  through  the  1963-64  period. 
The  work  of  the  Council  has  been  carried  on  smoothly, 
and  the  work  of  the  Committee  on  Scientific  Work  has 
been  thorough,  resulting  in  what  is  tniped  will  be  an  ex- 
cellent state  program. 

Committees: 

The  Journal  and  Other  Publications. — Twelve  issues 
of  The  Journal  of  the  Florida  Medical  .Association  have 
appeared  since  the  last  report,  with  an  increased  number 
of  pages  devoted  to  scientific  information,  and,  because 
of  economic  problems,  an  ever  decreasing  number  of  pages 
devoted  to  advertising.  Despite  this  editorial  and  adver- 
tising percentage  change.  The  Journal  continued  to  func- 
tion effectively  at  no  loss  of  money  for  the  Association. 

.An  effort  has  been  made  to  interest  more  people  in 
contributing  to  The  Journal  and,  it  is  hoped,  in  reading 
the  information  in  The  Journal,  by  devoting  entire  issues 
t'o  one  county  society’s  scientific  articles,  by  circularization 
of  the  county  medical  society  presidents,  requesting  that 
they  bring  any  society  problems  to  the  attention  of  the 
state  through  letters  to  the  editor,  and  by  requesting  spe- 
cific special  interest  groups  to  discuss  problems  in  diagno- 
sis and  treatment. 
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Postgraduate  Education.  — Twenty-six  postgraduate 
courses  have  been  approved  to  date  this  year.  This  would 
indicate  a healthy  condition  in  this  area.  There  have  been 
no  controversial  mattesr  that  justified  a meeting  of  the 
Committee.  The  membership  of  the  Committee  was 
polled  in  December  and  no  requests  for  such  a meeting 
were  received. 

Research.  — The  Committee  has  screened  two  applica- 
tions for  funds  for  research  projects.  No  recommenda- 
tions for  research  grants  were  made.  The  Committee 
recommended  additional  funds  be  granted  for  continu- 
ation of  one  previously  approved  project. 

Scientific  Work.  — The  Committee  met  in  May,  Sep- 
tember and  December  1963  to  plan  the  scientific  program 
for  the  May  1964  annual  meeting.  The  change  in  format 
suggested  and  approved  by  the  (Board  of  Governors  was 
implemented. 

Recommendations: 

That  the  whole  of  the  state  Association,  through  its  ad- 
ministrative offices  at  the  state  and  county  levels  la) 
encourage  active  participation  from  the  membership  in 
the  scientific  aspects  of  The  Journal,  (b)  use  more  fully 
the  pages  of  The  Journal  to  explain  the  functions  of  its 
many  committees  and  council  activities,  and  (c)  utilize 
The  Journal  more  fully  to  present  the  problems  of  the 
Association  and  the  efforts  being  made  to  solve  these 
problems,  so  that  we  may  have  a better  educated  mem- 
be-rship,  and,  in  turn,  a membership  with  common  pur- 
pose. 

“The  Reference  Committee  moves  the  adop- 
tion of  the  Report  of  the  Council  on  Specialty 
Medicine  with  the  exception  of  item  3 ‘Commit- 
tee on  Pathology’  which  should  be  deleted  in  ac- 
cordance with  the  request  of  the  Committee  on 
Pathology. 

“Mr.  Speaker,  I move  the  adoption  of  this  por- 
tion of  the  report  as  amended.” 

No  discussion;  no  objections;  motion  carried. 

Council  on  Specialty  Medicine 

EMMET  F.  FERGUSON  JR.,  Chairman 

Council: 

The  Council  on  Specialty  Medicine  held  three  meetings 
during  the  Association’s  administrative  year,  1963-64. 
Members  of  the  Council  served  as  consultants  to  various 
groups  when  requested  and  found  these  contacts  an  ex- 
cellent stimulus  when  reported  back  to  the  Council.  The 
Council  on  Specialty  Medicine  serves  in  a liaison  capacity 
in  working  with  specialty  groups;  specialty  group  mem- 
bers should  bring  their  problems  before  the  Council  for 
discussion  and  mediation  rather  than  take  individual  ac- 
tion. In  effect,  the  Council  on  Specialty  Medicine  acts 
as  a forum  for  members  of  the  Association.  The  Council 
maintains  an  advisory  committee  fo  work  in  close  liaison 
with  the  Committee  bn  Scientific  Work  on  the  annual 
Scientific  Program.  We  feel  this  will  gradually  improve 
the  format  of  these  programs. 

The  Council  endorsed  the  activities  of  the  county- 
medical  societies  in  establishing  voluntary  health  insur- 
ance review  committees. 

The  Council  endorses  the  fine  work  of  the  Fee  Sched- 
ule Committee  and  the  Medical  Consultant  to  the  Flor- 
ida Industrial  Commission  in  implementing  the  new 
Workmen’s  Compensation  medical  fee  program  as  their 
objectives  are  the  same  as  those  of  the  Council. 

The  Council  opposes  the  recently  passed  Senate  Bill 
No.  537  permitting  the  employment  of  unlicensed  M.D.’s 
who  w'ould  not  otherwise  qualify  under  the  Medical 
Practice  Act. 

The  recommendation  that  county  medical  society  in- 
surance committees  be  utilized  in  the  evaluation  of  claims 
and  administration  of  the  Workmen’s  Compensation  fee 
schedule  was  referred  to  the  Board  of  Governors  and,  in 


turn,  to  the  Committee  On  Fee  Schedules  for  consideration 
and  implementation. 

The  Committee  on  Psychiatry  endorses  the  report  of 
the  Committee  on  Mental  Health  regarding  a Department 
of  Mental  Health. 

Recommendations: 

Following  careful  study  and  often  lengthy  deliberation, 
the  Council  makes  the  following  recommendations: 

1 . The  Council  recommends  to  the  Committee  on  Fee 
Schedules  that  the  Florida  Industrial  Commission  be 
contacted  and  asked  to  clarify  the  instructions  con- 
cerning the  1962  Florida  Relative  Value  Studies,  as 
used  in  the  Florida  Industrial  Commission  Fee 
Schedule. 

2.  That  the  Fee  Schedule  Committee  and  the  Florida 
Medical  Association  exert  their  best  efforts  to  see 
that  Florida  Statute,  as  quoted  below,  is  imple- 
mented. 

a.  That  a fee  schedule  should  not  be  considered  as 
a fixed  and  inviolate  schedule  of  fees,  but  only 
as  a guide  or  standard  by  which  to  judge  the 
fairness  of  a doctor's  charges. 

b.  That  if  there  is  substantial  deviation  from  the 
fee  schedule,  adequate  provision  should  be  made 
for  review  of  the  charges  by  a committee  of  lo- 
cal physicians  and  then  by  a board  of  physicians 
and  officials  drawn  from  all  sections  of  the  state. 

Section  440.13  (3)  (a)  Florida  Statutes  provides: 
“.\11  fees  and  other  charges  for  such  treatment  or  serv- 
ice shall  be  limited  to  such  charges  as  prevail  in  the 
same  community  foi  similar  treatment  of  injured  per- 
sons of  like  standard  of  living,  and  shall  be  subject 
to  regulations  by  the  commission,  who  shall  adopt 
schedules  of  charges  for  such  treatment  or  services.” 

3.  That  approval  be  given  to  the  following  resolutions: 

a.  Whereas,  There  is  an  apparent  oversupply  of 
General  Surgeons  in  Florida  and  in  the  United 
States  as  a whole,  and 

Whereas,  The  American  College  of  Surgeons  in  a 
recent  survey  of  all  the  membership,  as  reported 
in  the  “Bulletin  of  the  American  College  of  Sur- 
geons," Volume  48,  November-December  1963 — 
Number  6,  recognizes  the  imbalance  and  over- 
supply, therefore  be  it 

RESOLVED,  That  the  Florida  Medical  Association 
requests  of  the  American  Medical  Association  that 
the  Council  on  Medical  Education  and  Hospitals 
be  requested  to  develop  a program  to  inform  the 
newly  graduated  physicians  of  American  medical 
schools  of  the  supply  and  demand  in  the  special- 
ty fields  in  the  United  States. 

b.  Whereas,  The  various  acts  of  the  legislature  al- 
low for  the  “treatment"  of  the  human  body  by 
any  group,  without  regard  for  the  “adequacy" 
of  their  training,  and 

Whereas,  This  has  given  cultist  groups  a pseudo- 
prestige" end  therein  misleads  the  public;  there- 
fore be  it 

RESOLVED, That  the  Florida  Medicol  Association 
review  all  medical  practice  acts  for  the  purpose 
of  proposing  appropriate  corrective  legislation. 

In  additi'on  to  the  Council  recommendations,  several 
Committees  made  individual  recommendations: 

1.  Committee  on  Internal  Medicine.  — Continued 
careful  watchdog  scrutiny  of  federal,  state  and  private 
fee  schedules  to  avoid  reductions  and  failure  to  pay  for 
quality  service;  continuing  evaluation  of  1962  Relative 
Value  Studies  to  avoid  inevitable  obsolescence. 

2.  Committee  on  Ophthalmalogy  and  Otolaryngolo- 
gy. — There  was  universal  dissatisfaction  in  the  Ophthal- 
mology section  with  the  handling  of  Workmen’s  Compen- 
sation fees.  It  was  decided  that  a conversion  factor  of  5 
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most  nearly  represented  the  usual  fee  and  it  was  agreed 
by  all  to  submit  Workmen’s  Compensation  fees  on  this 
basis.  The  Otolar>  ngolog>'  section  is  still  actively  working 
on  the  hearing  aid  program  for  the  State  of  Florida. 

3.  Committee  on  Orthopedics.  — The  Florida  Ortho- 
pedic Society  wishes  to  state  that  we  are  unhappy  with 
the  Workmen’s  Compensation  fee  schedule  as  administered 
by  the  Florida  Industrial  Commission.  We  wish  to  em- 
phasize that  we  are  not  trying  to  act  independently,  but 
rather  in  cooperation  with  the  Florida  Medical  Associ- 
ation. 

4.  Committee  on  Surgery.  — The  Florida  .Association 
of  General  Surge’ons  feels  strongly  that  changes  of  con- 
version factors  from  section  to  section  are  not  in  keeping 
with  good  harmonious  relations  in  medical  care.  We  de- 
plore the  adoption  of  any  medical  fee  schedule  by  any 
governmental  or  social  agency  which  is  inequitable  tt)  one 
section  of  medical  practice  as  compared  with  another. 

“The  Reference  Committee  considered  Resolu- 
tion 64-7  and  recommends  approval  of  this  resolu- 
tion as  printed  in  the  Handbook. 

“Mr.  Speaker,  I move  the  adoption  of  this  por- 
tion of  the  report.” 

Xo  discussion;  no  objections;  motion  carried. 

Resolution  64-7 

General  Practice 
Orange  County  Medical  Society 

Whereas,  A large  segment  of  the  medical  profession 
in  the  United  States  is  made  up  of  physicians  engaged 
in  general  practice,  and 

Whereas,  The  number  of  graduates  of  medical  schools 
entering  general  practice  has  been  steadily  decreasing, 
and 

Whereas,  Surveys  and  polls  continue  to  emphasize 
that  many  .Americans  want  to  be  cared  for  by  general 
practitioners,  and 

Whereas,  The  .American  Medical  Association  in  ses- 
sion assembled  in  June  1963,  recognized  the  “importance 
of  the  general  practitioner  as  an  essential  component  of 
.American  Medicine”  and  expressed  a need  for  “an  ade- 
quate number  of  medical  school  graduates  selecting  gen- 
eral practice  for  their  medical  careers,”  and 

Whereas,  The  ,AM.A  House  of  Delegates  resolved  to 
“instruct  its  Board  of  Trustees  to  utilize  all  facilities  at 
its  command  to 

(a)  inform  the  medical  schools  of  the  shortage  of 
general  practitioners,  and  request  their  coopera- 
tion in  exposing  medical  students  to  general 
practice  by  lectures,  preceptor  programs,  and 
clinical  instructors  who  are  practicing  general 
practitioners,  and 

(b)  inform  the  constituent  state  medical  associations 
of  the  need  to  emphasize  general  practice  train- 
ing and  to  ask  these  associations’  members  to 
encourage  students  to  go  into  general  practice,” 

now  therefore  be  it 

RESOLVED,  That  the  Florida  Medical  Association 
House  of  Delegates  likewise  recognize  this  problem  and 
implement  to  the  best  of  its  ability  the  intent  of  Res- 
olution 68  passed  by  the  AM.A  House  of  Delegates,  and 
further  be  it 

RESOL\‘ED,  That  the  Florida  Medical  Association 
Board  of  Governors  initiate  and/or  superxdse  the  reme- 
dial measures  to  be  taken  to  correct  this  serious  prob- 
lem facing  the  .American  public,  namely,  the  critical 
shortage  of  general  practitioners  to  serve  the  public. 


“The  Reference  Committee  recommends  dis- 
approval of  Resolution  64-10,  Establishment  of 
Third  Florida  iMedical  School,  by  the  Hillsbo- 
rough County  Medical  Association,  but  recom- 
mends that  the  Florida  Medical  Association  estab- 
lish a committee  for  long  range  study  of  this 
subject. 

“Mr.  Speaker,  1 move  the  disapproval  of  this 
resolution.” 

Xo  discussion;  no  objections,  motion  carried. 

“The  Reference  Committee  recommends  ap- 
proval of  Resolution  64-18  and  the  amendment  to 
this  resolution  as  presented  to  the  First  House  of 
Delegates. 

“Mr.  Speaker,  I move  the  adoption  of  this 
resolution  and  amendment.” 

Xo  di.scussion;  no  objections,  motion  carried. 

Resolution  64-18 

Need  for  Family  Physicians 
Marion  County  Medical  Society 

Whereas,  The  Physicians  Placement  Service  of  the 
Florida  Medical  .Association  has  had  on  hand  during  the 
past  year  257  requests  for  family  physicians  out  of  a 
total  of  772  for  all  physicians,  and 

Whereas,  It  is  becoming  increasingly  more  difficult  to 
fill  the  requests  for  family  physicians,  and 

Whereas,  Future  needs  for  family  physicians  may  be- 
come even  more  acute,  unless  appropriate  measures  are 
taken,  as  the  population  of  Florida  increases,  and 

Whereas,  It  is  the  first  and  primary  obligation  of  medi- 
cal schools  to  educate  physicians  to  render  medical  serv- 
ices commensurate  with  the  needs  and  wishes  of  the 
people,  therefore  be  it 

RESOLX'ED,  That  the  Marion  County  Medical  Society 
in  regular  session  on  .April  28,  1964,  requests  the  House 
of  Delegates  of  the  Florida  Medical  .Association  to  call 
this  great  need  for  more  family  physicians  to  the  atten- 
tion of  the  deans  and  faculties  of  the  medical  schools,  to 
the  Boards  of  Trustees  of  the  Universities  with  medical 
schools,  and  to  all  incumbent  members  and  future  mem- 
bers of  the  1965  legislature  and  to  request  the  medical 
schools  in  this  state  to  offer  a general  rotating  internship 
at  each  school,  and  further  be  it 

RESOLA'ED,  That  the  Florida  Medical  .Association 
delegates  to  the  .American  Medical  .Association  be  instruct- 
ed to  support  this  policy  on  a national  level  in  the  House 
of  Delegates  of  the  .AM.A,  and  to  instruct  the  .AM.A  of- 
ficers and  Board  of  Trustees  in  the  need  for  true  imple- 
mentation of  such  a policy  and  not  mere  notification  of 
the  various  medical  schools. 

“Mr.  Speaker,  I move  the  adoption  of  this 
entire  report  as  amended.” 

Xo  discussion;  no  objections,  motion  carried. 

Dr.  Marion  thanked  the  members  of  his  com- 
mittee; Drs.  G.  Dekle  Taylor,  Walter  E.  Mur- 
phree,  Clyde  O.  .Anderson  and  Scottie  J.  Wilson. 
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Dr.  William  J.  Dean,  Chairman:  “Mr.  Speak- 
er, Mr.  President,  and  ^lembers  of  the  House  of 
Delegates:  Your  Reference  Committee  on  Public 
Policy  gave  careful  consideration  to  items  referred 
to  it  and  makes  the  following  report: 

“The  Reference  Committee  considered  the  re- 
port of  the  Council  on  Allied  Professions  and 
Vocations  and  recommends  that  it  be  approved  as 
printed  in  the  Handbook. 

“Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report.” 

Xo  discussion;  no  objections;  motion  carried. 

Council  on  Allied  Professions 
and  Vocations 

THOMAS  C.  KENASTON  SR.,  Chairman 

Council: 

Subsequent  to  the  Association’s  1963  annual  meeting 
and  as  of  the  date  of  this  report,  the  full  Council  held 
one  formal  meeting  on  September  8,  1963.  The  recom- 
mendations included  in  this  report  are  Committee  recom- 
mendations only  and  have  not  been  considered  nor  acted 
upon  by  the  Council. 

During  the  past  year  some  Committees  'of  the  Council 
have  shown  excellent  progress,  but  others  have  accom- 
plished little  because  ot  the  lack  of  counterpart  liaison 
committees  in  the  profession  or  vocation  and  for  various 
other  reasons.  In  general,  there  has  been  a marked  in- 
crease in  Contacts  and  liaison  activities  during  the  past 
year  over  the  preceding  year.  The  expansion,  in  1963,  of 
the  Council’s  former  committees-of-one  to  regular  stand- 
ing committees  of  five  was  advantageous  in  that  it  pro- 
vided geographically  more  accessible  liaison  contacts  and 
more  effective  committee  program  planning  and  imple- 
mentation. In  summary,  it  is  believed  that  the  Council, 
during  the  period  covered  by  this  report,  well  justified  its 
existence. 

Committees: 

Dentistry.  — The  Committee  was  represented  at  the 
Council  meeting  on  September  8,  1963,  by  James  G.  Rob- 
ertson, M.D.  Meetings  have  been  held  between  the  Com- 
mittee and  the  Medical  Liaison  Committee  of  the  Florida 
State  Dental  Society  to  discuss  mutual  programs  and 
problems  between  the  two  professions. 

Law. — The  Committee  has  prepared  a proposed  inter- 
professional medicolegal  code  which  has  been  submitted 
for  consideration  through  appropriate  policy  levels  for 
eventual  adoption  by  the  Florida  Medical  Association  and 
The  Florida  Bar.  The  Committee  also  has  studied  care- 
fully the  legal  status  of  nurses  with  references  to  intra- 
venous administrations  and  has  submitted  recommenda- 
tions to  other  committees,  councils  and  organizations  con- 
cerned. 

Medical  Assistants.  — The  chairman  attended  the 
Tenth  Annual  Meeting  of  the  Florida  Medical  Assistants 
.Association  May  24-26,  1963,  in  Orlando,  and  the  Coun- 
cil meeting  on  September  8,  1963  in  Miami.  Syllabi  for 
the  two  new  study  courses  in  the  FMA.A  educational 
program  entitled  ‘ The  History  of  Medical  Terminology” 
and  “Law  and  Economics  in  Medical  Office  Administra- 
tion” were  presented  through  the  Council  to  the  Board 


of  G'overnors  which  approved  the  two  syllabi  on  Sep- 
tember 20,  1963.  It  is  felt  that  the  Florida  Medical  As- 
sistants Association  is  a well  motivated  group  which  is 
worthy  of  continued  Florida  Medical  Association  support 
and  the  support  of  the  county  medical  societies  of  its 
county  chapters  in  the  areas  where  they  exist. 

Medical  Technologists.  — Members  of  the  Committee 
have  attended  the  annual  and  semi-annual  meetings  of  the 
Florida  Division  of  the  .American  Society  of  Medical  Tech- 
nologists by  invitation.  Members  of  the  Committee  have 
worked  with  the  technologists  and  representatives  of  the 
Florida  Department  of  Eclucation  in  developing  schools 
for  “laboratory  assistants”  and  will  act  as  consultants  with 
the  technologists  in  this  program  to  train  certified  labora- 
tory assistants.  The  serious  shortage  of  laboratory  person- 
nel throughout  the  state  makes  this  program  essential. 

Nursing.  — .Activities  of  the  Committee  on  Nursing 
have  centered  on  establishing  and  maintaining  better 
liaison  between  the  various  nurses’  organizations,  in  par- 
ticular the  Florida  Nurses  Association  and  the  Florida 
Medical  .Association.  We  have  met  twice  as  a Committee 
with  a like  committee  of  the  Florida  Nurses  .Association 
and  there  has  been  a frank  exchange  of  views  in  areas  of 
mutual  concern.  Further  meetings  are  scheduled  and  we 
are  pleased  with  the  progress  being  made  toward  closer 
liaison  and  better  rapport. 

.A  member  of  your  Committee  has  continued  to  serve 
on  advisory  committees  to  the  State  Department  of  Edu- 
cation for  Health  Occupations  and  Practical  Nurse  Edu- 
cation and  for  the  “Associate  Degree”  Nurse  Education 
Program.  These  advisory  committees  are  particularly  ac- 
tive and  give  opportunity  for  increased  liaison  with  other 
nursing  groups  and  health  occupations. 

In  February,  on  invitation  of  the  president  of  the 
.American  Medical  .Association,  the  chairman  attended  a 
three-day  jointly  sponsored  national  conference  for  pro- 
fessional nurses  and  physicians  which  was  held  in  Wil- 
liamsburg, Va.  The  title  selected  for  this  conference  was 
“Medical  and  Nursing  Practice  in  a Changing  World”  and 
it  gave  opportunity  for  detailed  discussion  of  areas  of 
mutual  concern  to  the  two  professions.  This  conference 
was  considered  to  be  highly  successful  and  it  is  probable 
that  such  conferences  will  be  held  yearly  hereafter. 

The  Committee  recommends  Continuation  of  the  close 
liaison  which  has  been  established  with  the  nurses’  organi- 
zations in  order  to  maintain  frank  discussions  of  all  areas 
of  mutual  concern  or  possible  conflict.  In  conjunction 
with  the  Committee  on  Law,  the  Committee  als'o  studied 
the  problem  of  the  legal  status  of  nurses  with  respect  to 
intravenous  administration.  No  official  body  of  the  Ameri- 
can Medical  .Association  has  yet  rendered  an  opinion  as 
to  the  extent  to  which  nurses  may  do  venipunctures  or 
administer  intravenous  medication.  .A  physician  may,  and 
frequently  does,  delegate  certain  of  his  functions  to  non- 
meclical  personnel.  The  dividing  line  between  procedures 
that  may  be  lawfully  so  delegated  and  those  that  may 
not,  is  not  clearly  demarcated.  Whatever  functions  may 
be  delegated,  however,  must  be  exercised  under  the  direc- 
tion and  supervision  of  the  physician  and  he  must  assume 
responsibility,  in  part,  for  any  untoward  results.  The  ad- 
ministration of  intravenous  therapy  appears  to  constitute 
more  than  a nursing  procedure.  Some  authorities  claim 
that  it  constitutes  the  practice  of  medicine  and  if  a nurse 
does  undertake  the  procedure,  she  does  so  ntot  because 
she  is  a nurse  but  because  she  acts  as  an  agent  of  one 
who  is  lawfully  authorized  to  do  the  administering.  In- 
travenous therapy  is  one  of  many  acts  formerly  perform- 
ed exclusively  by  physicians  which  are  now  delegated  to 
nurses,  technicians  or  fathers.  Essentially  the  requisites 
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are  that  the  treatment  be  prescribed  by  a physician  and 
that  the  nurse  be  competent  to  administer  it. 

Recommendation: 

It  is  the  opinion  of  the  Committee  that  a resolution 
should  be  adopted  similar  to  a statement  adopted  in  1954 
by  the  California  Medical  Association.  Accordingly,  the  fol- 
lowing resolution  is  proposed  for  adoption  by  the  Florida 
Medical  Association:  that  the  House  of  Delegates  go  on  rec- 
ord as  approving  the  intravenous  administration  of  fluids  by 
competently  trained,  registered,  professional  nursing  person- 
nel, under  medical  supervision,  and  recommending  introduc- 
tion of  instruction  in  intravenous  technique  among  practicing 
nurses  and  into  schools  of  nursing. 

Pharmacy.  — Informal  meetings  have  been  held  with 
representatives  of  the  Florida  State  Pharmaceutical  Asso- 
ciation to  consider  mutual  problems.  The  chairman  an- 
swered various  requests  during  the  year  for  information 
in  the  field  of  medicine  and  pharmacy.  Representatives 
of  the  Committee  attended  the  First  National  Congress 
on  Medicine  and  Pharmacy  in  Chicago  March  12  and  13, 
1964,  and  will  participate  in  other  programs  of  pharma- 
ceutical groups  meeting  in  Florida.  It  is  proposed  that  a 
joint  meeting  be  held  in  the  near  future  between  the 
Committee  and  the  Interprofessional  Committee  of  the 
Florida  State  Pharmaceutical  Association  to  consider, 
among  others,  the  following  matters: 

(a)  Formulation  and  adoption  of  a joint  State  medi- 
cal-pharmaceutical code  of  understanding. 

(b)  Holding  a Florida  State  Congre.ss  on  Medicine 
and  Pharmacy. 

(c)  The  establishment  Of  a referral  mechanism  to 
handle  complaints  and  problems  between  physi- 
cians and  pharmacists. 

(d)  Continued  discussion  of  areas  of  conflict  regarding 
physician-owned  pharmacies. 

Physical  Therapy.  — Some  liaison  has  been  maintained 
during  the  year  through  the  .Association’s  Executive  Office 
with  officers  of  the  Florida  Chapter,  .American  Physical 
Therapy  .Association.  We  adopted  for  our  annual  project, 
the  preparation  of  a resume  review  manuscript  covering 
current  developments  in  Bioelectronics  which  has  been 
forwarded  to  the  Editor  of  The  Journal  with  recommen- 
dations that  it  be  published. 

Recommendation: 

That  program  committees  from  county  to  state  levels  give 
consideration  to  presenting  authoritative  speakers,  on  oc- 
casion, who  will  review  current  developments  in  these  fields. 
Our  survey  reveals  this  to  be  totally  lacking  at  the  county 
level,  and  at  the  state  level,  even  though  annual  applica- 
tions have  been  made  for  appearances  on  the  annual  pro- 
grams, they  have  been  invariably  denied.  We  believe  that 
this  field  henceforth  will  occupy  an  integral  part  of  medical 
practice  and  will  therefore  need  attention 

Podiatry.  — During  this  past  year  there  has  been  an 
attempt  to  correlate  various  forms  of  informative  letters 
and  information  relative  to  the  situation  of  podiatry  na- 
tionally, as  well  as  locally,  to  determine  the  policy  from 
the  standpoint  of  state  level.  .At  best  it  might  be  said 
that  this  is  still  under  consideration  as  far  as  the  .Ameri- 
can Medical  .Association  and  the  American  .Academy  of 
Orthopaedic  Surgeons  are  concerned.  It  seems  to  be 
unique  that  podiatrj-  represents  the  only  group  of  ancillary 
services  to  medicine  desiring  hospital  privileges  who  have 
been  resisting  accreditation  of  their  schools.  .Any  policj’ 
which  will  be  established  on  a state  level  will  have  been 
something  that  is  done  prior  to  the  time  that  the  nation- 
al situation  has  been  clarified;  therefore,  this  has  not  been 
done  during  this  past  year. 

Veterinary  Medicine.  — In  October  1963  the  .Associa- 
tion’s president-elect  and  an  executive  staff  member,  took 
part  in  the  1963  annual  meeting  Of  the  Florida  State  Vet- 
erinary Medical  .Association. 

During  the  past  year,  three  of  the  five  members  of 
the  Committee  have  participated  jointly  with  members 
of  the  veterinary  medical  profession  in  their  areas  on  co- 
operative research  projects.  .A  jointly  sponsored  exhibit 
describing  these  projects  will  be  presented  at  the  Asso- 


ciation’s annual  meeting  in  May  1964,  and  it  is  planned 
that  the  exhibit  also  will  be  shown  at  the  1964  annual 
meeting  of  the  State  Veterinary  Medical  .Association. 
Through  these  research  activities,  it  is  felt  that  excellent 
liasion  has  been  established. 

X-Ray  Technicians.  — During  the  past  year  the  Com- 
mittee held  two  informal  meetings  by  mail.  In  September 
1963,  and  again  in  February:  1964,  the  members  were 
canvassed  for  any  matters  to  come  before  the  Committee. 
Replies  from  members  indicate  that  there  are  no  acti\nties 
in  their  portions  of  the  state  which  require  consideration 
by  the  Florida  Medical  .Association. 

“The  Reference  Committee  considered  the  re- 
port of  the  Council  on  Voluntary  Health  .Agencies 
and  recommends  that  it  be  apjiroved  as  printed  in 
the  Handbook. 

“Air.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report.” 

Xo  discussion;  no  objections;  motion  carried. 

Council  on  Voluntary  Health  Agencies 

M.ASON  ROM.AINE  HI,  Chairman 

Council: 

Since  the  Council  on  Voluntary  Health  .Agencies  has  no 
functioning  committees  as  such,  itself  operating  in  effect 
as  a committee,  the  following  .summary  of  its  activities 
and  recommendations  will  constitute  the  council’s  com- 
plete report. 

Official  Council  meetings  were  held  June  IS,  1963,  and 
February:  1,  1964,  with  a subsequent  meeting  planned  for 
May  or  June  1964. 

Early  in  1964,  the  programs  of  the  eight  statewide  vol- 
untary health  agencies  officially  recognized  by  the  Asso- 
ciation were  re-e\-aluated,  and  no  grounds  were  found 
for  discontinuance  of  recognition  for  any  individual 
agency.  The  following  organizations  currently  are  recog- 
nized : 

.Arthritis  and  Rheumatism  Foundation,  Florida 
Chapter 

Florida  Society  for  the  Prevention  Of  Blindness 

.American  Cancer  Society,  Florida  Disision 

Florida  Society  for  Crippled  Children  and  .Adults- 

Florida  Heart  .Association 

Florida  Association  for  Mental  Health 

The  National  Foundation 

Florida  Tuberculosis  and  Health  .Association 

.At  the  February  meeting,  a conference  was  held  with 
representatives  of  the  Leukemia  Society,  Inc.,  relative  to 
that  organization’s  application  for  recognition,  which  is 
under  advisement.  .Applications  from  four  other  agencies 
also  are  being  studied.  Recognition  of  no  further  agencies 
is  recommended  at  present. 

Considerable  time  was  spent  by  the  Council  in  review 
of  the  ten  criteria  utilized  for  recognition.  Finally,  it  was 
the  Council’s  decision  to  recommend  the  addition  of  an 
eleventh  criterion  requiring  medical  representation  on  an 
agency’s  board  of  directors. 

Efforts  were  continued  to  secure  the  creation  by  the 
Secretary  of  State  of  an  adsdsory  committee  on  the  vol- 
untary health  organization  registration  law.  For  several 
reasons  beyond  the  control  of  the  Council  or  the  .Associa- 
tion, this  was  not  accomplished  during  the  past  year. 
This  matter  is  being  pursued  through  all  appropriate 
channels,  with  new  approaches  possibly  indicated. 

Concern  was  expressed  relative  to  the  apparently  in- 
creasing amount  of  mail  solicitation  of  funds  by  agencies 
not  necessarily:  classified  as  voluntary  health  agencies 
under  Florida  law  and  not  registered  with  the  office  of 
the  Secretary  of  State.  This  subject  was  referred  to  other 
appropriate  Committees  and  Councils  Of  the  .Association 
for  study  and  recommendations. 

.Another  matter  considered  by  the  Council  was  criti- 
cism sometimes  expressed  within  the  profession  pertaining 
to  unsolicited  publicity  given  physicians  active  in  com- 


438 


Volume  51/Number  7 


REFERENCE  COMMITTEE  NO.  II 


munity  voluntary  health  organization  activities.  A reso- 
lution was  adopted  which  is  included  in  the  recommenda- 
tions. 

The  CouncU  continued  its  cooperation  with  the  Florida 
Institute  for  Continuing  University  Studies  in  assisting  to 
further  that  agency’s  efforts  to  provide  educational 
courses  for  voluntary  agency  personnel  through  the  an- 
nual Institute  fOr  Voluntary  Health  Agencies.  The  un- 
timely death  on  February  3,  1964,  of  assistant  professor 
David  Legate,  who  ably  coordinated  these  programs  since 
their  inception  several  years  ago,  was  noted  with  sadness. 
\ letter  was  written  to  F.I.C.U.S.  President  Dr.  Myron 
Blee  expressing  the  Council’s  willingness  to  assist  in  pro- 
viding these  programs  in  the  future. 

With  the  knowledge  that  to  succeed,  the  Associa- 
tion’s program  in  this  entire  field  must  be  implemented 
on  local  levels,  much  thought  and  effort  were  given  to 
establishing  liaison  with  county  medical  societies.  Two 
counties.  Orange  and  Duval,  are  carrying  out  “pilot” 
programs  of  liaison  with  local  voluntary  health  agencies 
and  it  is  hoped  future  guidelines  will  be  developed  for 
utilization  by  other  county  medical  societies. 

During  the  year,  liaison  was  maintained  with  the 
many  official  and  voluntary  organizations  concerned 
with  the  voluntary  health  movement.  A significant  step 
was  taken  by  the  major  voluntary  agencies  in  forming, 
in  June  1963,  a “Florida  Voluntary  Health  Agencies 
Coordinating  Committee.”  Establishment  of  such  a com- 
mittee had  been  encouraged  by  the  Council  for  some  time. 
It  is  now  a functioning  reality.  Excellent  liaison  has  been 
obtained  with  the  American  Medical  Association  Council 
on  Voluntary  Health  Agencies  through  the  chairman’s 
membership  On  that  body. 

Finally,  the  Council  gave  consideration  to  formulating 
its  objectives  and  purposes  beyond  those  stated  in  the 
Association’s  By-Laws. 

Recommendation ; 

Adoption  of  the  following  resolution: 

Whereas,  The  favorable  image  of  the  physician  in 
the  eyes  of  the  public  is  of  concern  to  all  the 
physicians  of  the  state,  and 

Whereas,  The  component  county  medical  societies, 
the  Florida  Medical  Association  and  the  American 
Medical  Association  are  exerting  both  considerable 
energies  and  monies  to  accomplish  this,  and 
Whereas,  Various  physicians  are  actively  involved 
in  community  health-related  activities  and  voluntary 
health  organizations  through  which  these  physicians 
achieve  unsolicited  publicity,  therefore  be  it 
RESOLVED,  That  this  publicity  is  to  be  desired  and 
encouraged  and  is  not  to  be  considered  as  adver- 
tising by  the  physician,  and  be  it  further 
RESOLVED,  That  the  Public  Relations  Officer  of  the 
Florida  Medical  Association  and  the  public  relations 
committees  of  the  county  medical  societies  be  en- 
couraged to  assist  in  getting  all  publicity  possible 
from  these  activities. 

“The  Reference  Committee  considered  the  re- 
port of  the  Council  on  Medical  Services  and  rec- 
ommends the  adoption  of  this  report  with  the  ex- 
ception of  recommendation  1 1 on  page  29  of  the 
Handbook  which  should  be  amended  to  read 
‘.  . . that  whole  blood  be  immediately  available 
to  all  hospitals.’ 

“Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report  as  amended.” 

Motion  was  seconded  from  the  floor. 

Dr.  Charles  R.  Sias,  of  Orange:  “This  Amend- 
ment changes  only  one  word.  It  changes  ‘in  all 
hospitals,’  to  ‘to  all  hospitals.’  The  Maternal 
Health  Committee  feels  very  strongly  about  this 
word.  I cannot  give  you  statistics,  but  several 


lives  were  lost  last  year  because  blood  was  not 
immediately  available.  I move  that  this  recom- 
mendation No.  1 1 not  be  amended.” 

Amended  motion  was  seconded  from  the  floor. 

Comments  were  made  by  Dr.  Dean,  Dr. 
Thomas  D.  Weaver  of  Lake;  Dr.  M.  Eugene 
Flipse  of  Dade;  Dr.  Reddin  Britt  of  St.  Johns,  in 
opposition  to  the  amended  motion. 

The  Speaker  called  for  a vote  on  Dr.  Sias’ 
motion  to  amend  the  Reference  Committee  report. 

The  amendment  was  defeated  by  a majority 
vote. 

The  Vice  Speaker  asked  for  any  further  dis- 
cussion on  the  original  motion. 

Dr.  Leo  M.  Wachtel,  Duval  County:  “I  am 
speaking  with  reference  to  recommendations  13 
through  18.  I realize  the  legislature  will  meet 
before  this  body  meets  again.  We  feel  that  the 
setting  up  of  a separate  department  of  mental 
health  is  an  unwise  and  expensive  step  for  the 
state  to  take.  Inasmuch  as  the  state  legislature 
will  meet  before  we  have  the  chance  to  meet 
again,  I move  that  recommendations  13  through 
18  be  referred  to  the  Board  of  Governors  for  re- 
view with  the  power  to  act  as  far  as  legislation 
is  concerned,  in  place  of  the  report  of  the  Refer- 
ence Committee.” 

Seconded  by  Dr.  James  T.  Cook,  of  Jackson- 
Calhoun. 

A general  discussion  of  the  subject  followed, 
in  which  Dr.  Dean,  Dr.  Robert  E.  Zellner,  Dr. 
Charles  R.  Sias  of  Orange,  and  Dr.  Walter  E. 
Murphree  of  Alachua,  participated. 

Dr.  Leo  M.  Wachtel,  Duval:  “I  would  like  to 
offer  a substitute  motion  for  the  whole:  That 
recommendation  No.  13  only  be  referred  to  the 
Board  of  Governors  for  review  and  action.” 

The  substitute  motion  was  seconded. 

Dr.  Albert  C.  Jaslow  of  Dade  and  Dr.  William 
M.  C.  Wilhoit  of  Escambia  spoke  in  opposition  to 
the  substitute  motion  and  Dr.  Weaver  of  Lake 
spoke  in  favor  of  it. 

The  substitute  motion  carried. 

The  main  motion,  as  amended,  carried. 

Council  on  Medical  Services 

CHARLES  R.  SI.'VS,  Chairman 

Council: 

Official  Council  meetings  were  held  September  IS,  1963, 
and  March  1,  1964.  The  former  meeting  was  devoted  pri- 
marily to  re\-iew  and  planning  of  individual  committee 
programs.  The  latter  meeting  was  given  over  to  considera- 
tion of  the  annual  reports  of  the  Committees  and  to 
adoption  of  Council  recommendations.  It  is  the  feeling 
of  the  chairman  that  one  of  the  major  accomplishments 
of  the  year  was  the  development  of  a better  understand- 
ing and  rapport  among  the  Council  chairmen  concerning 
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each  t)ther’s  programs,  as  well  as  those  programs  of  mu- 
tual responsibility. 

For  the  purposes  of  clarity  and  organization  in  this 
report,  each  Committee’s  recommendations  which  were  ap- 
proved and  adopted  by  the  Council  are  shown  immedi- 
ately following  the  brief  summary  of  the  Committee’s 
activities.  All  recommendations  are  numbered  consecu- 
tively. 

Committees; 

.■\ging.  — During  the  past  year  the  Committee  has  re- 
viewed its  past  activities  for  the  purpose  of  more  clearly 
defining  its  functions  and  objectives.  It  was  noted  that 
the  Association  By-Laws  do  not  define  these  functions 
and  objectiv'es  and  that  there  was  a need  for  clarification 
to  avoid  possible  duplication  of  effort  by  other  Com- 
mittees. 

It  was  agreed  that  the  Committee’s  basic  objective  is 
the  rendering  of  good  medical  care  to  the  aging.  This 
total  concept  should  include  quality  of  care  and  types  of 
service,  as  well  as  nursing  home  programs,  home  care 
programs,  and  economic  problems.  The  Committee  felt 
that  it  should  act  as  a clearing  house  for  recommenda- 
tions from  the  various  groups  concerned  with  aging  and 
also  follow  up  on  implementation  of  these  rccommenda- 
ttons  at  the  local  county  level. 

The  Committee  recommendation  that  it  be  represented 
by  at  least  one  of  the  Florida  Medical  Association’s  two 
official  voting  representatives  on  the  Florida  Joint  Coun- 
cil on  Health  of  the  .Aging  was  approved  by  the  Board 
of  Got'ernors  in  September  196.1. 

It  cosponsored,  with  the  Committee  on  Mental  Health, 
a conference  in  November  1963  dealing  with  the  feasi- 
bility of  removing  nonpsychotic  aged  patients  from  the 
state  mental  hospitals  and  placing  them  in  nursing 
homes  in  their  local  communities. 

Blood.  — During  the  past  year  the  Committee  has 
reviewed  a eounty-wide  study  of  blood  bank  services  by 
the  Brevard  County  Medical  Society  and  has  adapted 
it  for  use  by  any  county  medical  society  in  the  state.  It 
is  the  opinion  of  the  Committee  that  community  blood 
banks  under  local  control  are  preferable  and  that  it  would 
be  best  for  all  hospitals  in  the  state  to  utilize  the  .same 
type  Pf  blood  banking  .service. 

Recommendation: 

1 . That  county  medical  societies  encourage  the  estab- 
lishment of  community  blood  banks  in  each  county  or  region 
which  does  not  have  such  a facility. 

Child  Health.  — The  role  of  this  Committee  during 
the  past  year  has  demonstrated  increased  emphasis  on  its 
advisory  capacity  and  close  cooperation  with  the  State 
Department  of  Education  and  the  State  Board  of  Health 

Most  notable  in  the  field  of  education  is  the  develop- 
ment Pf  a curriculum  for  health  education  in  the  public 
school  system.  This  curriculum  will  include  education  on 
the  effects  of  smoking  as  specified  in  last  year’s  resolution 
of  the  House  of  Delegates.  This  program  is  ready  for  the 
fall  semester.  With  the  State  Department  of  Education,  a 
Governor’s  Council  on  Fitness  and  Health  has  been  estab- 
lished. The  liaison  member  frPm  the  State  Department 
of  Education,  Mr.  Zollie  Maynard,  attends  all  of  our 
meetings  and  is  very  cooperative  in  his  effort. 

As  advisors  to  the  State  Board  of  Health,  we  have 
been  asked  to  assist  in  revising  the  Driver’s  Training 
Physical  Form.  We  also  have  advdsed  in  the  local  execu- 
tion of  the  birth  certificate  follow-up  immunization  pro- 
gram. This  program  has  been  generally  directed  toward 
education  to  receive  these  immunizations  through  the 
family  physician.  We  hav^e  congratulated  the  Florida  State 
Dental  Society  on  developing  with  the  State  Board  of 
Health  “A  Guide;  Design  for  Teaching  Dental  Health” 
now  being  used  in  the  public  school  system.  In  coopera- 
tion with  the  Committee  on  Hearing  we  are  working  out 
a program  of  hearing  screening,  administered  by  Dr.  L.  L. 
Parks  of  the  State  Board  of  Health. 

Our  participation  in  the  implementation  of  the  battered 
child  law  and  the  production  Pf  a form  to  be  used 


throughout  the  state  in  reporting  cases  of  “battered  chil- 
dren” is  in  its  formative  phase  and  we  pass  this  on  to  the 
next  committee. 

Recommendations: 

2.  That  a tentative  statewide  meeting  in  the  fall  of 
1 964  between  county  school  superintendents,  public  health 
officials,  and  representatives  of  the  Florida  Medical  Asso- 
ciation, be  approved  and  encouraged. 

3.  That  participation  by  representatives  of  the  Florida 
Medical  Association  in  a Governor's  Council  on  Fitness  and 
Health,  if  and  when  confirmed,  be  approved. 

4.  That  we  continue  to  encourage  each  county  medical 
society  to  have  as  part  of  its  public  health  committee,  a 
school  health  advisory  physician  to  assist  local  school  and 
public  health  officials. 

Emergency  Medical  Service. — The  principal  activity  of 
this  Committee  has  been  its  role  as  Advisory  Committee 
to  the  Selective  Service  System  for  Florida.  We  have  re- 
ceived appr'oximatcly  fifteen  requests  for  evaluation  of 
essentiality  of  physicians.  In  each  case,  these  have  been 
forwarded  to  the  local  county  society  and  its  opinion  for- 
warded to  the  .State  Selective  Service  Committee. 
Recommendation: 

5.  That  each  county  medical  society  Emergency  Medical 
Service  Committee,  or  its  equivalent,  assist  the  state  com- 
mittee in  evaluating  the  essentiality  of  physicians  in  the 
local  community  when  such  is  requested. 

Hearing.  — This  Committee  has  been  working  with 
Dr.  L.  L.  Parks  of  the  State  Board  of  Health  in  planning 
the  school  hearing  testing  program  for  the  State  of  Flor- 
ida, recommended  by  our  Committee  last  year  and  passed 
by  the  House  of  Delegates.  When  hearing  difficulties  are 
found,  parents  will  be  advised  to  contact  their  family 
physician  and  indigent  cases  will  be  reported  to  the 
county  medical  society  and  appropriate  local  agencies 
for  assistance.  When  the  magnitude  of  the  indigent  prob- 
lem has  been  ascertained,  assistance  will  be  requested 
through  the  Medical  Advisory  Committee  to  the  Hospital 
Service  for  the  Indigent  Program.  It  is  our  hope  that  this 
program  will  be  started  in  September  1964. 

The  Committee  also  has  been  attempting  to  encourage 
Kiwanis  clubs  throughout  the  state  in  establishing  a 
program  to  obtain  hearing  aids  for  the  indigent  hard  of 
hearing.  In  a related  area,  the  Committee  has  been 
studying  the  ethical  standards  of  the  Florida  Hearing 
■Aid  .Association  with  a view  toward  coordinating  these 
standards  with  those  of  the  .American  Speech  and  Hear- 
ing Society.  In  cooperation  with  the  Florida  Society  of 
Ophthalmol'ogy  and  Otolaryngology  the  Committee  plans 
an  exhibit  of  the  Temporal  Bone  Bank  from  the  Univer- 
sity V)f  Chicago  and  a hearing  testing  booth  at  the  annual 
meeting  of  the  .Association. 

Indigent  Care.  — During  the  past  year  the  Committee 
has  studied  the  .Association’s  policies  pertaining  to  physi- 
cians’ services  and  hospitalization  of  the  indigent.  The 
Committee  met  in  October  1963,  with  the  Advisory  Com- 
mittee to  the  Hospital  Service  for  the  Indigent  Program 
concerning  'operation  of  the  new  MAA  program  in  Florida. 

In  cooperation  with  the  Bureau  of  Special  Health 
Services  of  the  State  Board  of  Health,  the  Committee 
initiated  preparation  of  a wall  chart  designed  to  present 
a composite  summary  of  health  care  programs  available 
in  Florida  to  eligible  indigent  persons.  The  Committee  also 
plans  to  cosponsor  wdth  the  State  Board  of  Health  an 
exhibit  on  indigent  care  at  the  Association’s  annual 
meeting. 

Recommendations: 

6.  That  the  Association's  statement  of  policy  regarding 
availability  of  physicians’  services  to  indigent  persons  be 
re-affirmed  and  that  county  medical  societies  be  requested 
to  re-examine  their  practices  with  reference  to  care  of  in- 
digent persons.  It  is  further  recommended  that  an  additional 
sentence  be  added  to  the  Association's  policy  to  read  “That 
where  care  is  provided  in  the  doctor's  office  he  is  then 
entitled  to  a fee  for  reimbursable  costs,  excluding  services." 

7.  That  county  medical  societies  establish  such  criteria 
on  a local  basis  in  order  to  meet  the  needs  of  their  com- 
munities and  that  the  American  Medical  Association  guide 
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for  physician  services  to  the  indigent  entitled  “A  Guide  to 
Policy  Statements"  be  utilized. 

8.  In  regard  to  the  Medical  Assistance  for  the  Aged 
(MAAI  Program: 

(a I That  expenditures  for  needed  health  care  be  con- 
sidered as  one  of  the  requirements,  in  determining 
financial  eligibility  for  public  assistance. 

(b)  That  greater  liberalization  of  resources  (other 
than  income)  be  allowable  to  prevent  the  pos- 
sibility of  permanent  pauperization  of  MAA  re- 
cipients. 

(c)  That  in  determining  eligibility  for  benefits  under 
the  MAA  program,  the  difference  between  an  ap- 
plicant's basic  requirement  income  and  actual  in- 
come over  a period  of  one  year  be  considered. 

9.  That  the  previous  recommendation  be  reaffirmed  that 
physicians  in  those  counties  not  participating  in  the  Hos- 
pital Service  for  the  Indigent  program  be  requested  to 
explain  the  purposes  of  the  program  to  and  encourage 
their  county  commissioners  to  have  their  counties  become 
participating  counties,  in  that  county  financial  participation 
is  a fundamental  requirement  for  efficient  and  economical 
operation  of  a tax-supported  health  care  program. 

10.  That  the  previous  recommendation  be  reaffirmed 
regarding  review  of  hospital  admissions  of  the  needy  paid 
for  through  the  use  of  tax  funds,  and  it  is  recommended 
further  that  such  review  be  incorporated  into  the  activities 
of  hospital  staff  utilization  committees. 

Labor.  — The  Committee  has  continued  to  pursue  the 
adoption  by  'organized  labor  of  a policy  authorizing  the 
formation  of  a Joint  State  Medical  - Labor  Liaison  Com- 
mittee. Due  to  the  complexity  of  organized  labor  in 
Florida,  some  delay  has  been  encountered.  The  Com- 
mittee plans  to  undertake  renewed  efforts  and  possibly 
new  approaches  during  the  coming  year  to  achieve  this 
objective  which  already  has  been  approved  by  the  Asso- 
ciation’s House  of  Delegates. 

Maternal  Health.  — The  Committee  has  continued  to 
conduct  the  Florida  Maternal  Mortality  Survey  and  has 
reported  its  findings  through  various  channels.  The  Com- 
mittee also  has  cooperated  with  the  State  Board  of 
Health  in  sponsoring  the  annual  obstetric/pediatric 
seminar.  Study  also  has  been  maintained  of  existing  and 
needed  legislation  in  the  field  of  maternal  health. 

Recommendafions: 

11.  A number  of  deaths  were  attributed  in  1963  to  the 
failure  of  hospitals  to  have  whole  blood  on  hand,  so  it  is 
recommended  that  whole  blood  be  immediately  available  to 
all  hospitals. 

12.  That  efforts  be  continued  for  the  passage  in  the 
Florida  Legislature  of  bills  for  the  protection  of  privileged 
communication  in  scientific  studies. 

Mental  Health.  — During  the  year  the  Committee  has 
Continued  to  work  cooperatively  \vith  private  and  gov- 
ernmental groups  dealing  with  the  general  area  of  mental 
health.  Close  liaison  with  the  Florida  Psychiatric  Society 
has  been  firmly  established.  The  annual  conference  of 
state  mental  health  leaders  was  held  in  November  1963, 
along  with  a state  conference  cosponsored  with  the  Com- 
mittee on  Aging  on  problems  of  nonpsych'otic  aged  pa- 
tients currently  in  the  state  mental  hospitals.  Advice  and 
assistance  were  provided  to  the  new  unit  for  psychotic 
children  at  the  University  of  Florida,  the  State  Board  of 
Health  and  the  Committee  on  Mental  Health  of  the 
Florida  Legislative  Council.  The  Committee  also  has  rep- 
resented the  Association  on  the  Advisory  Council  of  the 
Florida  Mental  Health  Planning  Program  and  the  chair- 
man has  served  as  a member  of  its  Steering  Committee. 

Recommendations: 

13.  The  establishment  of  a Department,  or  Division,  of 
Mental  Health  under  the  direction  of  a qualified  psychiatrist. 
Such  Department  should  include  state  mental  hospitals;  adult 
and  children’s  psychiatric  services,  either  in-patient  or  out- 
patient; community  mental  health  centers;  diagnostic  and 


treatment  facilities  for  the  mentally  retarded,  either  in- 
patient or  out-patient;  hospitals  or  clinics  for  rehabilitation 
of  alcoholics,  and  all  state  services  and  facilities  whose 
primary  orientation  is  related  to  the  area  of  mental  health 
and  treatment  of  the  mentally  ill.  Every  effort  should  be 
made  to  utilize  personnel  who  are  presently  employed  in,  or 
responsible  for,  whatever  divisions  would  be  affected  by 
such  reorganization. 

(Referred  to  the  Board  of  Governors  for  review  and  action) 

14.  Florida  Medical  Association  cosponsors  with  the 
Florida  Association  for  Mental  Health  a legislative  confer- 
ence for  state  legislators,  to  present  and  further  explain 
legislative  objectives  of  the  organizations,  providing,  how- 
ever, that  the  objectives  of  both  organizations  are  in  full 
accord,  and  that  the  FMA  not  be  committed  to  any  financial 
obligation. 

15.  Florida  Statutes  relating  to  mental  health  and 
mental  hygeine  be  reviewed  and  revised  as  necessary. 

16.  Immediate  provisions  in  the  Florida  Statutes  for 
emergency,  involuntary  admissions  to  hospitals  of  persons 
suspected  to  be  psychotic. 

17.  Physicians  be  encouraged  to  participate  actively 
and  cooperate  with  other  community  leaders,  in  community 
mental  health  planning  and  services,  particularly  utilizing 
the  structure  of  the  county  medical  society  as  a means  of 
representation  and  participation. 

18.  Physicians  actively  participate  and  cooperate  as 
medical  members  of  committees  appointed  by  county  judges 
to  inquire  into  the  mental  or  physical  competency  of  persons 
who  are  alleged  to  be  physically  or  mentally  incompetent. 

Public  Health.  — The  recommendation  of  this  Com- 
mittee that  the  birth  certificate  follow-up  immunizatton 
program  be  made  available  state-wide  was  approved  by 
the  Board  of  Governors  in  May  1963.  The  primary  effort 
of  this  program  is  education  to  receive  these  immuniza- 
tions through  the  family  physician.  The  Committee  was 
represented  on  the  Florida  Co'ordinating  Council  for 
Tuberculosis.  Recommendation  of  a limited  oral  cytolog>' 
study  sponsored  by  the  Florida  State  Dental  Society  and 
the  State  Board  of  Health  was  approved  by  the  Board 
of  Governors  in  September  1963. 

Recommendation: 

1 9.  That  implementation  of  the  new  law  authorizing 
bequeathing  of  bodies  or  parts  of  bodies  for  scientific  pur- 
poses (Chapter  736.18,  Florida  Statutes)  be  stimulated 
primarily  through  the  Association  and  its  appropriate  Com- 
mittees. 

Rural  Health.  — In  pursuance  of  its  recommendation 
in  1963  that  each  county  medical  society  appoint  a rural 
health  committee  or  a member  interested  in  this  field,  the 
Committee  reported  that  these  appointments  have  been 
accomplished  in  all  of  the  41  component  societies.  The 
Committee  continued  t'o  supervise  the  .Association’s  par- 
ticipation as  a member  organization  in  the  joint  Florida 
Committee  on  Rural  Health.  Various  meetings  on  the 
state  and  national  levels  were  attended  by  the  chairman. 

Vision.  — During  the  past  year,  the  Committee  con- 
tinued its  two  maj'or  activities  of  promoting  medically 
supervised  eye  screening  programs  in  public  schools  and 
glaucoma  screening  in  the  state’s  adult  population  above 
40  years  of  age. 

“The  Reference  Committee  recommencJs  that 
Resolution  64-1  be  amended  to  read  ‘.  . . the 
American  Pharmaceutical  Association  be  request- 
ed to  institute  a program  of  labeling  every  dis- 
pensed prescription  drug  with  the  e.xpiration  date 
which  appears  on  the  original  package  under  the 
requirements  of  the  Food  and  Drug  .Administra- 
tion.’ 

“Mr.  Speaker,  I move  the  adoption  of  this 
resolution,  as  amended.” 

Xo  discussion;  no  objections;  motion  carried. 
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Resolution  64-1 

Labeling  of  Drugs  as  to  Expiration  Date 

Hillsborough  County  Medical  Association 

Because  certain  antibiotics  after  periods  of  storage 
show  breakdown  products  that  may  cause  tPxic  re- 
sponses when  ingested,  and  because  the  shelf  life  of 
most  drugs  is  unknown  to  the  lay  public  and  to  many 
physicians,  be  it 

RESOLVED,  That  the  Florida  Pharmaceutical  As- 
sociation and  the  American  Pharmaceutical  Association 
be  requested  to  institute  a program  of  labeling  every  dis- 
pensed prescription  drug  with  the  expiration  date  which 
appears  on  the  original  package  under  the  requirements 
of  the  Food  and  Drug  Administration. 

“The  Reference  Committee  recommends  dis- 
approval of  Resolution  64-11,  Heart  Clinics.  This 
disapproval  was  recommended  in  the  best  interest 
of  the  Florida  Medical  Association  since  it  is  not 
felt  that  a need  for  such  heart  clinics  currently 
exists. 

“Mr.  Speaker,  I move  that  Resolution  64-11 
not  be  adopted.” 

Xo  discussion;  no  objections;  motion  carried. 

The  Vice  Speaker  ruled  that  consideration  of 
Resolution  64-12  was  not  necessary  in  view  of 
the  previous  motion  on  the  Council  on  Medical 
Services  Report. 

“The  Reference  Committee  recommends  dis- 
approval of  Resolution  64-14  since  it  is  contrary 
to  the  previously  approved  report  of  the  Council 
on  Allied  Professions  and  \'ocations. 

Opposition  to  the  motion  of  the  Reference 
Committee  was  expressed  by  Dr.  Louis  P.  Brady 
of  Orange  and  Dr.  .\nthony  C.  Galluccio  of  Brow- 
ard. Two  motions  to  approve  Resolution  64-14 
were  ruled  out  of  order  by  the  Vice  Speaker. 

The  motion  of  the  Reference  Committee  to 
disapprove  resolution  64-14  was  defeated. 

\ motion  to  refer  this  resolution  to  the  Board 
of  Governors  for  further  study  was  ruled  out  of 
order  by  the  Speaker. 

.■\fter  considerable  discussion  a motion  to  re- 
consider the  previous  action  was  defeated. 


Dr.  Brady,  Orange;  “I  move  that  Resolution 
64-14  introduced  by  the  Polk  County  Medical 
•Association  (with  the  correction  of  the  word  ‘ade- 
quately’ to  ‘inadequately’)  be  approved. 

Motion  was  seconded. 

•A  discussion  followed  in  which  Dr.  Ben  C. 
Storey  of  Brevard  and  Dr.  Fllpse  of  Dade  par- 
ticipated. 

•A  motion  to  table  the  motion  on  the  floor  was 
ruled  out  of  order  by  the  V’ice  Speaker  as  you 
cannot  table  an  amendment  to  a motion. 

Dr.  .Arthur  J.  Moseley,  Polk:  “I  move  to 
withdraw  the  Resolution  64-14  on  behalf  of  the 
Polk  County  Medical  Association.” 

•A  vote  was  taken  to  determine  if  there  was  a 
two-thirds  majority  in  favor  of  allowing  Polk  to 
withdraw  the  resolution. 

The  motion  to  withdraw  the  resolution  was 
defeated. 

Dr.  Thomas  S.  Edwards,  Duval,  moved  that 
the  matter  be  tabled  for  further  consideration 
next  year. 

Motion  was  defeated. 

The  motion  to  adopt  Resolution  64-14  carried. 

Resolution  64-14 

Podiatry 

Polk  County  Medical  Association 

Whereas,  The  Florida  Medical  Association,  following 
the  lead  of  the  .American  Medical  .Association,  has  spe- 
cifically announced  recognition  of  Podiatry  as  a sister 
profession,  to  be  given  appropriate  prerogatives  and  privi- 
leges, and 

Whereas,  This  action  has  been  found  to  be  inade- 
quately justified,  therefore  be  it 

RESOLVED,  That  the  Florida  Medical  .Association 
withdraws  such  approval  and  recognition. 

Dr.  Dean  moved  for  adoption  of  the  entire  re- 
port as  amended. 

Motion  carried. 

Dr.  Dean  thanked  the  members  of  his  Ref- 
erence Committee:  Drs.  William  M.  C.  Wilhoit, 
Louis  C.  Murray,  Francis  X.  Cooke  and  Banning 
G.  Lary. 


REPORT  OF  REFERENCE  COMMITTEE 
NO.  Ill 


Finance  and  Administration 


Dr.  George  S.  Palmer,  Chairman:  “The  Ref- 
erence Committee  on  Finance  and  Administration 
has  considered  each  of  the  items  referred  to  it, 
and  desires  to  present  the  following  report.  The 
Reference  Committee’s  recommendations  on  each 
item  wall  be  submitted  separately  and  I respect- 


fully suggest  that  each  item  be  acted  upon  be- 
fore going  to  the  next. 

“The  Reference  Committee  recommends  ap- 
proval of  the  Board  of  Governors  report  and 
wishes  to  commend  the  Board  especially  on  the 
efficient  manner  in  which  it  has  handled  the  finan- 
cial affairs  of  the  Association. 
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“Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report.” 

No  discussion;  no  objections;  motion  carried. 

Report  of  the  Board  of  Governors 

\V.\RREX  \V.  QUILLI.\X,  Chairman 

The  Board  of  Governors  held  four  formal  meetings 
during  the  .\ss’ociation’s  administrative  year.  They  were 
held  on  May  19,  1963;  September  19-20-21,  1963;  Janu- 
ary 12,  1964,  and  .\pril  4-S,  1964.  Two  meetings  were  held 
by  conference  telephone  calls  to  consider  urgent  matters 
on  May  29,  1963  and  Xovember  11,  1963.  If  it  is  necessary 
to  hold  another  meeting  prior  to  the  .\nnual  Meeting,  it 
will  be  Covered  in  a supplemental  report  and  presented  at 
the  first  meeting  of  the  House  of  Delegates  on  May  7, 
1964. 

The  continuing  growth  of  the  .Association  and  its  ac- 
tivities has  brought  with  it  increasingly  heavy  responsi- 
bilities and  demands  upon  the  time  of  your  officers,  mem- 
bers of  the  Board,  and  the  members,  especially  the  chair- 
men, 'of  councils  and  committees.  The  physicians  who  so 
willingly  serve  in  these  highly  significant  but  often  thank- 
less positions  at  great  personal  sacrifice  are  trulj’  dedicated. 
Every  member  of  the  Association  owes  these  men  and 
women  a heartfelt  vote  of  appreciation  for  their  personal 
and  collective  contributions  to  our  profession  during  the 
past  year.  To  this  the  chairman  adds  his  deep  gratitude 
for  the  privilege  of  having  been  associated  with  them. 

MAJOR  ACTIVITIES 

■AXXU.AL  MEETIXG.  — The  Board  approved  the 
program  and  schedule  for  the  1964  .Annual  Meeting  sub- 
mitted by  the  Committee  on  Scientific  Work.  The  scientific 
program  again  this  year  will  be  presented  in  cooperation 
with  a number  of  the  special  interest  groups.  Six  scien- 
tific section  presentations  will  be  made  during  the  .Annual 
Meeting.  The  Board  further  authorized  for  the  second 
year  three  special  exhibit  visitation  awards  to  increase  at- 
tendance at  the  .Annual  Meeting  and  exhibit  visitation. 
This  being  the  Xinetieth  .Annual  Meeting  of  the  .Associa- 
tion, it  has  been  de.signated  as  the  “Gay  Xineties”  meeting. 

PRESIDEXTS’  .AXD  SECRETARIES’  COXFER- 
EXCE.  — The  Board  sponsored  the  Sixth  .Annual  Confer- 
ence for  Presidents  and  Secretaries  of  County  Medical 
Societies  on  January  25-26,  1964,  in  Orlando,  Florida. 
Twenty-eight  county  medical  societies  were  represented 
at  the  Conference  this  year  and  represented  over  95  per 
cent  of  the  membership  of  the  Florida  Medical  .Associ- 
ation. 

FIX.AXCIAL  ST.ATEMEXT  .AXD  BUDGET.  — The 
Board  carefully  reviewed  the  financial  statement  prepared 
by  the  Secretary-Treasurer  and  Executive  Director  and 
the  auditor’s  statement  prepared  by  the  .Association’s  certi- 
fied public  accountant  for  the  .Association’s  fiscal  year, 
which  was  the  calendar  year  1963.  In  1963  the  .Associ- 
ation had  an  income  from  all  sources  of  $286,571.00;  total 
expenses  incurred,  including  depreciation  and  inventor> 
adjustment  of  $247,804.00,  for  a net  excess  of  income  over 
expenses  of  ,$38,767.00.  The  Board  approved  an  annual 
operational  budget  for  the  calendar  year  1964  in  the 
amount  of  $263,000.00,  plus  5 per  cent  for  reserve  and 
$10,000.00  for  reserve  toward  expenditures  for  the  com- 
pleted building  addition  and  acquisition  of  addittonal 
property.  In  compliance  with  the  By-Laws  this  budget 
was  presented  by  the  Executive  Director  after  consulta- 
tion with  the  Secretary-Treasurer,  it  was  reviewed  and 
amended  by  the  Executive  Committee,  further  amended 
by  the  Board  and  was  based  upon  an  anticipated  income 
of  $285,000.00. 

PROPERTY  .ACQUISITIOX.  — Your  Board  author- 
ized the  purchase  of  an  additional  piece  of  property  on  the 
river  front  adjoining  the  .Association’s  headquarters  build- 
ing for  future  needs  of  the  .Association  and  investment 
purposes. 


EXECUTIVE  DIRECTOR.  — The  Board  approved 
a resolution  of  appreciation  to  VV.  Harold  Parham,  Ex- 
ecutive Director,  and  entered  into  a five-year  renewable 
contract  for  his  services. 

.APPOIXTMEXTS.  — On  May  19,  1963  the  Board  ap- 
pointed Reuben  B.  Chrisman  Jr.,  M.D.,  as  the  .AM.A  dele- 
gate to  serve  on  the  Board  of  Governors;  Leo  M.  VVachtel, 
M.D.  as  the  State  B'oard  of  Health  member  of  the  Board 
of  Governors ; approved  the  President’s  appointment  of 
Samuel  M.  Day,  M.D.  to  serve  as  Public  Relations  Officer; 
approved  the  appointment  of  the  late  S.  Carnes  Harvard, 
M.D.  as  the  optional  member  of  the  Executive  Committee; 
appointed  the  members  of  the  Committee  on  Research  with 
Karl  B.  Hanson,  M.D.,  chairman;  appointed  Thad  Mose- 
ley, M.D..  as  Editor  of  The  Journal;  accepted  the  Editor’s 
nominations  and  appointed  Charles  K.  Donegan,  M.D., 
John  M.  Packard,  M.D.  and  Franz  H.  Stewart,  M.D.  as 
.Assistant  Editors  of  The  Journal;  appointed  the  Committee 
on  National  LegislatiPn  of  key  contact  physicians  for 
Florida’s  congressional  delegation;  appointed  a subcom- 
mittee of  the  Board  on  .Advertising,  the  selection  of  mem- 
bers to  be  left  to  the  prerogative  of  the  President,  who 
appointed  Floyd  K.  Hurt,  M.D.;  reappointed  the  sub- 
dommittees  to  the  Board  on  Florida  Medical  Foundation, 
Inter-.American  Relations,  Quackery,  Venomous  Snake 
Bite,  Medicine  and  Religion;  and  designated  the  Execu- 
tive Committee  of  the  Board  to  serve  as  the  Committee 
on  Professional  Liability  Insurance. 

COMMUXITY  SERVICE  AWARD.  — The  Board 
reviewed  the  nominations  received  from  county  medical 
societies  and  selected  the  recipient  for  the  .A.  H.  Robins 
Company  .Award  “For  Outstanding  Community  Service 
by  a Physician,’’  to  be  presented  at  the  first  meeting  of 
the  House  of  Delegates,  May  7. 

RESOLUTION’.  — Your  Board  reviewed  the  Liberty 
.Amendment  referred  by  the  House  of  Delegates  and  agreed 
that  no  stand  be  taken  on  this  amendment  but  to  rec- 
ommend to  individual  doctors  that  they  act  as  they  see  fit. 
This  decision  was  based  upon  an  opinion  of  the  .Associa- 
tion’s legal  c’ounsel  and  that  of  the  Board  that  the  pro- 
visions of  the  Liberty  .Amendment  go  beyond  the  pro- 
visions of  the  By-Laws  of  the  .Association  and  the  .scope 
of  its  activities. 

MEDIC.ARE.  — .A  Medicare  Negotiating  Committee 
was  appointed  to  negotiate  a new  contract  with  the  Office 
for  Dependents  Medical  Care  fPr  1963-64.  In  compliance 
with  the  policy  of  the  House  of  Delegates  this  contract 
was  renewed  for  the  current  year  based  upon  the  1962 
Florida  Relative  Value  Studies.  The  major  portion  of  the 
contract  year  has  been  spent  in  clarifying  the  contract  and 
implementing  the  details  of  its  administration  in  accord- 
ance with  the  FM.A  Relative  Value  Studies.  The  Board 
approved  the  recommendations  of  this  committee  as  fol- 
lows: 

a.  Renewal  of  the  current  Medicare  contract  for  the 
year  1964-65,  effective  May  1,  1964. 

b.  The  employment  of  a medical  consultant  by  the 
fiscal  administrator  to  review  all  questionable 
claims  before  being  sent  to  the  FM.A  Medicare  Me- 
diation Committee  or  county  medical  societies  and 
to  advise  the  fiscal  administrat'or  and  the  Florida 
Medical  .Association. 

COUNCIL  AND  COMMITTEE  REPORTS 

The  Board  had  the  opportunity  and  the  privilege  of 
working  closely  with  the  Councils  and  Committees  and 
exerted  great  effort  in  coordinating  their  activities  and  im- 
plementing the  policies  of  the  House  of  Delegates.  The 
Board  on  .April  5 carefully  reviewed  and  edited  all  Council 
and  Committee  reports  to  be  transmitted  to  the  House  of 
Delegates  in  the  Delegates’  Handbook.  The  complete  re- 
ports as  submitted  by  the  Councils  and  Committees  will 
be  available  at  the  Reference  Committee  meetings.  Specific 
actions  regarding  recommendations  of  the  Councils  dur- 
ing the  vear  are  as  follows: 
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WORKMEN'S  COMPENSATION  MEDICAL  FEES. 
— The  Board  approved  the  new  Workmen’s  Compensa- 
tion medical  fee  pi'ogram,  including  the  Medical  .Advisory 
Committee,  no  published  fee  schedule  approach,  and  a 
medical  consultant.  The  Board  further  commended  The 
Honorable  .■\.  Worley  Brown,  Industrial  Commissioner, 
Thomas  J.  Bixler,  M.D.,  Medical  Consultant  to  the  Flor- 
ida Industrial  Commission,  and  Henry  J.  Babers  Jr.,  M.D., 
Chairman,  and  members  of  his  Fee  Schedules  Committee 
for  their  efforts  in  developing  and  implementing  this  new 
program. 

COUNCIL  ON  ALLIED  PROFESSIONS  .AND  VO- 
C.ATIONS.  — 1.  .Amended  and  approved  the  recommenda- 
tion that  the  Committee  on  Pharmacy  be  authorized  to 
prepare  an  acceptable,  standardized  prescription  form 
according  to  criteria  adopted  by  the  committee,  which 
would  also  be  subject  tb  approval  by  the  Florida  State 
Pharmaceutical  .Association. 

2.  .Approved  the  recommendation  that  the  Committee 
on  Nursing  be  authorized  to  hold  joint  meetings  with  the 
new  Medical  Liaison  Committee  of  the  Florida  Nurses 
.Association  for  purposes  of  improving  liaison  between  the 
two  organizations. 

3.  Authorized  approval  be  granted  to  the  two  new 
study  courses  in  the  Florida  Medical  .Assistants  .Associa- 
tion educational  program. 

4.  .Amended  and  approved  the  recommendation  that 
the  county  medical  societies  be  encouraged  to  form  Pro- 
fessional Liability  Committees  or  assign  this  responsibility 
to  existing  committees  of  the  county  medical  societies  as 
has  been  previously  requested  by  the  .Association. 

COUNCIL  ON  MEDIC.AL  SERVICES.  — 1.  .Ap- 
proved the  recommendation  of  the  Committee  on  Public 
Health  endorsing  the  demonstration  project  by  the  Florida 
State  Dental  Society  and  the  Florida  State  Board  of 
Health  entitled,  “.A  Proposal  for  Determining  the  Value  of 
an  Oral  Cytology  Technique  for  the  Early  Detection  of 
Oral  Cancer.” 

2.  .Approved  a meeting  jointly  sponsored  by  the  Com- 
mittees on  Mental  Health  and  .Aging  to  consider  need  for 
and  feasibility  of  removing  nonpsychotic  aged  patients 
from  the  state  mental  hospitals  and  placing  them  in  nurs- 
ing homes  in  local  communities. 

3.  .Approved  the  Florida  Medical  .Association’s  con- 
tinued participation  in  the  Florida  Coordinating  Council 
on  TB  Eradication. 

4.  .Approved  the  report  of  the  Committee  on  Public 
Health  concerning  a saturation  immunization  program 
through  birth  certificate  follow-up  with  the  provision 
that  these  immunizations  be  administered  by  private 
physicians  and  in  cases  of  indigent  patients  who  do  not 
have  a private  physician  they  be  given  by  the  county 
health  department,  which  will  keep  a record  of  individual 
immunizations  and  if  requested  by  the  patient  report  these 
immunizations  to  a private  physician. 

VOLUNTARY  HEALTH  AGENCIES.  — Approved  a 
recommendation  of  this  Council  that  the  criteria  for  recog- 
nition of  voluntary  health  agencies  be  amended  to  require 
“that  an  agency  applying  for  recognition  have  adequate 
medical  representation  on  its  board  of  directors.” 

OTHER  ACTIVITIES 

SPECI.ALTV  GROUPS.  — .Approved  the  request  for 
reinstatement  of  recognition  as  a specialty  group  to  the 
Florida  Neurosurgical  Society. 

■Amended  the  criteria  for  approval  of  specialty  groups 
by  adding  additional  criterion  “that  all  its  members  shall 
be  members  of  the  Florida  Medical  .Association.” 

.Approved  amendments  to  the  contract  between  the 
Florida  Medical  Association  and  the  specialtj^  groups  to 
which  it  provides  administrative  services. 

AMERIC.AN  MEDIC.AL  ASSOCI.ATION  MEET- 
INGS. — 1.  Considered  arrangements  ho  host  the  .AM.A 
1964  Clinical  Session  in  Miami,  November  30 — December 
3,  1964. 


2.  .Accepted  the  invitation  to  participate  in  the  South- 
eastern States  Hospitality  Room  at  the  .AM.A  meetings. 

OSTEOP.ATHY.  — Reviewed  the  question  of  referral 
of  patients  to  the  University  of  Florida  College  of  Medi- 
cine by  osteopaths,  which  was  being  pursued  by  the  Flor- 
ida Oste’opathic  Medical  .Association  with  the  Board  of 
Control  and  agreed  to  oppose  such  a change  in  policy. 

AUTOMOTIVE  CRASH  INJURY  RESEARCH  PRO- 
GR.AM.  — Reaffirmed  its  approval  of  the  Cornell  Uni- 
versity .Automotive  Crash  Injury  Research  Program  to 
be  conducted  in  Florida  and  agreed  to  cooperate  with 
this  project  with  the  Florida  Department  Pf  Public  Safety, 
State  Board  of  Health  and  the  Florida  Hospital  .Associa- 
tion. 

FMA  INVESTMENT  PLAN.  — Approved  the 
amended  Declaration  of  Plan,  Rules  and  Regulations, 
Custodial  .Agreement  and  Custodial  .Agent’s  .Authoriza- 
tion Form  for  the  Florida  Medical  .Association  Investment 
Plan  which  replaces  the  FM.A  Investment  Trust  which 
has  been  dissolved,  and  noted  that  a member  may  par- 
ticipate: (1)  .As  an  individual  with  no  tax  advantage;  (2) 
tax-free  pension  or  profit  sharing  plan  under  Public  Law 
87-792,  or  (3)  through  a professional  service  corporation 
under  Chapter  61-64,  Florida  Statutes. 

FL.AMP.AC.  — Your  Board  appointed  the  District 
Chairmen  to  the  Board  of  Directors  of  FL.AMP.AC  in 
compliance  with  its  Constitution  and  By-Laws.  It  ap- 
proved the  FM.A  Executive  Office  assisting  the  organiza- 
tion on  a reimbursed  basis  for  educational  purposes  and 
in  any  other  reasonable  manner  which  would  not  jeopard- 
ize the  .Association’s  tax-exempt  status. 

PUBLIC.ATIONS.  — .Approved  the  text  and  author- 
ized the  publication  Of  three  brochures:  (1)  “Facts 

.About  FM.A,”  (2)  “.A  Guide  for  Malpractice  Protec- 
tion,” (3)  a Council  and  Committee  handbook  entitled, 
“What  Every  Chairman  Should  Know.” 

.AUTO  LE.ASE.  — .Approved  the  .Autolease  Corpora- 
tion plan  for  leasing  of  automobiles  by  FM.A  members. 

H.AITI.AN  RELIEF.  — Commended  the  participants 
in  the  Haiti  Hurricane  Relief  Project  for  their  humani- 
tarian efforts. 

NOMINATIONS 

CERTIFICATE  OF  MERIT.  — Your  Board  recom- 
mends that  Meredith  Mallory,  M.D.,  of  Orlando  be 
awarded  the  .Association’s  Certificate  of  Merit. 

COM.MITTEE  ON  ME.MBERSHIP  AND  DISCI- 
PLINE. — .As  provided  for  in  the  By-Laws,  the  Board 
of  Governors  nominates  the  following  physicians  for  those 
terms  expiring  in  1964: 

District  3 Edward  J.  Lauth  Jr.,  M.D.,  Miami  1968 
District  4 Jack  Q.  Cleveland,  M.D.,  Miami  196S 

District  4 Nelson  Zivitz,  Miami  Beach  1968 

District  .S  W.  Wardlaw  Jones,  M.D.,  Dade  City  1968 
District  8 Thomas  H.  Bates,  M.D.,  Lake  City  1968 
District  10  Ernest  R.  Bourkard,  M.D.,  Tampa  1968 
District  12  N.  Worth  Gable,  M.D.,  St.  Petersburg  1968 
{.Additional  nominations  may  be  made  from  the  floor  of 
the  House  of  Delegates.) 

BLUE  SHIELD  BOARD  OF  DIRECTORS.  — The 
Board  of  Governors  reviewed  the  nominations  for  the 
Blue  Shield  Board  of  Directors,  presented  by  the  Blue 
Shield  Nominating  Committee,  and  from  the  nominations 
for  each  physician  directorship  the  following  two  were 
chosen: 

Medical  District  “B” 

Three  Year  Term 

John  S.  Stewart,  M.D.,  Fort  Myers 
James  M.  Ingram,  M.D.,  Tampa 
Medical  District  “D” 

Three  A'ear  Term 

Ralph  W.  Jack,  M.D.,  Miami 

Nelson  Zivitz,  M.D.,  Miami 
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At  Large 

Three  Year  Term 
John  T.  Stage,  M.D.,  Jacksonville 
Henry  L.  Harrell,  M.D.,  Ocala 
James  T.  Cook,  M.D.,  Marianna 
Charles  L.  Park  Jr.,  M.D.,  Sanford 
George  S.  Palmer,  M.D.,  Tallahassee 
Warren  W.  Quillian,  M.D.,  Miami 
The  three  la>'  members  nominated  by  the  Xominating 
Committee  were  approved  by  the  Board  as  follows: 
District  “D” 

Three  Year  Term 
Mitchell  Wolfson,  Miami 

-At  Large 

Three  Year  Term 

Dean  C.  Houk,  St.  Petersburg 

.Arthur  Saarinen,  Port  Lauderdale 

RECOMMENDATIONS 

1.  BY-LAWS.  — After  careful  consideration,  the  Board 
of  Governors  recommends  to  the  House  of  Delegates  the  fol- 
lowing amendments  to  the  current  By-Laws  of  the-  Florida 
Medical  Association,  Inc.; 

a.  Amend  Chapter  IV,  Section  6,  paragraph  1 to  read 
as  follows; 

“The  President,  President-Elect,  Vice  President,  Secre- 
tary, Treasurer,  Immediate  Past  President,  Speaker  of 
the  House-  of  Delegates,  Vice  Speaker,  PAST  PRESIDENTS, 
Members  of  the  Council  on  Specialty  Medicine,  and  dele- 
gates to  the  House  of  Delegates  of  the  American  Medical 
Association  shall  be  members  of  the  House  of  Delegates 
with  full  rights  and  privileges." 

This  provides  Past  Presidents  full  privileges  of  the 
House  of  Delegates  and  removes  the  words  “ex  officio.” 

b.  Amend  Chapter  VIII,  Section  2,  paragraph  1 to  read 
as  follows: 

“Unless  otherwise  provided  in  these  By-Laws,  each 
Council  shall  be  composed  of  the  several  Chairmen  of 
the  respective  Committees  in  that  Council.  The  term  of 
service  on  the  Council  shall  coincide  with  the  term  os 
Chairman  of  the  Committee.  The  President  shall  appoint 
annually  a Chairman  of  each  Council." 

c.  Amend  Chapter  IX,  Section  1,  paragraph  5,  by  de- 
leting the  word  “Commercial"  preceding  the  words 
“Health  Insurance,"  and  Section  3,  Subsection  2,  by 
deleting  the  word  “Commercial"  preceding  the  words, 
“Health  Insurance." 

(Explanation:  This  changes  the  name  of  the  Commit- 
tee on  Commercial  Health  Insurance  to  the  Committee  on 
Health  Insurance  as  recommended  by  the  Committee.) 

d.  Amend  Chapter  IX,  Section  1,  paragraph  2,  to  read 
as  follows; 

“THE  COUNCIL  ON  ALLIED  PROFESSIONS  AND  VO- 
CATIONS: Committees  on  Dentistry,  Law,  Medical  Assist- 
ants, Medical  Technologists,  Nursing,  Pharmacy,  Physical 
Therapy,  Religion,  Veterinary  Medicine,  and  X-Ray  Tech- 
nicians.” 

(Explanation:  This  amendment  adds  a Committee  'on 
Religion  to  the  Council  on  .Allied  Professions  and  Voca- 
tions. The  establishment  of  this  Committee  was  recom- 
mended by  an  ad  hoc  Committee  on  Medicine  and  Religion 
of  the  Board  of  Governors.) 

e.  Amend  Chapter  IX,  Section  2,  Subsection  7,  to  read 
as  follows; 

“7.  National  Legislation.  — This  committee-  shall  be 
composed  of  a Key  Contact  Physician  from  each  Congres- 
sional District  in  the  State,  one  for  each  United  States 
Senator  from  Florida  and  a chairman.  The  members  shall 
be  selected  annually  by  the  Board  of  Governors.  The 
Chairman  shall  be  appointed  by  the  President. 

“Subcommittee  on  Liaison  with  Federal  Agencies.  — 
This  subcommittee  shall  be  composed  of  one  physician 
for  each  federal  agency  engaged  in  providing  health 
services.  The  members  shall  be  selected  annually  by  the 
President,  who  shall  also  designate  one  member  of  the 
subcommittee-  as  Chairman." 

(Explanation:  This  amenrlment  deletes  reference  to 
the  AMA  Key  Contact  Physician  tor  the  state.  This  sys- 
tem has  been  di.scontinued  by  the  .AM.A.  Change  was 


recommended  by  the  FM.A  Council  on  Legislation  and 
Public  .Agencies.) 

f.  Amend  Chapter  IX,  Section  3,  Subsection  13,  to  read 
as  follows; 

“13.  THE  COMMITTEE  ON  POSTGRADUATE  EDUCA- 
TION shall  organize  and  conduct  all  postgraduate 
courses,  seminars,  and  similar  educational  programs 
as  sponsored  by  the  Florida  Medical  Association  and 
approve  or  disapprove  all  other  similar  courses  where 
such  action  is  requested  of  the  Florida  Medical  Asso- 
ciation. Where  such  a course  involves  any  financial 
responsibility  on  the  part  of  the  State  Association,  the 
action  of  the  Committee  must  also  be  approved  by  the 
Board  of  Governors.  This  Committee  shall  also  act  as  a 
coordinating  agency  for  all  postgraduate  educational 
programs  and  shall  maintain  close  liaison  and  coopera- 
tion with  all  recognized  medical  schools  in  the  state  of 
Florida." 

(Explanation:  This  amends  the  duties  of  this  Commit- 
tee, which  was  recommended  by  the  Committee.) 

g.  Amend  Section  2,  Subsection  2,  by  adding  the  fol- 
lowing sentence  at  the  end: 

“Interns,  residents  and  fellows  will  pay  a $10  fee  at 
such  time  as  they  are  eligible  for  reclassification  of 
membership." 

2.  ANNUAL  MEETINGS.  — After  ccreful  consideration, 
the  Board  of  Governors  recommends  that  the  following  dates 
and  sites  be  approved  for  the  Annual  Meetings  of  the 
Florida  Medical  Association,  subject  to  satisfactory  arrange- 


ments  with 

the  hotels; 

1966 

Hollywood 

May 

11-15 

Diplomat 

Hotel 

1 967 

Bal  Harbour 

May 

10-14 

Americana  Hotel 

1968 

Hollywood 

May 

8-12 

Diplomat 

Hotel 

1969 

Bal  Harbour 

May 

7-1  1 

Americana  Hotel 

1970 

Hollywood 

May 

6-10 

Diplomat 

Hotel 

The  1965  Annual  Meeting  is  scheduled  April  21-25, 
Americana  Hotel,  Bal  Harbour. 


SUBCOMMITTEES  OF  THE  BOARD 

The  Board  reviewed  and  summarized  the  reports  t>f 
subcommittees: 

A’EXOMOUS  SX'.AKE  BITE.  — This  committee  was 
responsible  for  a .summation  of  the  epidemiology  of  ven- 
omous snake  bite  during  1962.  The  results  were  published 
in  the  June  1963  issue  of  The  Journal  of  the  Florida 
Medical  Association,  to  which  a whole  issue  was  devoted. 
These  findings  have  received  international  recognition. 

(JU.ACKERY.  — The  Committee  on  Quackery  is  ga- 
thering information  on  the  subject  from  our  state  and 
each  physician  is  urged  to  forward  material  to  the  FM.A 
headquarters  when  it  is  encountered.  Since  it  is  felt  that 
this  committee  should  be  maintained,  it  is  urged  that 
members  continue  compiling  evidence  of  quackery,  seeking 
the  cooperation  of  the  State  Board  of  Health  in  this  area 
and  encouraging  continued  public  education. 

FLORIDA  MEDICAL  FOUXD.ATIOX.  — The  F'orida 
Medical  Foundation,  a nonprofit  organization  having  for 
its  purposes  “to  promote  better  medical  care  in  Florida” 
was  established  by  the  Florida  Medical  -Association’s  House 
of  Delegates  in  May,  1956.  The  Charter  was  approved  in 
September,  1956  and  the  By-Laws  adopted  in  Januarv, 

1957. 

In  order  to  obtain  tax  exemption  status,  it  was  neces- 
sary to  amend  the  Charter  with  reference  to  the  objectives 
of  the  Foundation  and  this  was  done  and  approved  by  the 
Judge  of  the  Circuit  Court  of  Duval  County  in  December 

1958.  The  official  ruling  from  the  Internal  Revenue  Serv- 
ice stating  that  the  Foundation  was  exempt  from  federal 
income  tax  and  that  contributions  were  deductible  was  re- 
ceived in  January,  1959. 

The  revised  objectives  of  the  Foundation  are  as  fol- 
lows: 

1.  Improvement  of  the  health  and  of  the  medical  care 
of  the  people  of  Florida. 

2.  Sponsorship  of  graduate  and  postgraduate  medical 
education  without  preference  for  any  person. 
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3.  Aid  to  persons  of  Florida  needing  financial  chari- 
table assistance  who  are  pursuing  an  education  in 
medicine. 

4.  Aid  of  deserving  indigent  or  destitute  physicians 
who  by  reason  of  illness  or  mental  or  physical  in- 
capacity need  charitable  assistance. 

5.  Promotion  and  sponsorship  of  medical  research  ex- 
clusively for  public  purposes  and  benefits. 

•A  Trust  .Agreement  with  the  Florida  National  Bank  of 
Jacksonville  was  executed  in  February,  19S8,  which  has 
.several  divisions.  Trust  Funds  have  been  set  up  for  the 
Dade  County  Medical  Association  (1957),  the  Florida 
.Academy  of  General  Practice  (1959),  and  the  Medical 
Center  Clinic  of  Pensacola  (1961)  to  administer  medical 
student  loans;  agreements  are  in  effect  with  the  Florida 
United  Community  Funds,  Inc.,  for  a medical  research 
program  (1959);  with  the  Florida  State  Board  of  Health 
for  research  and  development  programs  (1959),  and  the 
Tampa  General  Hospital  Medical  Staff  for  education  and 
research  (1961). 

In  May,  1959,  the  FM.A  House  of  Delegates  authorized 
voluntary  contributions  from  the  membership  in  the 
amount  of  $7.50  annually,  to  be  used  for  medical  educa- 
tion. Each  year  since,  a solicitation  has  been  sent  to  each 
member  and  there  has  been  good  response.  Current  assets 
of  the  Foundation,  including  Trust  accounts  and  outstand- 
ing loans,  exceed  seventy  thousand  dollars. 

The  Board  of  Governors  of  the  Florida  Medical  .Asso- 
ciation constitute  the  Foundation’s  Board  of  Directors. 
The  current  officers  are  Dr.  Leo  M.  Wachtel,  President; 
Dr.  S.  Carnes  Harvard,  A’ice  President;  and  Dr.  Henry  J. 
Babers  Jr.,  Secretary-Treasurer.  Mr.  W.  Harold  Parham, 
Executive  Director  of  the  Florida  Medical  Association, 
serves  as  Executive  Secretary  of  the  Foundation. 

Speaker;  “The  report  carried  and  at  this  time,, 
if  you  will  look  on  pages  36  and  37,  you  will  see 
that  you  just  passed  the  first  recommendation, 
which  is  a change  in  the  By-Laws,  which  essen- 
tially provides  Past  Presidents  of  this  organiza- 
tion full  privileges  of  the  House  of  Delegates  and 
removes  the  words  ‘ex  officio.’  At  this  time,  it  is 
my  pleasure  to  invite  all  Past  Presidents  of  this 
organization  to  come  forward  and  take  their  seats 
with  the  Delegates,  where  they  should  have  been 
sitting  for  these  many  years.” 

The  House  applauded  as  Drs.  Shaler  Richard- 
son, Eugene  G.  Peek  Sr.,  P'rederick  K.  Herpel 
and  William  C.  Roberts  took  their  seats  in  the 
House. 

Dr.  Palmer;  “The  Committee  recommends 
that  the  Report  of  the  Judicial  Council  be  amend- 
ed as  follows;  That  the  last  sentence  on  page  40 
of  the  Handbook  read;  ‘It  was  felt  that  the  sign 
on  the  building  was  legal  without  the  use  of  the 
caduceus.’  This  deletes  the  phrase,  ‘and  that  it 
was  ethical  to  charge  interest  on  past  due  ac- 
counts.’ Except  for  this  amendment,  the  re- 
mainder of  the  Judicial  Council  report,  its  com- 
mittee reports  and  the  supplemental  report,  are 
approved  as  printed. 

“Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report  as  amended.” 

No  discussion;  no  objections;  motion  carried. 


Judicial  Council 

JERE  \V.  ANNIS,  Chairman 

Council: 

The  Judicial  Council  met  on  January  19,  1964,  in  the 
FM.A  Headquarters  Building  in  Jacksonville,  to  hear  a 
member  of  the  society  and  counsel  appeal  censure  t)f  him 
by  a component  county  medical  association.  .After  careful 
review  of  the  evidence,  it  was  determined  that  the  action 
taken  was  in  accordance  with  the  Charter  and  By-Laws 
of  the  .Association. 

The  review  of  a grievance  against  a member  physician 
already  acted  upon  by  the  local  county  medical  society 
and  appealed  to  this  body  was  considered  and  the  opinion 
of  the  local  society  exonerating  the  physician  was  upheld. 

County  medical  societies  were  advised  that  the  Florida 
Medical  .Association  files  were  being  closed  on  those 
grievances  prior  to  1963  ton  which  the  .Association  has  had 
no  recent  reports.  Ten  grievances  were  referred  to  the 
county  medical  societies  during  1963  on  which  no  re- 
port of  disposition  has  been  received.  Each  county  society 
was  asked  to  submit  an  up-to-date  report  on  these  griev- 
ances. 

The  question  tof  transfer  of  membership  from  one 
county  society  to  another  was  referred  to  the  Board  of 
Governors,  with  a recommendation  for  investigation  of 
the  first  county  society  with  regard  to  the  necessity  for 
its  existence. 

The  Council  ctonsidered  the  .AMA’s  stand  on  the  ethics 
of  profit-sharing  plans  and  unanimously  voted  that  it  is 
not  unethical  to  establish  or  participate  in  a profit-sharing 
plan  or  professional  ser\dce  corporation,  per  se. 

It  was  unanimously  agreed  that,  upon  reclassification 
to  dues-paying  status,  intern  and  resident  members  of 
the  Florida  Medical  Association  who  have  not  previously 
done  so  shall  be  required  to  pay  the  regular  entrance  fee. 

.A  letter  from  the  St.  Lucie-Okeechobee-Martin  County 
Medical  Society  stating  that  the  physicians  of  Martin 
County  had  voted  in  favor  of  remaining  in  the  three 
county  medical  society  was  received  as  information,  ac- 
cepted by  the  Judicial  Council,  and  is  included  in  this 
annual  report  for  the  information  of  the  House  of  Dele- 
gates. 

Interim  opinions  with  regard  to  the  “Optometric 
Building”  and  with  regard  to  the  ethics  of  charging  in- 
terest on  past-due  accounts  were  reviewed  by  and  con- 
curred in  by  the  Council.  It  was  felt  that  the  sign  on  the 
building  was  legal  without  the  use  of  the  caduceus. 

The  policy  of  the  House  of  Delegates  referred  to  the 
Judicial  Council  for  implementation  regarding  the  cor- 
porate practice  of  medicine  has  been  considered  and  the 
appropriate  specialty  groups  consulted.  Progress  to  date 
indicates  there  is  unanimous  agreement  that  no  physician 
should  enter  into  a contract  whereby  professional  serv- 
ices are  purveyed  by  a hospital.  The  Council  will  consider 
this  subject  again  following  the  annual  meeting. 

Committees: 

.Archives.  — The  Committee  on  .Archives  has  continued 
its  efforts  in  communicating  with  the  physicians  who  are 
members  of  the  Florida  Medical  .Association  and  are  in 
the  40-50  year  age  group.  These  communications  have 
been  sent  to  complete  our  .Archives  on  the  entire  member- 
ship of  our  .Association.  Their  response  has  been  fairly 
good  in  that  we  now  have  completed  372  rectords  of 
members  in  this  age  group. 

We  have  attempted  to  follow  up  the  remaining  mem- 
bers in  the  over-60  age  group,  as  well  as  the  50-60  age 
group.  There  still  remain  over  800  members  in  these  two 
age  groups  who  have  not  responded  to  our  communica- 
tions. .Amazingly,  some  of  these  members  have  been  very 
active  in  the  Florida  Medical  .Association. 

This  year,  we  have  decided  that  we  will  not  exhibit 
at  the  annual  meeting,  as  we  have  for  the  past  two  y'ears. 
If  the  older  age  groups  respond  as  they  should  in  send- 
ing in  the  .Archives  folders,  then  the  .Archives  Commit- 


446 


Volume  51/Number  7 


REFERE.NXE  COMMITTEE  XO.  Ill 


tee  will  have  data  plentiful  for  a very  fine  exhibit  at 
next  year’s  annual  meeting.  The  Archives  Committee  wel- 
comes any  historical  records,  photographs  or  pertinent 
information  to  the  Florida  Medical  Association. 

The  .Association  has  lost  a number  of  its  fine  members 
during  the  past  year  and  a list  of  these  names  is  given 
below ; 

-April  1962 

R.  Henry  Baldwin — Palm  Beach 
January  1963 

B.  L.  -Arms — Leon-Wakulla-Jefferscn 
May  1963 

R.  Marshall  Faver — Dade 
Paul  K.  Jenkins — Dade 

June  1963 

-Allen  M.  .Ames — Escambia 

Henry  E.  Branca — St.  Lucie-Okeechobee-Martin 

Sherman  B.  Forbes — Hillsborough 

VV’illiam  H.  Gardner — Palm  Beach 

Joseph  Haltton — Sarasota 

-Arthur  T.  Rask — Palm  Beach 

Philipp  R.  Rezek — Dade 

.August  1963 

J.  Rocher  Chappell — Orange 
-A.  Edward  Citron — Dade 
Julio  J.  Guerra — Pinellas 
William  F.  Reavis  Sr.— Lake 

September  1963 

VV’illie  J.  Vinson — Dade 

October  1963 

Robert  E.  Blount — Lake 
Willard  L.  Fitzgerald — Dade 
VV’ebster  Merritt — Duv'al 
Leigh  F.  Robinson — Broward 
Eugene  D.  Simmons — Duval 

November  1963 

L.  Snydor  Laffitte — Duval 
Joseph  R.  West — Palm  Beach 

December  1963 

J.  Clifford  Boyce — Seminole 
Harry  L.  Brillhart — Duval 
John  M.  Gorman — Duval 
John  B.  O’Neill — Pinellas 
John  C.  Patterson — Sarasota 
Julian  Robinson — Dade 
George  O.  Wood — Pinellas 

January  1964 

Harold  M.  Beardall — Orange 
Stanley  M.  Mitnick — Dade 
Rupert  H.  Stovall — Broward 

February  1964 

J.  Maxey  Dell  Sr. — .Alachua 

Supplemental  Report 

COMMITTEE  ON  ARCHIVES 

CLIFFORD  C.  SNYDER,  Chairman 
Since  the  Handbook  w-as  compiled,  the  .Association  ha.> 
lost  the  following  members  through  death: 

March  1963 

Edward  D.  M.  -Angell — Broward 
January  1964 

Joshua  C.  Dickinson — Hillsborough 
John  D.  Griffin — Polk 
-A.  Raymond  Haisfield — Escambia 
W.  Lawson  Shackelford — Palm  Beach 
March  1964 

John  N.  Moore — Marion 
John  D.  Reeves  Jr. — .Alachua 
Clarence  -A.  Rudisill — Hillsborough 
Clifton  .A.  Young — Pinellas 


-April  1964 

John  F.  Chapman — Palm  Beach 

Russell  H.  Dean — Duval 

Edwin  C.  Hanson — Marion 

S.  Carnes  Harvard — Pasco-Hernando-Citrus 

Harold  T.  Lawler — Sarasota 

Clarence  D.  Rollins — Duval 

Grievance  Committee.  — The  Grievance  Committee 
did  not  meet,  but  has  empowered  the  Judicial  Council  to 
act  for  it  in  referring  grievances  to  the  local  society  and 
in  dropping  fr'om  the  records  those  grievances  more  than 
two  years  old,  which  were  inactive  at  the  present  time. 

Medical  Licensure.  — During  1963  the  Board  of  Medi- 
cal Examiners  examined  for  licensure  454  applicants;  441 
received  licenses. 

Of  the  number  whose  applications  had  been  rejected 
by  the  Director,  five  requested  that  their  application  be 
reviewed  by  the  entire  Board.  This  request  was  granted 
and  ail  five  applications  were  rejected. 

During  the  year  four  licenses  were  revoked  for  ille- 
gal and  fraudulent  practices  (two  of  these  cases  are  still 
under  appeal);  two  licenses  have  been  suspended;  six 
hearings  were  held  on  charges  of  unprofessional  or  im- 
moral conduct;  two  hearings  on  narcotic  charges,  and 
there  were  14  semiannual  appearances  of  doctors  who  are 
on  probation. 

Current  figures  for  the  1964  registration  are: 

1964  Registration  paid — 8,596  (Florida  5,612;  out 
of  state  2,984) 

In  active  military  service — 391 
Suspended  for  nonpayment  of  registration — 645 
(out  of  state) 

Retired — 172 

Unlicensed  physicians  registered  as  interns,  resi- 
dents and  house  physicians  in  Florida  hospitals — 
589 

The  Board  has  considered  among  other  matters  the 
following:  (1)  It  reaffirmed  unanimously  opposition  tP 
reciprocity  or  endorsement  with  other  state  or  national 
licensing  boards;  (2)  considered  measures  to  bring  about 
Florida  licensure  for  all  physicians  within  state  borders; 

(3)  discussed  the  possibility  and  advisability  Pf  encourag- 
ing reciprocity  with  other  Basic  Science  Boards.  Some 
members  of  the  State  Board  feel  that  Florida  is  being 
deprived  of  excellent  mature  physicians,  particularly 
medical  teachers,  who  for  varying  reasons  may  find  diffi- 
culty in  passing  Basic  Science  e.vamination.  There  are 
many  ramifications  of  Basic  Science  provisions  including 
licensure  of  allied  professions,  Psteopaths  and  chiroprac- 
tors; nevertheless  the  Board  will  welcome  recommenda- 
tions and  advice  in  respect  to  this  phase  of  its  activities. 

(4)  The  Board  would  like  to  re-emphasize  the  danger  of 
Three  D’s — (a)  domestic  difficulties,  (b)  drudgery,  and 
(c)  Demerol.  Nearly  all  physicians  addicted  have  these 
three  problems.  (5)  The  BPard  attempts  to  rehabilitate 
alcoholics  and  addicts  by  utilization  of  physician  friend.-> 
of  the  afflicted  doctor  in  the  community  where  he  prac- 
tices. Rehabilitation,  not  punishment,  is  emphasized. 
(6)  The  Board  has  increased  its  prelicensing  investigation 
of  physicians  whose  credentials  are  at  all  suspect. 

The  1964  meetings  of  the  Board  will  be  held  at  the 
Deauville  Hotel,  Miami  Beach,  on  June  26-30,  1964;  and 
at  the  Robert  Meyer  HPtel,  Orlando,  on  November 
20-24,  1964. 

Membership  and  Discipline.  — No  problems  have 
been  presented  to  the  Committee  on  Membership  and 
Discipline  this  year. 

Recommendations: 

1 . It  was  unanimously  resolved  to  recommend  to  the 
House  of  Delegates  that  a change  be  mad?  in  the  Rules  and 
Procedures  of  the  Judicial  Council  which  were  adopted  on 
May  28,  1961,  this  change  to  be  as  follows; 

“3.  ...  If  the  component  county  medical  society 

does  not  act  within  one  hundred  eighty  (180) 
days,  the  Grievance  Committee  may  assume 
original  jurisdiction,  investigate  and  make 
recommendations  to  the  Judicial  Council." 
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(As  currently  written,  the  procedures  allow  for  sixty  (60) 
days  limit.) 

2.  The  Judicial  Council  considered  the  request  of  the 
Walton-Okaloosa-Santa  Rosa  County  Medical  Society  to 
form  three  separate  county  medical  societies  and  unani- 
mously recommends: 

a.  That  a Charter  be  issued  to  the  Walton  County 
Medical  Society. 

b.  That  a Charter  be  issued  to  the  Okaloosa  County 
Medical  Society. 

c.  That  a Charter  be  issued  to  the  Santa  Rosa  Coun- 
ty Medical  Society. 

d.  That  the  issuance  of  these  new  charters  be  con- 
tingent upon  these  new  county  medical  societies 
adopting  constitution  and  by-laws  or  being  in- 
corporated with  by-laws  not  in  conflict  with  the 
Charter  and  By-Laws  of  the  Florida  Medical  As- 
sociation, Inc.  The  determination  of  compliance 
with  this  provision  shall  be  made  by  the  Judicial 
Council. 

e.  That  the  Charter  of  the  Walton-Okaloosa-Santa 
Rosa  County  Medical  Society  be  revoked. 

“On  Resolution  64-2,  .■\niendment  to  By-Laws, 
by  the  Indian  River  County  Medical  Society,  the 
Committee  recommends  that  this  resolution  be  re- 
ferred to  the  Board  of  Governors  for  further  study 
and  recommendation  to  the  House  of  Delegates. 

“Mr.  Speaker,  I mov'e  the  adoption  of  this 
portion  of  the  report.” 

Xo  discussion;  no  objections;  motion  carried. 

Resolution  64-2 

Amendment  to  By-Lows 
Indian  River  County  Medical  Society 

It  is  the  desire  of  the  smaller  county  medical  socie- 
ties that  I have  consulted  to  have  full  representation  at 
the  House  of  Delegates  at  both  sessions  of  the  House. 
It  is  impossible  at  times  for  some  delegates  to  remain 
during  the  entire  meeting  and  I would  like  to  recommend 
a By-Laws  change  to  allow  county  medical  societies  hav- 
ing two  or  less  delegates  to  seat  an  alternate  in  the 
place  of  the  seated  delegate  at  any  time  the  delegate  is 
unable  to  represent  his  county  medical  society  in  the 
House. 

-Amendment  to  By-Laws 

Chapter  IV,  Section  11,  Tenure  of  Delegates 

.A  delegate  who  has  been  officially  seated  at  a meet- 
ing of  the  House  of  Delegates  shall  remain  a delegate 
of  the  component  society  which  he  represents  throughout 
all  sessions  of  that  meeting,  and  his  place  shall  not  be 
taken  by  any  other  delegate  or  alternate,  EXCEPT 
DELEG.ATES  FROM  COUNTY  MEDICAL  SOCIE- 
TIES .AUTHORIZED  ONE  OR  TWO  DELEG.ATES 
M.AY  H.AVE  THEIR  ALTERN.ATES  SEATED  IN 
THEIR  PLACE  -AT  ANA'  TIME  THEY  ARE  UNA- 
BLE TO  SERVE.  Each  delegate  seated  at  an  .Annual 
Meeting  shall  serve  until  the  next  .Annual  Meeting,  and 
shall  serve  at  all  interim  or  called  meetings  between  .An- 
nual Meetings,  unless  the  component  society  by  cer- 
tifi''ation  of  its  president  or  secretary  duly  designates  a 
different  delegate. 

“Resolution  64-6,  Welcome  and  Invitation  to 
-\M.A,  by  Burns  Dobbins  Jr.,  the  Reference 
Committee  recommends  that  this  resolution  be 
amended  by  adding  the  words  ‘at  all  times’  at  the 
end  of  paragraph  3,  and  deleting  the  last  two 
paragraphs. 


‘•3Ir.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report  as  amended.” 

Xo  discussion;  no  objections;  motion  carried. 

Resolution  64-6 

Welcome  and  Invitation  to  AMA 
Burns  A.  Dobbins  Jr.,  M.D. 

WHERE.AS,  The  .American  Medical  .Association  will 
hold  its  1965  Clinical  Convention  in  Miami  Beach;  be  it 

RESOLX'ED,  That  the  following  welcome  and  invita- 
tion be  extended: 

The  Florida  Medical  .Association  is  pleased  that  Flor- 
ida has  again  been  chosen  as  the  state  for  a convention 
of  the  .American  Medical  .Association  and  welcomes  its 
officers,  delegates,  members  and  guests  to  the  Land  of 
Sunshine  at  all  times. 

“The  resolution  64-15,  .AM.3  Prepaid  Life 
Alembership,  b\’  the  Brevard  County  Aledical  So- 
ciety, the  Committee  recommends  approval  as  sub- 
mitted. 

“Mr.  Speaker,  I move  the  adoption  of  this 
jjortion  of  the  report.” 

Xo  discussion;  no  objections,  motion  carried. 

Resolution  64-15 

AMA  Prepaid  Life  Membership 
Brevard  County  Medical  Society 

Whereas,  It  is  the  desire  of  essentially  all  members 
of  the  medical  profession  to  remain  members  of  the 
.American  Medical  .Association  during  their  life;  and 

Whereas,  Most  such  physicians  and  surgeons  would 
probably  prefer  to  arrange  for  such  membership  during 
their  years  of  high  productivity  and  before  retirement; 
and 

Whereas,  The  continuing  identification  of  such  mem- 
bers with  organized  medicine  is  highly  desirable;  and 

Whereas,  The  .American  Medical  .Association,  while 
excusing  active  members  from  the  payment  of  .AM.A  due.s 
for  reasons  of  financial  hardship,  illness,  retirement  from 
active  practice,  or  over  70  years  of  age,  does  not  con- 
tinue scientific  publications  except  by  personal  subscrip- 
tion and  does  not  offer  opportunity  for  prepayment  of 
life  membership;  therefore,  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the 
Florida  Medical  .Association  go  on  record  as  favoring 
such  a prepaid  life  membership  proportionately  similar 
to  that  offered  by  the  Southern  Medical  .Association  to 
its  members,  and  that  eligibility  for  such  prepayment 
membership  be  limited  to  those  members  who  have  been 
members  of  the  .American  Medical  .Association  for  twenty- 
five  years  or  longer  or  that  have  attained  the  age  of 
fifty-five  (55)  years;  and  be  it  further 

RESOLVED,  That  the  delegates  to  the  .American 
Medical  .Association  from  the  Florida  Medical  .Association 
be  requested  to  propose  such  a resolution  to  the  House  of 
Delegates  of  the  .American  Medical  .Association  for  con- 
sideration at  the  next  annual  convention. 

“On  resolution  64-17,  Mandator\-  FMA  Mem- 
bership for  Licensed  Practicing  Physicians,  by  the 
Palm  Beach  County  3Iedical  Society,  the  Com- 
mittee recommends  that  this  resolution  be  disap- 
proved. The  mechanism  for  accomplishing  the 
purposes  of  this  resolution  is  already  available 
through  the  Board  of  3Iedical  Examiners  of  Flor- 


448 


Volume  51/Number  7 


REFERENCE  COMMITTEE  NO.  IV 


ida.  The  Committee  urges  that  use  be  made  of 
this  body  for  necessary  disciplinary  control. 

“Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report.” 

Xo  discussion;  no  objections,  motion  carried. 

“The  Reference  Committee  recommends  that 
Resolution  64-21,  Invitation  to  the  Florida  Medi- 
cal Association  to  Hold  Its  92nd  Annual  Meeting 
in  Jacksonville,  Florida,  by  the  Duval  County 
Medical  Society  be  approved  with  the  following 
amendments:  That  the  reference  to  a specific 
meeting  (92nd)  be  deleted.  That  the  final  para- 
graph be  amended  to  read:  ‘Resolved,  That  the 
Board  of  Governors  seriously  consider  the  invita- 
tion from  Duval  County  and,  if  feasible,  at  the 
earliest  date  possible  for  the  best  interests  of  the 
Association,  schedule  an  Annual  Meeting  in  Jack- 
sonville.’ 

“Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report  as  amended.” 

No  discussion;  no  objections,  motion  carried. 

Resolution  64-21 

Invitation  to  Florida  Medical  Association  to  Hold  Its 
Annual  Meeting  in  Jacksonville,  Florida 
Duval  County  Medical  Society 

Whereas,  the  Florida  Medical  .Association  has  con- 
tracted through  1965  to  hold  its  regular  scientific  meeting 
in  Miami,  Florida; 

Whereas,  no  further  immediate  contracts  are  known 
to  be  in  existence  with  the  Florida  Medical  Association; 

Whereas,  it  is  recognized  that  Duval  County  is  the 
third  largest  Medical  Society  in  the  State  of  Florida,  and ; 


WHERE.AS,  the  interests  of  the  physicians  in  Duval 
County  are  high  in  their  desire  of  bringing  to  the  City 
of  Jacksonville  the  .Annual  Meeting  of  the  Florida  Medi- 
cal Association; 

RESOLVED,  That  the  Board  of  Gorernors  seriously 
consider  the  invitation  from  Duval  County  and,  if  feas- 
ible, at  the  earliest  date  possible  for  the  best  interests  of 
the  Association,  schedule  an  .Annual  Meeting  in  Jackson- 
ville. 

“The  Reference  Committee  wishes  to  com- 
mend the  Speaker  of  the  House  for  his  e.xpert 
handling  of  the  meeting  and  for  the  e.xpeditious 
manner  in  which  he  conducted  the  first  meeting 
of  the  House  of  Delegates.  We  sincerely  hope  he 
can  continue  the  good  work  today. 

“Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report.” 

Xo  discussion;  no  objections,  motion  carried. 

“Your  Reference  Committee  wishes  to  com- 
mend our  President,  Dr.  Warren  W.  Quillian,  for 
his  excellent  and  scholarly  address,  ‘One  Man’s 
Philosophy,’  which  expressed  a philosophy  that 
every  member  of  the  Association  would  do  well  to 
emulate. 

“Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report.” 

Xo  discussion;  no  objections,  motion  carried. 

“Mr.  Speaker,  I move  the  adoption  of  this 
report  as  a whole.” 

Motion  carried. 

Dr.  Palmer  thanked  the  members  of  his  Refer- 
ence Committee  who  helped  formulate  these  rec- 
ommendations: Drs.  Edward  Jelks,  Gordon  H. 
McSwain,  James  L.  Anderson  and  L.  Washington 
Dowlen. 


REPORT  OF  REFERENCE  COMMITTEE 
NO.  IV 


Legislation  and  Miscellaneous 


Dr.  James  F.  Cooney,  Chairman:  “Reference 
Committee  Xo.  IV  gave  careful  consideration  to 
items  referred  to  it  and  makes  the  following  re- 
port: 

“The  Reference  Committee  considered  the  Re- 
port of  the  Council  on  Legislation  and  Public 
Agencies  and  recommends  that  it  be  approved  as 
printed  in  the  Handbook. 

“Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report.” 

Xo  discussion;  no  objections,  motion  carried. 


Council  on  Legislation 
and  Public  Agencies 

H.  PHILLIP  HAMPTON,  Chairman 

Council: 

The  Council  prepared  a summary  of  tax-supported 
health  care  programs  in  Florida  which  was  presented  to 
the  annual  meeting  of  the  county  commissioners  in  Octo- 
ber, 1963. 

The  Council  prepared  a statement  concerning  medical 
care  for  the  aged  which,  after  approval  by  the  Board  of 
Governors,  was  presented  to  the  Ways  and  Means  Com- 
mittee of  the  United  States  House  of  Representati%'es  in 
November,  1963. 
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At  a meeting  of  the  Committee  on  State  Legislation 
and  Subcommittees  on  Liaison  with  State  Agencies  held 
in  conjunction  with  the  Committee  on  Indigent  Care  of 
the  Council  on  Medical  Services,  it  was  concluded  that 
the  major  medical  legislative  need  at  the  state  level  \vas 
a more  adequate  appropriation  for  the  Hospital  Service 
for  the  Indigent  program  in  Florida. 

Efforts  have  been  made  to  improve  relations  between 
the  physicians  of  Florida  and  the  State  Department  of 
Public  Welfare  which  is  administering  during  this  bi- 
ennium §42,285, 975  providing  health  care  to  categorized 
indigent  in  Florida. 

Committees: 

National  Legislation.  — During  March  of  this  year  all 
Congressmen  were  visited  in  their  W ashington  offices  by 
officers  of  the  Association  and  the  key  contact  physicians. 
With  one  exception,  all  Congressmen  expressed  opposition 
to  a program  of  medical  care  for  the  aged  financed 
through  use  of  the  social  security  mechanism.  Much  in- 
terest was  directed  toward  continued  improvement  in  the 
present  Medical  Assistance  for  the  .\ged  program  and 
that  this  relatively  new  program  be  permitted  adequate 
time  for  full  implementation  by  all  states. 

Congressmen  were  again  reminded  to  refer  corre- 
spondence from  constituents  regarding  lack  of  medical 
care  because  of  inability  to  pay  for  it  to  the  key  contact 
physicians  for  follow-up  and  assistance  for  deserving 

Acknowledgment  to  the  Congressmen  was  made  for 
their  exemplary  Congressional  representation  for  all  Flor- 
ida citizens. 

The  Council  continues  to  maintain  liaison  with  the 
,\M.\  and  its  Washington  Pffice  regarding  legislation  of 
national  interest.  Through  the  Council,  the  .\M.-\  program 
of  “Operation  Hometown’’  has  been  disseminated  to  .all 
county  medical  societies  for  appropriate  implementation. 

State  Legislation.  — The  major  legi.slative  goal  of  the 
FM.\  for  the  1963  session  of  the  Florida  Legislature  was 
passage  of  a Medical  .Assistance  for  the  .Aged  (M.A.A) 
program,  implementing  further  the  Kerr-Mills  Law.  This 
was  accomplished.  During  this  ..ession  of  the  legislature 
our  own  Dr.  Edward  .Annis,  President  of  the  .AM.A,  gave 
an  extremely  effective  talk  to  a joint  session  of  the  House 
and  Senate. 

The  Committee  on  State  Legislation  and  the  Subcom- 
mittee on  Liaison  with  State  .Agencies  met  on  November 
24,  1963.  .As  a result  of  this  meeting  and  action  of  the 
House  of  Delegates  at  the  May  1963  .Annual  Meeting  of 
the  FM.A,  the  following  was  adopted  as  the  legislative 
program  for  the  1965  session  of  the  Florida  Legislature 
with  the  understanding  that  additional  items  may  be 
added; 

1.  .Active  support  for  adequate  appropriation  of  state 
funds  sufficient  to  provide  a comprehensive  health 
care  program  for  indigent  citizens  of  all  ages  be 
continued. 

2.  Good  Samaritan  legislation  to  provide  legal  im- 
munity for  fihysicians  who  in  good  faith  render 
emergency  care  at  the  scene  of  an  accident. 

3.  Restoration  of  Section  394.21  Florida  Statutes  or 
similar  legislation  providing  for  nonjudicial  invol- 
untary hospitalization  for  the  mentally  ill. 

4.  Establish  as  firm  policy  the  position  of  opposition 
in  principle  to  legislation  providing  statutory  privi- 
leges for  physicians  to  the  medical  staffs  of  tax- 
supported  hospitals  or  to  any  hospitals,  for  that 
matter. 

The  general  consensus  of  this  Committee  as  to  our 
legislative  program  should  be  reiterated  as  follows: 

1.  It  should  not  involve  many  and  various  items; 

2.  It  should  be  limited  to  items  which  significantly 
affect  the  practice  of  medicine  as  a whole  and  are 
considered  to  be  of  major  importance  to  the  best 
interests  of  the  public  health  and  welfare;  and 

3.  .All  specialty  groups,  county  medical  societies  and 
other  segments  of  organized  medicine  are  requested 
to  submit  proposed  items  Of  legislation  to  this 
Committee,  keeping  in  mind  these  two  objectives. 


There  is  need  for  closer  cooperation  and  support 
from  the  county  medical  societies.  There  is  no 
place  for  unilateral  action  either  by  county  medical 
societies  or  individual  physicians  in  a contrary  po- 
sition of  either  support  or  opposition  to  specific 
items.  This  is  confusing  and  disturbing  both  to  the 
legislators  and  to  our  representatives  who  work 
hard  and  long  to  line  up  support.  Because  of  the 
recent  legislative  reapportionment  we  will  lose  old 
members  of  the  legislature  and  have  many  new 
ones.  It  is  important  that  individual  members  of 
the  .Association  who  know  our  lawmakers  as  per- 
sonal friends  or  as  patients  keep  them  informed 
as  tt)  our  objectives  and  the  reasons  for  them. 
There  is  no  better  time  than  now  and  in  the  case 
of  newly  elected  legislators,  right  after  this  year’s 
elections. 

Recommendations; 

1.  That  the  Florida  Medical  Association  request  the 

Florida  Legislature  to  make  an  annual  appropriation 
of  50(  per  capita  for  the  Hospital  Service  for  the 
Indigent  program  as  prescribed  in  Chapter  401  Flor- 
ida Statutes. 

2.  That  the  Florida  Medical  Association  request  the 

State  Board  of  Public  Welfare  to  deduct  immediate- 
ly incurred  or  anticipated  medical  expenses  from  esti- 
mated income  in  considering  financial  eligibility  of 
applicants  for  MAA. 

3.  That  the  Florida  Medical  Association  request  the 

State  Board  of  Public  Welfare  to  deputize  county 

social  welfare  workers  to  make  eligibility  determina- 
tions for  MAA. 

4.  Approve  retention  of  the  State  Tuberculosis  Board 
for  management  of  our  State  Tuberculosis  Hospitals. 

5.  Further  development  of  the  school  education  program 
on  the  dangers  of  smoking. 

6.  Provision  in  the  state  law  for  emergency  involun- 
tary hospital  admission  of  suspected  psychotic  pa- 
tients. 

“On  the  report  of  the  Council  on  Medical 
Economics,  we  wish  to  consider  each  committee 
report  individual!} . 

“The  Reference  Committee  considered  the  re- 
port of  the  Committee  on  .Advisory  to  Blue  Shield 
and  recommends  that  it  be  approved  as  printed 
in  the  Handbook. 

“Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report.” 

Xo  discussion;  no  objections,  motion  carried. 

“The  Reference  Committee  recommends  that 
the  last  sentence  of  the  last  paragraph  of  the  re- 
port of  the  Committee  on  Commercial  Health  In- 
surance be  deleted. 

“Mr.  Speaker,  1 move  the  adoption  of  this 
portion  of  the  report  as  amended.” 

Xo  discussion;  no  objections,  motion  carried. 

“The  Reference  Committee  recommends  that 
the  Report  of  the  Committee  on  Fee  Schedules  be 
approved  as  printed  in  the  Handbook. 

“Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report.” 

Xo  discussion;  no  objections,  motion  carried. 

“The  Reference  Committee  recommends  ap- 
proval of  the  report  of  the  Medicare  Mediation 
Committee  as  printed  in  the  Handbook. 
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“Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report.” 

Xo  discussion;  no  objections,  motion  carried. 

“The  report  of  the  Committee  on  Members 
Insurance  is  approved  as  printed  in  the  Hand- 
book. 

“Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report.” 

Xo  discussion;  no  objections,  motion  carried. 

“The  report  of  the  Committee  on  Occupational 
Health  is  approved  as  printed  in  the  Handbook. 

“Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report.” 

Xo  discussion;  no  objections,  motion  carried. 

Council  on  Medical  Economics 

BURNS  DOBBINS  JR.,  Chairman 

Council: 

The  reports  of  the  Committees  with  recommendations 
have  been  presented  to  the  members  of  the  Council  and 
are  submitted  with  Council  approval. 

COMMITTEES: 

.Advisory  to  Blue  Shield.  — Two  meetings  were  held 
since  the  last  report,  namely  Pn  September  29,  1963,  and 
on  March  1,  1964.  In  addition,  members  of  the  Commit- 
tee have  attended  each  of  the  meetings  of  the  Blue  Shield 
Board  of  Directors. 

The  program  of  publishing  editorials  by  members  of 
the  Committee  and/or  other  appropriate  individuals  as  an 
educational  program  was  reactivated  in  the  manner  pre- 
viPusly  established. 

RMommendations: 

1 . That  the  Committee  lend  its  support  to  the  recom- 
mendation of  the  Florida  Medical  Association  with 
respect  to  establishment  of  utilization  committees  in 
hospitals  throughout  the  state  end  that  each  member 
of  the-  Committee  of  Seventeen  actively  encourage 
and  assist  in  the  establishment  of  these  utilization 
committees  in  hospitals  in  their  respective  areas. 

2.  Because  of  rapidly  rising  hospital  costs  and  increas- 
ing expenditures  on  the  part  of  Blue  Cross,  better 
liaison  and  more  accurate  transfer  of  information  re- 
garding these  expenditures  should  be  achieved. 
Therefore,  it  is  recommended  that  the  chairman  of 
the  Committee  of  Seventeen  and  two  members  attend 
the  Blue  Cross  Board  meetings  and  conversely,  that 
the  Chairman  of  the  Blue  Cross  Board  and  two  mem- 
bers be  invited  to  meet  with  the  Committee  on  a 
regular  basis. 

3.  It  is  recommended  that  the  $7,500  family  income 
level  be  accepted  for  Service  Benefits  provided  that 
the  fee  schedule  be  based  upon  the  1962  Relative 
Value  Studies  of  the  Florida  Medical  Association  with 
the  present  conversion  factors  now  in  use  in  the  high 
option  Federal  Employees'  program  be  maintained, 
and  that  any  further  change  in  the  Service  Benefits 
income  levels  be  contingent  upon  a relative  change 
in  the  conversion  factors. 

4.  If  the  $7,500  income  level  is  accepted  by  the  Fed- 
eral Employees  Program,  it  is  recommended  that  the 
same  contract  be  made  available  to  the  general 
public  at  the  same  $7,500  service  benefit  level. 

Commercial  Health  Insurance.  — The  Committee  on 
Commercial  Health  Insurance  of  the  Florida  Medical  .As- 
sociation held  its  midwinter  meeting  on  Saturday.  De- 


cember 21,  1963,  at  the  Robert  Meyer  Motor  Inn  in 
Orlando. 

The  following  summarizes  the  Committee’s  activities 
and  recommendations: 

The  Board  of  Governors  approved  the  Commitee’s 
recommendation  that  the  title  of  the  Florida  Medical  .As- 
sociation’s Committee  on  Commercial  Health  Insurance 
be  changed  to  read:  “Committee  on  Health  Insurance.’’ 

The  publication  “Guide  for  the  Establishment  of  a 
Health  Insurance  Review  Committee’’  has  been  revised 
so  as  to  provide  that: 

(a)  The  Chairman  of  the  local  Insurance  Review 
Committee  be  urged  to  attend  the  Executive 
Committee  meetings  of  his  respective  county 
medical  society. 

(b)  That  members  of  local  Insurance  Review  Com- 
mittees be  encouraged  tto  assist  in  establishing 
hospital  staff  utilization  committees  and  coordi- 
nate activities  of  both  committees  where  the  need 
is  indicated. 

(c)  Insurance  Review  Committees  should  recommend 
a usual  and  customary  fee  following  arbitration 
and  not  just  state  “fee  was  excessive.” 

Recommendations: 

1 . That  the  Florida  Commission  cn  the  Cost  of  Medical 
Care  be  requested  to  continue  its  studies  regarding 
increasing  costs  of  medical  care  and  sponsor  infor- 
mational and  educational  statewide  conferences  cov- 
ering the  subjects  of  both  health  insurance  and 
Blue  Crass  and  Blue  Shield. 

2.  That  educational  conferences  for  chairmen  of  Insur- 
ance Review  Committees  of  county  medical  societies 
and  chairmen  of  Hospital  Staff  Utilization  Committees 
be  conducted  through  the  joint  efforts  of  the  Florida 
Medical  Association  and  the  Florida  Hospital  As- 
sociation. 

3.  That  the  review  form  of  the  Health  Insurance  Coun- 
cil be  changed  to  include  space  for  review  by 
competent  medical  authority  of  the  involved  insur- 
ance company  before  referring  the  claim  to  the 
State  Insurance  Review  Committee  or  a local  Insur- 
ance Review  Committee. 

The  Committee  i.s  of  the  opinion  that  precedent  had 
been  set  by  the  House  of  Delegates  in  requesting  that 
local  Hospital  Staff  Utilization  Committees  be  set  up  in 
Florida  hospitals;  also,  that  the  House  of  Delegates  had 
requested  that  county  Insurance  Review  Committees  be 
established.  It  is  further  suggested  that  Speakers’  Bu- 
reaus of  our  county  medical  societies  adopt  this  subject 
as  paramount  at  this  time  and  train  its  speakers  to  ad- 
dress lay  Prganizations  as  to  what  FM.A  is  doing  to  halt 
the  spiralling  cost  of  medical  care. 

Fee  Schedules.  — This  is  a continuing  report  to  sup- 
plement that  given  last  year.  Please  refer  to  last  year’s 
report,  especially  that  portion  dealing  with  our  proposals 
to  the  Florida  Industrial  Commission.  Our  proposals  were 
finally  accepted  by  the  Commission  and  this  new  concept 
was  officially  put  into  effect  on  October  1,  1963.  Because 
of  this  new  approach  the  physicians,  the  insurance  com- 
pany personnel  and  the  Commission  personnel  were  con- 
fused. Many  complaints  have  been  received  and  steps 
have  been  taken  by  FM.A  and  the  Florida  Industrial  Com- 
mission to  clarify  the  program  and  to  explain  it  more 
fully. 

This  Committee’s  latest  meeting  was  on  March  1,  1964 
and  the  Workmen’s  Compensation  program  was  fully  dis- 
cussed. Medicare  was  briefly  discussed  and  it  was  report- 
ed that  a special  FM.A  committee  is  working  On  this.  The 
\'eterans  .Administration  fee  schedule  was  discussed  brief- 
ly. .All  other  programs  to  be  brought  into  line  with  the 
Florida  Relative  Value  Studies  must  wait  until  these  pro- 
grams are  working  satisfactorily. 

Recommendations: 

1.  We  recommend  that  our  actions  in  developing  and 
putting  into  effect  the  new  Workmen's  Compensation 
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program  be  reaffirmed.  We  recommend  that  this 
program  be  strongly  supported  by  every  member 
of  the  Florida  Medical  Association  in  spite  of  the 
present  difficulties  until  such  difficulties  can  be  cor- 
rected. We  feel  that  this  program  should  be  given 
a fair  trial. 

2.  We  endorse  Dr.  Thomas  J.  Bixler  in  his  position  as 
Chairman  of  the  Medical  Advisory  Committee  to  the 
Florida  Industrial  Commission.  We  also  endorse  Dr. 
Bixler  as  the  participant  representing  the  Association 
in  the  proposed  Florida  Industrial  Commission’s  re- 
gional, educational  and  informational  conferences 
planned  for  the  near  future.  We  also  recommend 
that  FMA  Committees  give  support  and  be  available 
as  needed  in  these  meetings. 

3.  We  recommend  development,  if  possible,  of  a Sec- 
tion in  the  Workmen’s  Compensation  manuals  cov- 
ering ’’Evaluations”  peculiar  to  Workmen’s  Com- 
pensation programs. 

Medicare  Mediation,  — This  report  is  made  on  a 
calendar  year  basis  to  coincide  with  the  accounting  pro- 
cedures of  the  fiscal  administrator,  Blue  Shield. 

During  the  year,  six  meetings  were  held  — .^our  in 
Jacksonville,  one  in  Hollywood  and  one  in  Gainesville. 
Attendance  at  all  meetings  was  excellent. 

Appreciation  is  expressed  to  the  county  committees  for 
their  cooperation  and  assistance.  Their  ability  to  conduct 
“on  the  spot”  investigations  is  of  inestimable  value  in 
making  equitable  recommendations  for  settlement  of 
claims. 

Blue  Shield  paid  13,519  claims  to  physicians  for  a 
total  of  $1,158,349,  an  increase  of  $132,824  over  the 
amount  paid  in  1962.  Of  these  claims,  826  (6.1  per  cent) 
were  referred  to  the  county  and  state  Committees  for  con- 
sideration, an  increase  of  almost  50  per  cent.  The  number 
of  physicians  participating  was  1,987,  or  140  more  than  in 
1962. 

The  Medicare  contract  with  the  Office  for  Dependents’ 
Medical  Care  was  renewed  effective  July  1,  1963,  based 
on  the  1962  Florida  Relative  Value  Studies  insofar  as 
applicable  to  Medicare.  The  differences  between  RVS 
codes  and  Medicare  codes  have  caused  considerable  con- 
fusion and  have  greatly  increased  the  work  'of  the  Com- 
mittees. President  Quillian  has,  therefore,  reactivated  the 
Medicare  Negotiating  Committee  to  assis*  in  correlating 
these  differences. 

Members  Insurance.  — The  Committee  on  Members 
Insurance  is  delighted  to  report  that  there  has  been  in- 
creasing participation  by  FM.\  members  in  the  following 
insurance  programs  sponsored  and  approved  by  the  .\s- 
sociation: 

Professional  Liability 
Disability  Income  Protection 
Catastrophe  Hospital-Nurse  Expense 
•\ccidental  Death  and  Dismemberment 
Office  Overhead  Expense 

In  addition  to  the  above  programs.  Marsh  & McLen- 
nan, Inc.,  who  serves  as  insurance  administrator  for  the 
.Association,  makes  available  the  following  coverage: 

Senior  Disability  Income 

Personal  Catastrophe  One  Million  Dollar  Excess 
Policy 

Owners’,  Landlords’,  and  Tenants’  Office  Premises 
Liability 

Employers’  Surplus  Lines  Excess  Professional 
Liability 

To  promote  wide-spread  participation,  changes  have 
been  made  in  program  administration  to  permit  .Associ- 
ation members  to  obtain  coverage  through  their  local  in- 
surance agents,  .\nother  important  improvement  is  the 
broadening  of  coverage  under  the  Disability  Income  plan 
from  $150.00  weekly  benefit  to  a maximum  of  $225.00. 

.A  loss  ratio  of  147.5  per  cent  occurred  in  the  Catas- 
trophe Hospital  - Nurse  Expense  plan.  In  all  other  pro- 
grams, the  earned  premiums  covered  the  claims  paid  by 
a liberal  margin.  The  final  figures  for  1963  on  Profession- 
al Liability  claims  are  not  available  as  of  this  writing. 
However,  the  experience  for  the  first  six  months  sug- 
gested that  there  w'ould  be  a low  loss  ratio  in  this  area 
also. 


Occupational  Health.  — No  particular  problems  of  In- 
dustrial Medicine  or  Occupational  Health  have  been 
encountered  during  the  year.  The  chairman  recommends 
that  employment  of  the  handicapped  be  given  considera- 
tion by  the  Committee  in  the  future,  with  emphasis  placed 
on  the  possibility  of  legislative  action  permitting  a handi- 
capped individual  to  sign  a waiver  regarding  his  disability 
in  order  to  protect  the  insurance  carrier  and  the  employer 
against  aggravation  of  said  handicap  while  on  the  job. 
This  may  assure  an  Opportunity  for  employment  for 
larger  numbers  of  handicapped  persons. 

“The  Reference  Committee  considered  the  Re- 
port of  the  Council  on  Special  Activities  and  rec- 
ommends approval  as  printed  in  the  Handbook. 

“Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report.” 

No  discussion;  no  objections,  motion  carried. 

Council  on  Special  Activities 

W.\LTER  C.  P.WNE  SR.,  Chairman 

Council: 

The  .Advisory  Committee  to  the  Woman’s  -Auxiliary  to 
the  Florida  Medical  Association  has  been  very  active  this 
year.  The  highlight  to  date  was  a well  attended  and  very 
successful  Fall  Conference  and  Board  Meeting  at  Guy 
Lombardo’s  Port  0 Call,  at  Tierra  Verde,  near  St.  Peters- 
burg, Florida,  October  15-16,  1963.  The  Committee  was 
asked  t'o  review  a good  deal  of  mental  health  material 
just  prior  to  this  meeting.  The  Mental  Health  Committee 
was  commended  for  its  industry,  and  we  recommended 
that  the  approval  of  the  respective  county  societies  be  ob- 
tained where  literature  was  to  be  distributed  or  new 
mental  health  programs  were  to  be  put  on.  The  confer- 
ence was  addressed  by  Dr.  Warren  W.  Quillian,  President 
of  the  Florida  Medical  Asstociation,  and  by  Dr.  H.  Phil- 
lip Hampton,  who  presented  a Legislative  Roundup. 
Problems  have  arisen,  which  were  handled  with  dispatch 
as  a result  of  the  sound  judgment  of  the  Auxiliary  offi- 
cers. 

No  problems  nor  activities  have  been  presented  to  the 
Board  of  Past  Presidents  this  year.  Speaking  for  the 
Board  of  Past  Presidents,  I feel  that  I express  the  feelings 
'of  each  member  of  the  Board  when  I state  that  we  are 
happy  and  pleased  that  the  .Association  is  asking  our 
Board  to  assume  certain  specific  duties.  For  the  honor  the 
.Association  has  shown  us,  we  shall  be  grateful  always.  It 
will  be  a source  of  comfort  and  satisfaction  to  know  that 
the  .Association  feels  we  can  still  be  Of  service. 

.All  five  delegates  from  the  Florida  Medical  .Associ- 
ation to  the  American  Medical  .Association  attended  both 
the  annual  meeting  and  clinical  meeting  in  Atlantic  City, 
New  Jersey,  and  Portland,  Oregon.  It  has  been  the  cus- 
tom of  your  delegates  to  caucus  at  regular  intervals  dur- 
ing the  meetings  at  which  time  all  Florida  Medical  As- 
sociation members  in  attendance  are  asked  to  be  present 
in  all  deliberations.  The  delegation  has  worked  smoothly 
and  harmoniously.  Regardless  of  persona!  feelings  each 
delegate  has  always  v'oted  and  expressed  his  opinion  in  the 
best  interests  of  the  Florida  Medical  .Association  as  he 
saw  it.  The  delegation  has  always  followed  the  mandates 
of  the  House  of  Delegates  of  our  .Association.  Your 
delegation  welcomes  your  suggestions  and  criticisms. 

Recommendation; 

The  Woman’s  Auxiliary  has  grov/n  greatly  in  the  past 
25  years,  and  the  Association  appreciates  its  good  work 
and  great  influence.  Because  of  this  fact,  the  Advisory  Com- 
mittee is  urged  to  continue,  as  in  the  past,  to  encourage  a 
close  liaison  between  the  component  county  medical  societies 
and  their  auxiliaries. 

“Resolution  64-3,  Confusion  in  Workmen’s 
Compensation  Fees,  was  withdrawn  by  request  of 
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the  Delegate  from  the  Indian  River  County  Med- 
ical Society,  yielding  to  Resolution  64-13  which 
covered  essentiallj^  the  same  material.” 

“Resolution  64-4,  Consent  for  Autopsies,  by 
the  Pinellas  County  Medical  Society  was  con- 
sidered and  the  Committee  recommends  that  this 
resolution  be  approved  in  principle  and  referred 
to  the  Board  of  Governors  for  action. 

“Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report.” 

Xo  discussion;  no  objections,  motion  carried. 

Resolution  64-4 

Consent  for  Autopsies 
Pinellas  County  Medical  Society 

Whereas,  There  is  no  present  Ftorida  Statute  provid- 
ing for  general  consent  for  autopsies,  and 

Whereas,  The  present  common  law  is  deterrent  to 
the  performance  of  some  autopsies  because  of  the  pos- 
sibility of  civil  and  criminal  action  against  the  patho- 
logist, and 

Whereas,  The  performance  'of  autopsies  is  essential 
to  good  medical  practice  and  is  in  the  public  interest, 
therefore  be  it 

RESOLVED,  That  the  Pinellas  County  Medical  So- 
ciety, Inc.,  recommends  that  the  Florida  Medical  .\sso- 
ciation  request  the  Florida  Legislature  to  enact  a law 
patterned  after  the  following: 

“A  LAW  TO  PROVIDE  FOR  CONSENT 
FOR  AUTOPSIES” 

“Whenever  a person  dies  and  an  autopsy  is  not  or- 
dered and  d'one  at  the  direction  of  a coroner,  medical 
examiner,  or  other  legally  constituted  investigating  of- 
ficial, a physician  may  conduct  an  autopsy  on  the  re- 
mains upon  written  consent  of  whichever  of  the  follow- 
ing persons  assumes  custody  of  the  body  for  purposes 
of  burial:  father,  mother,  husband,  wife,  child,  guardian, 
next  of  kin,  'or,  in  the  absence  of  any  of  the  foregoing, 
a friend  or  person  charged  by  law  with  the  responsibility 
for  burial.  If  two  or  more  persons  assume  custody  of 
the  body  then  the  consent  of  any  tone  of  them  shall  be 
deemed  sufficient. 

“Anyone  authorized  to  give  consent  who  signs  any 
autopsy  authorization  shall  be  conclusively  presumed  to 
have  assumed  custody  of  the  body  for  purposes  of  this 
law,  and  n'o  cause  of  action  shall  lie  against  a physician 
performing  an  autopsy  with  such  written  authorization. 

“Any  such  written  consent  may  be  given  by  tele- 
gram, and  any  telegram  purporting  to  have  been  sent 
by  a person  authorized  to  give  such  consent  will  be  con- 
clusively presumed  to  have  been  sent  by  such  person. 

“If  no  one  can  be  found  who  can  authorize  an  au- 
topsy under  this  law,  then  after  a reasonable  time,  any 
physician  may  conduct  an  autopsy  on  the  remains  with- 
out written  consent,  and  no  cause  of  action  will  lie 
against  such  physician  from  any  concerned  person  after 
the  autopsy.  \ reasonable  time  for  purposes  of  this 
provision  shall  be  not  less  than  twelve  hours  or  more 
than  forty-eight  hours.” 

“The  Reference  Committee  considered  Reso- 
lution 64-5  on  Poisonous  Substances,  by  the  Co- 
lumbia County  Medical  Society,  and  recommends 
that  it  be  approved  in  principle  and  referred  to 
the  Board  of  Governors  for  study  and  action. 

“Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report.” 

Xo  discu.ssion;  no  objections:  motion  carried. 


Resolution  64-5 

Poisonous  Substances 
Columbia  County  Medical  Society 

RESOLVED,  That  the  Florida  Medical  Associa- 
tion condemn  the  sale  of  poisonous  substances,  such  as 
members  of  the  parathion  family  of  drugs,  and  all 
other  insecticides  or  poisons  which  can  kill  or  injure 
humans,  pets,  or  livestock;  except  that  such  poisons  or 
insecticides  may  be  sold  by  pharmacists,  licensed  in  the 
State  of  Florida,  provided  each  sale  of  such  poison  or 
insecticides  be  recorded  in  a “poison  bo'ok”  in  the  same 
manner  as  the  sale  of  other  poisons  are  now  required 
by  the  Florida  Statute.  Moreover,  be  it  further 

RESOLVED,  That  the  president  of  the  Florida  Medi- 
cal Association  appoint  a committee  to  urge  the  Legis- 
lature of  the  State  'of  Florida  to  make  the  appropriate 
changes  in  the  Florida  Statutes  dealing  with  poisons  as 
soon  as  possible,  and  that  appropriate  warnings  and 
caution  labels  be  affixed  to  all  such  poisons  and  insec- 
ticides sold. 

“The  Reference  Committee  considered  Res- 
olution 64-8,  Medical  Care  for  the  Aging,  by  the 
Orange  County  Aledical  Society  and  recommends 
approval  as  printed  in  the  Handbook. 

“Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report.” 

X"o  discussion;  no  objections,  motion  carried. 

Resolution  64-8 

Medical  Care  for  the  Aging 

Orange  County  Medical  Society 

Whereas,  In  large  part  for  political  purposes  pro- 
ponents of  the  King-.4nderson  Bill  (H  R.  3920)  have  de- 
clared that  the  Kerr-Mills  program  and  all  voluntary- 
efforts  cannot  adequately  meet  the  problems  of  medical 
care  for  the  aging,  and 

Whereas,  The  medical  profession  should  not  be  so 
naive  as  to  believe  that  in  all  probability  some  compro- 
mise must  ultimately  be  made  and  should  be  prepared  to 
assume  aggressive  leadership  through  their  official  rep- 
resentatives in  this  eventuality,  and 

Whereas,  Health  insurance  coverage  tof  all  citizens  over 
65  is  a desirable  objective,  and 

Whereas,  This  coverage  should  be  extended  on  a volun- 
tary basis  in  a manner  consistent  with  the  dignity  and 
independence  of  each  individual,  and 

Whereas,  In  the  statement  of  the  .American  Medical 
.Association  before  the  Ways  and  Means  Committee,  it 
was  declared,  “We  have  also  suggested  certain  amend- 
ments to  the  Internal  Revenue  Code,  designed  to  assist 
all  taxpayers  involved  in  financing  hospital  and  medical 
expenses  of  the  aging,”  therefore,  be  it 

RESOLVED,  That  the  Orange  County  Medical  So- 
ciety supports  this  declaration,  believes  it  to  be  the  most 
acceptable  and  positive  approach  to  any  existing  defici- 
ency in  the  medical  care  of  the  aged  and  favors  the 
enactment  by  the  Congress  of  the  United  States  of  an 
.Act  amending  the  Internal  Revenue  Code  to  provide  the 
following: 

1.  Tax  incentives  for  those  citizens  who  have  reached 
63  and  are  able  to  provide  voluntary  health  insur- 
ance for  themselves; 

2.  Tax  incentives  for  relatives  or  former  employers 
who  are  able  to  provide  such  insurance  for  them ; 
Direct  government  assistance  for  those  citizens  who 
have  reached  age  65,  and  are  otherwise  unable  to 
obtain  such  protection,  to  enable  them  to  pur- 
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chase  health  insurance  of  their  own  choice,  such 
portion  of  the  Act  to  be  administered  in  Coopera- 
tion with  each  of  the  several  states,  and 

4.  Requirement  that  such  insurance  be  guaranteed  re- 
newable, subject  to  certain  minimum  standards,  and 
include  catastrophic  coverage, 
and  be  it  further  resolved.  That  this  resolution  be  for- 
warded to  the  House  of  Delegates  of  the  Florida  Medical 
Association  at  their  next  annual  meeting  with  the  recom- 
mendations that  it.  or  one  of  similar  intent,  be  presented 
by  the  delegates  of  this  Association  to  the  House  Pf  Dele- 
gates of  the  American  Medical  Association  at  their  annual 
meeting  and  that  copies  of  this  resolution  be  sent  to  everj' 
county  society  in  the  state  of  Florida  and  to  ever>-  state 
medical  association. 

“Resolution  64-9,  Blue  Shield,  by  the  Orange 
County  Medical  Society  was  considered  and  the 
Committee  recommends  approval  as  printed  in  the 
Handbook. 

“Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report.” 

No  discussion;  no  objections,  motion  carried. 

Resolution  64-9 

Blue  Shield 

Orange  County  Medical  Society 

Whereas,  The  Orange  County  Medical  Society  believes 
that  Blue  Shield  of  Florida  has  the  ability  to  provide  the 
best  type  of  prepaid  medical  care  protection  for  the  citi- 
zens of  Florida,  therefore  be  it 

RESOLVED,  That  the  Orange  County  Medical  So- 
ciety recommends  to  the  Florida  Medical  .Association  that 
Blue  Shield  of  Florida  be  maintained  and  strengthened 
in  every  way  possible;  and  that  individual  doctors  and 
county  medical  societies  give  this  Plan  their  wholehearted 
cotoperation  and  support,  and  it  is  further 

RESOL\’ED,  That  the  resolution  be  submitted  to  the 
House  of  Delegates  V)f  the  Florida  Medical  .\ssociation 
meeting  for  approval  in  ses.sion  at  Hollywood,  May  1964. 

“Resolution  64-13,  Workmen’s  Compensation, 
was  considered  and  the  Committee  recommends 
that  this  resolution  not  be  adopted.  We  felt  again 
that  the  new  fee  schedule  had  only  been  in  opera- 
tion seven  months  and  time  will  clarify  most  of 
the  discussion  that  was  brought  out  at  the  meet- 
ing. 

“Mr.  Speaker,  I move  that  this  resolution  be 
disapproved.” 

Xo  discussion;  no  objections,  motion  carried. 

“Resolution  64-16,  Corporate  Status  for  Phy- 
sicians, Duval  County  Medical  Society,  was  con- 
sidered and  the  Committee  recommends  that  it  be 
approved. 

“Mr.  Speaker,  I move  the  adoption  of  this  por- 
tion of  the  report.” 

No  discussion;  no  objections;  motion  carried. 


Resolution  64-16 

Corporate  Status  for  Physicians  to  Apply  to 
U.  S.  Internal  Revenue  Code 

Duval  County  Medical  Society 

Whereas,  There  are  several  bills  before  Congress  (H.R. 
9217,  H.R.  10070,  H.R.  9690,  H.R.  9874,  H.R.  10418,  and 
S.  2403)  which  would  amend  the  7701  Section  of  the  In- 
ternal Revenue  Code  of  1954  so  as  to  allow  the  Corporate 
Tax  Status  under  State  Law  to  apply  to  the  Internal 
Revenue  Code,  and 

Whereas,  Physicians  under  present  rulings  of  the  Bu- 
reau of  Internal  Revenue  are  being  discriminated  against 
in  the  matter  of  Corporate  Tax  Status,  and 

Whereas,  Many  physicians  have  already  incorporated 
under  Florida  Law,  be  it 

RESOL\'ED,  That  the  Duval  County  Medical  Society 
endorses  the  passage  of  the  above  legislation  and  urges 
vigorous  support  of  this  legislation  by  the  Florida  Medi- 
cal .Association  requesting  the  Florida  Medical  .Association 
to  present  a similar  resolution  to  the  .American  Medical 
-Association’s  .Annual  Meeting  urging  the  Congress  to  pass 
legislation  allowing  the  State  approved  Corporate  Status 
to  apply  to  the  Internal  Revenue  Code. 

“The  Reference  Committee  considered  Resolu- 
tion X'o.  64-19,  Aledical  Scholarship  Program,  as 
found  in  the  delegates’  packets.  The  committee 
recommends  that  this  resolution  be  approved  in 
principle  and  that  it  be  referred  to  the  Board  of 
Governors  for  further  study  and  action. 

“Mr.  Sijeaker,  I move  the  adoption  of  this 
portion  of  the  report.” 

Xo  discussion;  no  objections,  motion  carried. 

Resolution  64-19 

Proposal  for  a New  Approach  to  Florida’s 
Medical  Scholarship  Program 

Melvin  M.  Simmons,  M.D. 

Florida’s  Medical  Scholarship  Program  should  be  re- 
vised if  it  is  to  meet  its  stated  objective:  to  make  the 
study  of  medicine  possible  for  capable  Florida  students 
with  meager  financial  resources,  in  return  for  their  serv- 
ices as  practicing  physicians  in  those  areas  of  Florida 
where  our  people  do  not  have  adequate  medical  care. 

The  cost  of  medical  education  has  become  so  great 
that  a scholarship  of  one  thousand  dollars  per  year  will 
not  enable  a student  with  only  modest  financial  resources 
to  pursue  the  study  of  medicine.  Further,  the  study  of 
medicine  has  become  so  demanding  that  a student  cannot 
spare  time  from  his  studies  for  gainful  employment. 

These  and  other  undesirable  features  of  the  Scholar- 
ship program,  together  with  the  advent  of  the  Govern- 
ment educational  loan  funds  have  resulted  in  a progres- 
sively smaller  number  of  applicants  for  scholarships  each 
year.  This  year  there  were  thirteen  applicants  for  ten 
scholarships. 

If  one  compares  the  three  present  sources  of  funds 
to  the  student:  the  State  scholarship,  the  .A.M..A.  loan 
guarantee  fund,  and  the  Federal  Student  Loan  Fund  (H.R. 
12),  it  is  obvious  that  the  student  will  prefer  the  Federal 
loan  because  of  its  many  advantages  to  him. 

If  this  situation  of  availability  of  funds  continues  for 
long,  we  will  have  a medical  profession  oriented  toward 
the  Federal  Government.  If  we  desire  to  maintain  our 
orientation  toward  and  strengthen  our  ties  with  our  Sate 
Governments,  we  must  offer  sources  of  funds  to  the 
students  which  are  equally  attractive. 

In  strengthening  Florida’s  program  for  the  pro\Tsion 
of  funds  for  medical  education,  howev'er,  precautions  must 
be  taken  to  insure  that  the  leadership  of  the  medical 
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prolession  in  the  guidance  of  the  program  will  be  con- 
tinued as  the  program  grows.  There  is  probably  no  way 
in  which  the  medical  profession  can  more  effectively  insure 
its  moral  right  to  guide  the  further  development  of  the 
program  through  the  years  than  by  sharing  with  the 
State  in  its  costs.  With  these  thoughts  in  mind,  it  is 
suggested  that  consideration  be  given  to  the  drafting  of  a 
bill  which  would  accomplish  the  following: 

1.  Create  in  the  State  Treasury  the  “Medical  Student 
Loan  and  Scholarship  Fund.” 

2.  Increase  the  annual  registration  fee  paid  to  the 
State  Board  of  Health  from  $1.00  to  $10.00  and  provide 
that  this  ten  dollars  be  deposited  in  the  “Medical  Student 
Loan  and  Scholarship  Fund.” 

3.  Provide  that  the  State  appropriate  for  the  “Medical 
Loan  and  Scholarship  Fund”  an  amount  equal  to  the 
sum  paid  in  annual  registration  fees  by  the  profession  to 
the  fund. 

4.  Provide  that  all  loan  payments  be  made  from  the 
“Medical  Loan  and  Scholarship  Fund,”  and  provide  fur- 
ther, that  all  moneys  received  in  repayment  of  loans  be 
returned  to  the  “Medical  Loan  and  Scholarship  Fund.” 

5.  Set  the  amount  of  loan  per  year  at  $2,000.00. 

6.  Permit  the  number  of  loans  to  grow  as  the  trust 
fund  grows. 

7.  Permit  the  recipient  of  the  loans  to  repay  the 

money  with  per  cent  interest  beginning  the  third 

year  after  graduation,  or  serve  a period  of  compensatory 
practice  in  an  area  of  need  of  one  month  for  each  $200 
of  scholarship  assistance  received. 

8.  Permit  a recipient  who  elects  to  accept  his  loan  as 
scholarship  assistance  to  serve  his  period  of  compensatory 
practice  in  Public  Health  or  in  private  practice  in  an  ac- 
cepted area  of  need. 

9.  Allow  some  credit  toward  repayment  for  each  year 
of  required  service  in  the  Uniformed  Services. 

Such  a revision  of  the  Florida  Medical  Scholarship 
program  would: 

1.  .Attract  to  the  medical  profession  more  of  Florida’s 
intellectually  gifted  students. 

2.  Make  the  pursuit  of  medicine  possible  to  competent 
students  regardless  of  their  financial  resources. 

3.  Provide  a more  equitable  method  of  repayment 
by  compensatory  practice  which  would  result  in  more 
graduates  serving  this  period  of  practice  in  an  area  of 
need. 

4.  Insure  the  profession’s  moral  right  to  give  guidance 
to  the  loan  and  scholarship  program  as  it  develops 
through  the  years. 

“The  Reference  Committee  considered  Resolu- 
tion 64-20  on  Opposition  to  Nationalization  of 
Medicine^  as  presented  to  the  First  House  of  Dele- 
gates by  Dr.  Ralph  Jack  and  recommends  that 
this  resolution  not  be  adopted. 

“Mr.  Speaker,  I move  that  this  resolution  not 
be  adopted.” 

The  Speaker  read  the  resolution. 

Dr.  Cooney:  “Considerable  discussion  was 

heard  regarding  this  resolution,  the  Delegates  to 
the  AMA  were  consulted,  and  it  was  the  opinion 
of  all  present  that  this  resolution  was  superfluous.” 

Dr.  Jack:  “Mr.  Speaker,  I would  just  like  the 
members  of  the  House  to  know  that  this  resolu- 
tion was  adopted  by  the  House  of  Delegates  of 
the  Texas  Medical  Association  on  April  24.” 

Dr.  Walter  Jones  asked  that  Dr.  Edward  Annis 
express  his  opinion. 

Dr.  Annis:  “Unless  I heard  incorrectly,  the 
statement  of  the  resolution  is  not  in  accordance 


with  the  facts.  1 believe  it  stated  that  we  reaffirm 
opposition  to  ‘bricks-and-mortar’  aid,  and  we  do 
not  have  this  policy.  The  policy  of  the  AMA’s 
House  of  Delegates  is  to  support  ‘bricks-and- 
mortar,’  so  the  resolution  would  not  be  factually 
correct  in  its  ‘whereas’  to  justify  the  action.  The 
action  of  the  House  has  been  this — to  reconsider 
and  reevaluate  all  such  programs,  because  as  Dr. 
Jack’s  resolution  points  out,  there  have  been  in- 
stances where  they  are  using  this  as  an  entering 
wedge.  There  are  many  parts  of  this  program 
that  have  to  be  discussed  and  I would  be  cautious 
to  change  our  policy  as  of  the  moment.  I do  not 
think  it  would  clarify  our  own  views  among  our- 
selves and  it  would  be  misused  by  our  enemies  in 
the  public  press. 

“One  thing  I would  like  to  tell  this  House — 
you  have  a very  talented  Reference  Committee. 
A continuing  study  is  being  made  of  this  whole 
matter  now  for  recommendations  and  to  get  the 
factual  material  to  report  back  to  the  membership 
of  the  American  Medical  Association,  and  as  a 
delegate  from  Dade,  I would  be  in  favor  of  accept- 
ing the  recommendation  of  the  Reference  Com- 
mittee.” 

Someone  moved  that  the  action  of  the  Refer- 
ence Committee  be  tabled  and  that  this  resolution 
not  be  published. 

The  Speaker  informed  this  Delegate  that  a 
resolution  which  is  not  approved  is  not  published; 
so  the  motion  was  not  seconded. 

Motion  carried. 

Dr.  Cooney  moved  the  adoption  of  the  entire 
report. 

No  discussion;  no  objections,  motion  carried. 

Dr.  Cooney  thanked  the  members  of  his  Com- 
mittee; Drs.  Melvin  M.  Simmons,  Thomas  M. 
Irwin  and  Madison  R.  Pope. 

Dr.  Russell  B.  Carson,  Chairman  of  the  Board 
of  National  Blue  Shield,  congratulated  the  House 
of  Delegates  on  its  action  in  bringing  Florida  up 
to  a standard  of  Blue  Shield  care  equal  to  the  top 
IS  or  16  states  in  the  country  and  promised,  in 
his  capacity  as  Chairman  of  the  Board,  during  his 
three  year  term  to  make  every  effort  to  bring  Blue 
Shield  into  and  make  it  a part  of  organized  medi- 
cine just  as  closely  as  possible. 

Nominations  for  President-Elect  were  called 
for  by  the  Vice  Speaker,  Dr.  Evans. 

Dr.  Henry  L.  Harrell,  of  Marion:  “We  would 
like  to  place  the  name  of  Eugene  G.  Peek  Jr.  in 
nomination  for  President  of  the  Florida  Medical 
Association  from  Marion  County.  The  Marion 
County  delegation  has  been  instructed  to  do  so  by 
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the  vote  of  every  single  member  of  the  Marion 
County  Medical  Society,  because  we  think  he  is 
a well  qualified  man  and  is  the  best  qualified  man 
for  the  job  at  present. 

“He  is  a graduate  of  the  Medical  College  of 
Virginia  and  received  his  internship  and  residency 
training  in  Richmond.  He  has  a busy,  successful 
practice  in  Ocala.  He  has  kept  this  successful 
practice,  and  in  a little  town  like  Ocala,  you  have 
to  be  a good  doctor  to  do  this — and  being  a good 
doctor  is  the  first  requisite  for  President  of  the 
Florida  Medical  Association.  He  has  been  very 
helpful  in  national  legislation  and  has  served  this 
■Association  faithfully  as  Vice  Speaker  and  Speak- 
er, is  at  present  President  of  the  Florida  State 
Board  of  Health,  is  a member  of  the  Board  of 
(iovernors,  and  we  believe  that  he  is  really  quali- 
fied for  the  job.” 

Dr.  Walter  Jones,  of  Dade:  “An  occasion  like 
this  rarely  is  presented  to  an  individual.  I would 
like  to  second  the  nomination  of  Dr.  Peek.  I have 
known  him  during  his  lifetime  in  this  Association 
and  I had  the  privilege,  22  years  ago,  of  seconding 
the  nomination  of  his  father  for  President  of  the 
Association.  I take  great  pleasure,  as  a past  presi- 
dent, in  seconding  the  nomination  of  Dr.  Peek.” 

Dr.  Shaler  Richardson,  Past  President:  “As  a 
past  president  and  one  who  has  had  much  contact 
with  Gene  Peek  in  working  for  this  Association, 
I wish  to  commend  to  you  the  election  of  Gene 
Peek  as  President-Elect.  He  will  be  a dynamic 
leader  and  will  exert  every  effort  to  carry  on  the 
work  of  this  Association.  He  is  thoroughly  famil- 
iar with  all  aspects  of  the  workings  of  the  Asso- 
ciation and  I recommend  that  you  give  him  your 
unqualified  support.” 

Dr.  William  C.  Roberts,  Past  President,  also 
seconded  the  nomination  of  Dr.  Peek. 

Dr.  James  N.  Patterson,  of  Hillsborough: 
“The  Hillsborough  County  Aledical  Association 
wishes  to  place  in  nomination  for  President-Elect 
the  name  of  one  of  its  most  illustrious  members, 
one  known  to  all  of  you  for  his  many  valuable 
contributions  to  the  progress  of  the  Florida  Medi- 
cal Association. 

“He  was  born  in  Tampa  on  February  10,  1913. 
He  received  his  premedical  education  and  medi- 
cal degree  from  Emory  University,  graduating  in 
1937.  He  interned  at  Cincinnati  General  Hospital, 
where  I first  became  acquainted  with  him.  He 
took  his  residency  in  Internal  Medicine  at  the 
Mayo  Clinic  in  Rochester  from  1938  to  1941.  He 
then  served  in  the  United  States  Army  and  was 
stationed  in  a general  hospital  in  the  European 


theatre  of  operations,  with  the  rank  of  lieutenant 
colonel.  After  the  war  he  moved  to  Tampa  for 
the  practice  of  internal  medicine.  He  has  been 
active  in  civic  and  medical  affairs.  He  has  been 
King  of  Gasparilla,  Director  of  the  Greater  Tampa 
Chamber  of  Commerce,  and  Chairman  of  the  Hos- 
pital Planning  Committee,  Tampa  Municipal  Hos- 
pital. In  1949  he  married  the  beautiful  Kay 
Barker  and  they  have  five  fine  children.  He  has 
been  very  active  in  medical  affairs.  For  the  past 
16  years  he  has  been  a delegate  from  the  Hills- 
borough County  Medical  Association.  He  was 
appointed  to  the  Florida  Medical  Association’s 
Legislative  Committee  in  1951  and  has  been  its 
chairman  for  the  past  ten  years.  He  has  served 
as  a member  of  the  Board  of  Governors  since 
1958.  He  has  appeared  before  Congress  on  many 
occasions  in  our  behalf,  and  for  many  years  was 
the  American  Medical  Association’s  Key  Contact 
Physician  for  Florida.  He  is  now  Vice  President 
of  the  Florida  Aledical  Association.  It  is  with 
great  pleasure  and  pride  that  the  Hillsborough 
County  Medical  Association  places  in  nomination 
the  name  of  our  candidate.  Dr.  H.  Phillip  Hamp- 
ton.” 

Dr.  Hampton’s  nomination  was  seconded  on 
behalf  of  the  Pinellas  County  Medical  Association. 

Motion  was  carried  that  nominations  be  closed. 
Drs.  Robert  F.  Dickey,  of  Dade,  Rothwell  C. 
Polk,  of  Duval,  and  Charles  R.  Sias,  of  Orange, 
were  appointed  as  tellers. 

The  Vice  Speaker  announced  that  Florida’s 
most  illustrious  medical  son.  Dr.  Edward  R.  Annis, 
had  consented  to  speak  while  the  ballots  were 
being  counted. 

Dr.  Annis  used  this  opportunity  to  explain  a 
point  of  view  that  has  not  made  the  headlines  and 
gave  an  excellent  extemporaneous  presentation 
covering  AMA-ERF  Student  Loan  Fund,  the  Gov- 
ernment’s Loan  Fund,  Federal  Trade  Commis- 
sion’s suggested  rules  and  regulations  regarding 
tobacco,  activities  of  the  AAIA  Headquarters  and 
the  Board  of  Trustees. 

The  House  gave  Dr.  Annis  a standing  ovation. 

The  Vice  Speaker  announced  that  Dr.  H.  Phil- 
lip Hampton  was  elected  President-Elect. 

Dr.  Cole  and  Dr.  Patterson  escorted  Dr. 
Hampton  to  the  rostrum. 

The  Vice  Speaker  called  for  nominations  for 
\"ice  President. 

Dr.  Leo  M.  Wachtel,  of  Duval:  “I  have  the 
privilege  and  the  honor  of  nominating  for  Vice 
President  of  the  Florida  Medical  Association  that 
great  son  of  Marion  County,  Eugene  G.  Peek  Jr.” 
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Following  his  election  as  President-Elect,  Dr.  H.  Phillip  Hampton  of 
Tampa  is  escorted  to  the  platform  by  Dr.  James  N.  Patterson  of  Tampa 
(left)  and  Dr.  Edward  L.  Cole  Jr.  of  St.  Petersburg  (right). 


Dr.  Peek’s  nomination  was  seconded  by  Dr. 
Ralph  Jack,  of  Dade. 

Dr.  Robert  Zellner,  of  Orange,  moved  that 
nominations  be  closed  and  the  Secretary  be  in- 
structed to  cast  a unanimous  ballot  for  Dr.  Eugene 
G.  Peek  Jr. 

Motion  was  seconded  and  carried. 

Dr.  Eugene  G.  Peek  Sr.  was  asked  to  escort 
the  new  Vice  President  to  the  rostrum. 

Dr.  Peek  Jr.:  “On  behalf  of  Dr.  Hampton 
and  myself,  we  want  to  thank  all  of  those  who 
worked  for  both  of  us.  1 think  it  is  an  honor 
to  this  society  that  two  friends  can  run  against 
each  other  and  remain  friends.” 

The  Speaker  called  for  nominations  for  S|)eak- 
er  of  the  House. 

Dr.  W.  Dean  Steward,  of  Orange,  nominated 
Dr.  James  T.  Cook,  of  Jackson-Calhoun,  as 
Speaker  of  the  House. 

Dr.  Walter  E.  Murphree,  of  Alachua,  nomi- 
nated Dr.  Franklin  J.  Evans  for  Speaker  of  the 
House.  This  nomination  was  seconded  by  Dr. 
Edwin  P.  Preston,  of  Dade. 

Motion  was  carried  that  nominations  be  closed 
and  the  same  tellers  were  asked  to  serve  again. 

The  Speaker  asked  Mrs.  Hampton  to  stand 
and  be  recognized. 


The  President-Elect,  Dr.  Hampton,  spoke 
brietly,  thanking  the  delegates  for  the  honor  be- 
stowed upon  him. 

Dr.  Quillian;  “I  would  like  to  say  a few  words 
not  only  to  the  House  of  Delegates,  but  to  the 
entire  membership  of  the  Florida  Medical  Asso- 
ciation. One  of  the  privileges  that  one  has  in 
serving  as  President  of  this  organization  is  hav- 
ing the  opportunity  to  work  intimately  with  a 
great  many  people.  I am  firmly  convinced  that 
the  enthusiasm  of  the  individual,  the  activity  of 
the  component  county  medical  society  as  it  is 
working  out  now  is  accomplishing  a great  deal  to 
gain  the  respect  of  other  organizations  throughout 
the  nation,  those  that  comprise  the  American 
Medical  Association.  It  is  very  heartening  when 
one  attends  a meeting  of  the  American  Medical 
Association  to  see  the  favor  and  respect  with 
which  those  representatives  of  Florida  are  re- 
ceived, and  this  is  on  account  of  individual  mem- 
bers. We  have  observed  the  dedicated  work  of 
committee  members,  of  councilmen,  of  Councils  on 
various  activities  throughout  the  organization.  I 
have  enjoyed  the  privilege,  particularly  this  last 
year,  of  working  with  a very  dedicated  Board  of 
Governors,  and  there  is  a great  deal  of  work  that 


J.  Florida  M.A./July,  1964 


457 


SECOND  HOUSE  OF  DELEGATES 


Officers  of  the  Association  are  (from  left)  Dr.  Floyd  K.  Hurt  of  Jacksonville,  Secretary-Treasurer;  Dr.  Eu- 
gene G.  Peek  Jr.  of  Ocala,  Vice  President;  Dr.  Franklin  J.  Evans  of  Coral  Gables,  Speaker  of  the  House;  Dr. 
Samuel  M.  Day  of  Jacksonville,  President;  Dr.  H.  Phillip  Hampton  of  Tampa,  President-Elect,  and  Dr.  Warren 
W.  Quillian  of  Coral  Gables,  Immediate  Past  President. 


is  accomplished  by  them  as  administered  by  the 
very  efficient  executive  staff. 

“Our  thanks  can  be  offered  at  this  time  to  all 
of  you  who  made  this  possible.  I am  glad  to  have 
a chance  to  say  this,  because,  according  to  our 
schedule  here,  when  this  Past  President’s  button 
is  pinned  on,  that  is  the  end,  or  as  Jere  Annis 
said  last  night,  this  means  ‘selah,’  and  I have  al- 
ways heard  that  that  in  the  concordance  is  trans- 
lated to  mean  ‘shut  up’  because  now  you  are  a 
Past  President.  I promise  to  do  that.  I would 
like  to  express  again  m3’  appreciation  for  the 
privilege  and  the  honor  of  having  been  President 
during  this  year.  It  has  been  a happv’  year  on 
account  of  the  lo3’alty  and  help  of  so  many.  I 
would  like  to  express  mv’  special  thanks  to  m}- 
wife — in  case  she  is  able  to  rise  and  be  recognized 
— to  m3’  understanding  associate,  the  medical  as- 
sistants in  the  office,  and  finalh’  to  my  sympathetic 
banker,  w'ho  prefers  to  remain  anon3’mous.” 

The  tellers  reported  and  the  Speaker  an- 
nounced that  Dr.  Franklin  J.  Evans  had  been 
elected  Speaker  of  the  House. 

Dr.  Simmons  of  Sarasota  nominated  Dr.  James 
T.  Cook  as  \dce  Speaker. 


Motion  was  carried  that  nominations  be  closed 
and  the  Secretary  be  instructed  to  cast  a unani- 
mous ballot  for  Dr.  Cook. 

The  Speaker  called  attention  to  the  Board  of 
Governors’  nominations  for  the  Committee  on 
Membership  and  Discipline  as  shown  on  page  36 
of  the  Handbook  and  asked  for  additional  nomi- 
nations from  the  floor. 


As  there  were  no  additional  nominations,  mo- 
tion w’as  carried  that  nominations  be  closed  and 


the  Secretary 
following: 

cast  a unanimous  ballot 

for  the 

District 

3 

Edward  J.  Lauth  Jr., 

M.D.,  Miami  ..  

1968 

District 

4 

Jack  Q.  Cleveland, 
M D , Miami 

1965 

District 

4 

Nelson  Zi%’itz,  M.D., 
Miami  Beach 

1968 

District 

5 

\V.  Wardlaw  Jones,  M.D., 
Dade  Citv  . 

1968 

District 

8 

Thomas  H.  Bates,  M.D., 
Lake  Citv  

1968 

District 

10 

Ernest  R.  Bourkard,  M.D., 
Tamna 

1968 

District 

12 

N.  Worth  Gable,  M.D., 
St.  Petersburg 

1968 

The  Speaker  asked  for  nominations  for  Dele- 
gates to  the  American  Medical  Association,  three 
delegates  and  three  alternates  for  two  3’ear  terms 
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beginning  January  1,  1965  and  expiring  Decem- 
ber 31,  1966. 

Dr.  Edward  W.  Cullipher,  of  Dade:  “In  spite 
of  my  lack  of  experience  at  this  sort  of  thing,  I 
have  been  requested  by  the  DCMA  to  nominate 
Dr.  Reuben  B.  Chrisman  Jr.” 

Nomination  was  seconded  by  Dr.  Charles  J. 
Collins,  of  Orange. 

Motion  was  carried  that  nominations  be  closed 
and  the  Secretary  be  instructed  to  cast  a unani- 
mous ballot  for  Dr.  Chrisman. 

Dr.  Henry  L.  Harrell,  of  Alachua,  nominated 
Dr.  Robert  E.  Zellner  of  Orange,  as  alternate 
Delegate  for  Dr.  Chrisman. 

As  there  were  no  other  nominations,  motion 
was  carried  that  the  Secretary  be  instructed  to 
cast  a unanimous  ballot  for  Dr.  Zellner. 

Dr.  George  Palmer,  of  Leon,  nominated  Dr. 
Francis  T.  Holland,  of  Leon,  as  Delegate  to  the 
American  Medical  Association. 

As  there  were  no  other  nominations,  motion 
was  carried  that  the  Secretary  be  instructed  to 
cast  a unanimous  ballot  for  Dr.  Holland. 

Dr.  William  W.  Trice  Jr.,  of  Hillsborough, 
nominated  Dr.  Madison  R.  Pope  as  alternate 
Delegate  for  Dr.  Holland. 

No  other  nominations  were  made  and  motion 
was  carried  that  the  Secretary  be  instructed  to 
cast  a unanimous  ballot  for  Dr.  Pope. 

Dr.  Charles  Larsen  Jr.,  of  Polk,  nominated 
Dr.  Jere  W.  Annis  as  Delegate  to  the  American 
Medical  Association. 

Dr.  Robert  F.  Dickey,  of  Dade,  seconded  the 
nomination  of  Dr.  Annis. 

As  there  were  no  other  nominations,  motion 
was  carried  that  the  Secretary  be  instructed  to 
cast  a unanimous  ballot  for  Dr.  Annis. 

Dr.  G.  Dekle  Taylor,  of  Duval,  nominated  Dr. 
Leo  M.  Wachtel  as  alternate  Delegate  for  Dr. 
Annis. 

No  other  nominations  were  made  and  motion 
was  carried  that  the  Secretary  be  instructed  to 
cast  a unanimous  ballot  for  Dr.  Wachtel. 

The  Speaker  called  for  nominations  for  the 
office  of  Secretary-Treasurer. 

Dr.  Jelks:  “You  will  recall  that  the  Duval 
Delegation  assigned  to  me  the  privilege  last  year 
of  nominating  for  the  office  of  Secretary-Treasurer 
a man  that  we  did  not  know  a whole  lot  about. 
After  a year’s  trial,  we  would  like  to  present  him 
again  to  you  altogether  on  the  record  he  has  made 
this  year.  We  would  like  to  renominate  Dr.  Floyd 
R.  Hurt  for  the  office  of  Secretary-Treasurer.” 


Dr.  Samuel  M.  Day  of  Jacksonville  addresses  the 
House  of  Delegates  following  ceremonies  during  which 
he  was  installed  as  President  of  the  Association. 


Motion  was  carried  that  nominations  be  closed 
and  a unanimous  ballot  be  cast  for  Dr.  Hurt. 

The  Speaker  asked  Dr.  Jere  W.  Annis  and 
Dr.  G.  Dekle  Taylor  to  escort  the  incoming  Presi- 
dent, Dr.  Samuel  M.  Day,  to  the  rostrum. 

Dr.  Quillian:  “It  is  my  pleasure,  Sam,  to 

offer  you  this  gavel  which  is  emblematic  of  the 
authority  vested  in  you  as  you  assume  the  presi- 
dency of  this  organization.  Your  qualifications 
are  very  high  and  your  many  years  of  service  to 
the  organization  justify  the  reward  and  recogni- 
tion which  go  with  it.  We  congratulate  you  and 
we  congratulate  ourselves  in  having  someone  in 
whom  we  can  place  confidence,  in  that  we  have 
obtained  a leader  who  will  have  the  full  coopera- 
tion of  the  membership.” 

Dr.  Day;  “President  Warren  and  Members 
of  the  House:  As  one  who  grew  up  in  this  organ- 
ization. I am  grateful  for  being  in  this  position. 
Today  I am  reminded  of  the  saying  that  historians 
e.xplain  the  past,  economists  predict  the  future, 
only  the  present  is  confusing.  In  the  coming  year, 
we  are  going  to  try  to  emphasize  our  scientific 
activities.  You,  by  your  actions  at  this  meeting, 
have  designated  the  Committee  on  Postgraduate 
Education  to  take  a more  active  part.  I would 
like  to  preach  my  text  that  I have  been  giving  in 
several  places,  because  1 think  it  is  so  important 
at  the  present  time,  that  of  Workmen’s  Compensa- 
tion, to  be  patient  and  urge  the  members  of  your 
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county  society  to  be  patient  at  this  time.  As  was 
related  in  the  Reference  Committee,  they  are  try- 
ing to  collect  statistics  of  the  average  fees  of  doc- 
tors; they  are  putting  those  fees  in  the  IBM 
machines;  it  is  true  they  are  not  paying  them, 
and  it  is  creating  a lot  of  confusion,  and  it  is 
creating  some  bookkeeping  difficulties,  but  it  is 
possible  that  we  may  be  able  to  collect  some  sta- 
tistics which  will  be  valuable  to  us  in  the  future 
and  possibly  can  get  us  off  the  fee  schedule,  which 
is  the  aim  of  many  of  our  members.  So,  be  pa- 
tient, please. 

“Coming  uji  we  have  another  fight  on  Medi- 
care; so  I do  not  need  to  remind  you  that  we 
should  stay  active  in  that  field  and  as  individuals 
we  need  to  take  an  active  part  in  the  political 
campaigns  that  are  ahead  of  us.  I would  like  to 
urge,  however,  that  you  act  through  your  organ- 
ization, the  Florida  Medical  Association,  before 
you  go  to  the  public  on  actions  that  affect  medi- 
cine, because  it  presents  an  ununited  front  when 
we  go  off  in  various  directions  and  do  not  work 
through  our  Association. 

“I  would  like  to  recognize  my  wife,  who  has 
been  most  patient  with  me  through  years  of  Flor- 
ida medicine.  I would  like  to  say  that  somehow 
everybody  seems  to  think  a lot  more  of  me  when 
they  know  my  Dolly.” 

Mrs.  Day  stood  and  was  applauded  by  the 
assembly. 

Dr.  Day:  “President  Warren,  we  are  grateful 
to  you  for  the  wonderful  job  you  have  done  as 
our  president.  You  have  conducted  your  meetings 
with  dispatch  and  with  humor.  I don’t  think  we 
have  ever  enjoyed  Board  meetings  more  than  those 


this  past  year  interspersed  with  your  tidbits  of 
good  humor.  We  appreciate  the  fine  work  you 
have  done  for  us  in  Florida  medicine  and  hope 
that  this  does  not  mean  the  end.  I present  this 
Past  President’s  button,  also,  this  Past  President’s 
Certificate,  saying:  ‘With  Honor,  Warren  W. 

Quillian,  M.D.,  served  the  Florida  Medical  As- 
sociation with  distinction  during  his  year  as  Pres- 
ident. On  behalf  of  the  officers  and  members  of 
our  Association,  this  Certificate  of  Honor  is  affec- 
tionately bestowed.’  ” 

Because  Mrs.  Quillian  had  sprained  her  ankle. 
Dr.  Jack  Cleveland  and  Dr.  Charles  Collins  were 
asked  by  Dr.  Day  to  present  Dr.  Quillian’s  pic- 
ture to  Mrs.  Quillian  at  her  seat  in  the  audience. 

Dr.  Day  announced  that  there  would  be  a 
meeting  of  the  new  Board  of  Governors  immedi- 
ately following  adjournment  of  the  House  of 
Delegates. 

The  Speaker  asked  Dr.  G.  Dekle  Taylor  to 
give  the  benediction. 

Dr.  Taylor:  “Let  us  pray.  Almighty  God, 

designer  of  this  great  universe,  we  hope  that  our 
deliberations  and  actions  at  this  meeting  have  been 
pleasing  to  Thee.  Let  us  not  forget  the  love  of 
the  Good  Samaritan  for  his  fellowman  and  the 
admonishment  of  the  Great  Physician,  that  we  go 
and  do  likewise.  Help  us  to  remember,  ‘that  love 
suffereth  long,  and  is  kind;  love  envieth  not;  love 
vaunteth  not  itself,  is  not  puffed  up.’ 

“Now  may  the  love  and  peace  of  God  which 
passeth  all  understanding  and  which  the  world 
can  neither  give  nor  take  away,  abide  with  you 
alwaj^s.  .Amen.” 

The  meeting  was  adjourned  at  1:30  p.m. 


Attendance  at  90th  Annual  Meeting 
Florida  Medical  Association 

Registration  for  the  Annual  Meeting  held  at  Hollywood  May  7-10  reached  a 
total  of  2,143  for  the  four  days,  Thursday  through  Sunday.  Of  the  total,  there  were 
1,193  physicians,  472  members  of  the  Woman’s  Auxiliary,  284  scientific  and  technical 
exhibitors,  and  194  other  guests. 
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Editorials 


The  Presidency 

of  the  Florida  Medical  Association 


Within  a |)eri(Ki  of  less  than  two  months  it  has 
been  my  sad  mission  to  attend  the  funeral  of 
four  past  presidents  of  the  Florida  Medical  Asso- 
ciation. Dr.  Carnes  Harvard  died  April  5,  age 
62.  Dr.  Herbert  White  died  May  11,  age  66. 
Dr.  David  Murjihey  died  May  16,  age  58.  Then 
last  week  on  May  27,  Dr.  Shaler  Richardson 
passed  away  at  the  age  of  73.  If  I am  not  mis- 
taken. Shaler  Richardson  had  an  active  part  in 
the  affairs  of  the  Association  longer  than  any 
other  member.  It  has  been  an  honor  to  have  en- 
joyed the  friendship  of  these  four  men  over  the 
years,  both  within  and  outside  of  the  Florida 
Medical  Association. 

Dr.  Harvard  and  Dr.  Richardson  died  literally 
“with  their  boots  on.”  Dr.  Harvard  was  in  Jack- 
sonville at  a Board  of  Governors  meeting  when 
he  fell  incurring  a fracture  of  one  forearm  and  the 
l^elvis.  He  was  hospitalized  and  died  four  days 
later.  Dr.  Richardson  was  oi)erating  the  afternoon 
before  he  died  of  a coronary  the  next  morning. 
Dr.  \\'hite  and  Dr.  Murphey  had  been  ill  three 
and  two  years  respectively. 

This  rapid  depletion  in  the  small  group  of  past 
presidents  has  caused  me  to  ponder  over  both  the 
past  and  the  future — especially  as  Shaler  Richard- 
son and  I were  the  same  age. 

For  years  I have  considered  the  group  of  past 
|)residents  as  the  “senior  statesmen”  of  the  Asso- 
ciation. This  because  of  age,  because  they  have 
received  the  highest  honor  the  Association  can 
bestow,  and  because  they  have  been  able  to  watch 
the  growth  of  the  organization.  At  the  last  meet- 
ing of  the  House  of  Delegates  an  additional  honor 
was  given,  namely,  the  past  presidents  were  made 
members  of  the  House  of  Delegates  for  life.  Be- 
fore this,  the  group  had  had  the  privilege  of  the 
floor. 

Eighteen  years  ago  I was  honored  by  being 
elected  the  president-elect  and  assumed  office  in 
1947.  Since  that  time  I have  enjoyed  the  mem- 
ories of  my  year  in  office,  and  the  association 
within  the  group  of  past  presidents.  The  annual 


past  president’s  breakfast  meeting  is  always  the 
high  light  of  the  Association’s  meeting  for  this 
group.  As  the  years  go  by,  the  bonds  between  the 
group  of  past  presidents  grow  stronger. 

What  is  the  significance  of  the  election  to  the 
presidency  of  the  Florida  Medical  Association? 
I cannot  speak  for  others,  but  to  me  it  means  as 
follows: 

It  gives  the  stamp  of  approval  of  the  Associa- 
tion as  to  the  elected  physicians’  ability,  integrity 
and  personality. 

It  means  long  hours  of  work  on  the  affairs  of 
the  Association.  Without  the  help  of  efficient 
managing  directors,  the  Association  work  needs 
would  be  too  much  of  a burden  to  compensate  for 
the  honor.  In  my  day  we  had  Stewart  Thompson. 
Of  late  we  have  had  Flarold  Parham.  Stewart 
Thompson  during  his  lifetime,  and  now  Harold 
Parham,  literally  live  with  and  for  the  Florida 
iMedical  Association. 

During  the  years  as  president,  and  later  as 
past  president  friendships  are  made,  and  personal 
bonds  are  built  which  will  go  through  life. 

The  office  gives  the  holder  thereof  the  oppor- 
tunity of  watching  the  younger  members  mature 
and  assume  greater  responsibilities  in  the  affairs 
of  their  Association. 

The  office  of  president  carries  with  it  the  ap- 
proval of  the  Association.  There  are  any  num- 
ber of  the  Association’s  membershi|)  capable  and 
worthy  of  being  elected  to  the  presidency  who 
may  never  receive  this  honor,  men  more  deserving 
and  more  capable  than  any  or  most  of  our  past 
presidents.  But  this  is  such  an  honorable  position 
that  the  office  should  seek  the  man,  not  the  man 
the  office.  The  county  or  district  may  and  should 
choose  a candidate  and  foster  him  to  the  fullest. 
This  is  simple  democracy. 

I want  again  to  thank  the  Association  for  the 
privilege  of  being  a past  president  of  the  Florida 
Medical  Association. 

William  C.  Thomas  Sr.,  iM.D. 

Gainesville 
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The  Ninetieth  Annual  Meeting  of  the  Florida 
Medical  Association  has  been  laid  to  rest.  As  is 
the  custom,  an  editorial  postmortem  is  required. 
Organizationally,  the  convention  functioned  as 
well  as  its  senile  condition  would  permit.  Those 
responsible  for  keeping  it  alive  are  to  be  congrat- 
ulated. 

Physicians,  individually  and  collectively,  are 
increasingly  creatures  of  their  social  environment. 

stiffening  of  our  professional  backbone  is  es- 
sential to  our  survival.  This  would  permit  us  to 
react  in  an  effective  manner  to  the  environment  of 
a new  socioeconomic  and  political  world.  The 
effect  of  the  present  state  of  affairs  is  strikingly 
revealed  in  the  deliberations  of  the  House  of 
Delegates. 

The  social  and  political  environment,  as  it  af- 
fects medicine,  should  be  defined  and  understood. 
Our  social  climate  today  results  from  a com- 
promise at  various  ratio  levels  of  “freedom  from” 
as  opposed  to  “freedom  to.”  Economic  and  politi- 
cal slavery  is  the  final  goal  of  the  “freedom  from” 
philosophy.  There  seems  to  be  a decline  in  the 
value  put  on  individual  freedom  in  our  society. 

Factors  contributing  to  the  regimentation  of 
•American  society  are  the  growing  size  and  urban- 
ization of  our  population,  longevity  of  our  citi- 
zens, rising  crime  rate  accompanied  by  more  rules 
and  regulations,  invasion  of  privacy  by  multiple 
agencies,  growing  centralization  of  government  as- 
sociated with  bureaucratic  control  of  local  affairs, 
and,  finally,  a dossier  mentality  developed  in  our 
male  population  during  World  War  II. 

No  one  has  greater  admiration  than  I for  the 
physician  who  still  considers  the  practice  of  medi- 
cine a private  affair  between  himself  and  his  pa- 
tient. Can  physicians  of  this  persuasion  survive 
in  our  present  social  order?  Can  enough  of  these 
physicians  be  preserved  to  alter  the  events  leading 
to  the  last  day  of  complete  loss  of  medical  free- 
dom? The  pages  of  history  clearly  show  what 
happens  to  physicians  in  other  nations  who  are 
not  sufficiently  active  in  opposing  attempts  to 
regulate  and  control  the  practice  of  medicine.  Dr. 
Annis,  in  his  address  to  the  convention,  con- 
trasted the  European  and  American  attitude  to- 
ward medical  care.  The  difference:  community 
volunteerism  versus  compulsion.  Because  of  a 
feeling  of  futility  and  apathy,  the  American  doc- 
tor constitutes  the  greatest  threat  to  his  own  fu- 
ture security  and  welfare.  There  would  be  no 


regulation  of  medicine  now  if  there  were  no  doc- 
tors begging  to  be  regulated  (and  compensated) 
or  rather,  begging  to  be  permitted  to  regulate. 
Many  individual  doctor’s  rights  have  been  sold 
by  him  and  he  has  received  payment  and  he  is  un- 
likely ever  to  regain  them. 

It  is  erroneous  to  assume  that  the  federal  gov- 
ernment is  always  the  chief  villain  in  creating  the 
new  medical  environment.  The  interposition  of 
the  economic  third  party  between  the  physician 
and  his  patient  was  not  introduced  by  government 
but  by  industry.  Management  sees  the  cost  of 
medical  care  as  a significant  budgetary  item; 
labor — a fringe  benefit;  and,  the  politician — a free 
government  service  to  be  used  to  buy  votes.  All 
these  agencies  find  it  desirable  to  have  a standard 
fee  and  a standard  service.  This,  of  course,  can- 
not be  accomplished  without  regulation  of  the 
physician. 

Statistically,  the  percentage  of  the  medical  care 
dollar  received  by  the  physician  for  his  services  is 
rapidly  diminishing.  The  expanding  army  of  para- 
medical professions  and  the  gigantic  e.xpansion  of 
hospital  facilities  with  its  army  of  lay  and  medi- 
cal administrators  are  challenging  the  practicing 
physician’s  role  as  the  captain  of  the  medical 
team.  There  are  many  other  agencies  and  factors 
in  our  American  economy  that  tend  to  subvert 
the  physician’s  rightful  role  in  society  and  threat- 
en the  quality  of  medical  care. 

The  Florida  Medical  Association  should  be 
geared  to  meet  these  challenges  through  better 
education  of  the  physician  in  the  areas  of  eco- 
nomics, politics,  and  public  relations,  which  can 
be  effectively  applied  at  the  “grass  root”  or  phy- 
sician-patient level. 

If  the  FMA  is  to  become  effective  and  vital, 
it  should  undertake  some  severe  reorganization. 
First,  the  business  must  be  put  in  the  hands  of 
able  executives.  These  may,  but  probably  will 
not  be  physicians.  The  physicians  must  be  limited 
to  (a)  electing  a board  of  directors  to  employ 
e.xecutives,  (b)  setting  the  policies  under  which 
they  will  operate,  and  (c)  providing  the  me- 
chanics to  enforce  these  policies.  Second,  the  Asso- 
ciation must  be  given  adequate  financial  resources 
with  which  to  operate.  This  means  a substantial 
increase  in  dues.  Each  doctor  must  know  that 
he  has  some  voice  in  setting  policy  but  that  once 
it  is  set,  he  must  support  it  unconditionally. 
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Where  does  an  active,  practicing  physician 
find  the  time  really  to  operate  organizationally  and 
politically?  Does  anyone  e.xpect  the  officials  of 
the  Teamsters  Union  to  carry  on  union  affairs 
after  they  have  come  in  from  a long  hard  day  on 
the  highway  wdth  a multiton  truck? 

Nothing  in  the  very  narrow  training  of  today’s 
physicians  has  qualified  them  in  management, 
politics,  economics,  administration,  or  government, 
yet  it  is  a rare  doctor  who  does  not  e.xpress  the 
feeling  that  he  is  an  expert  in  all  these  fields.  A 
ludicrous  sight,  if  one  wishes  support  of  this 
view,  is  the  business  session  of  any  medical  group 
wallowing  through  routine  business  matters.  With 
courage  matched  only  by  their  ignorance,  they 
wade  into  legal,  public  relations  and  other  highly 
technical  matters  wath  all  the  self  confidence  that 
is  carefully  acquired  and  displayed  in  the  con- 
sultation room  and  over  the  hospital  bed. 

The  FMA  expects  loyalty  and  discipline  from 
its  component  societies.  Its  leaders  are  subjected 
to  abuse  and  harassment  from  every  self -qualified 
expert  who  cares  to  scourge  them  for  any  action 
they  have  taken.  The  Association  carries  on  this 
charade  of  democracy,  suffering  from  all  its  ills, 
but  profits  from  none  of  the  strength  of  this  sys- 
tem. It  attempts  to  do  so  with  little  money  and 
in  the  spare  time  which  its  officers  find  after  they 
have  completed  their  busy  day’s  practice.  Its  of- 
ficers try  to  do  these  things  well,  and  in  com- 
petition with  experts,  without  training  or  experi- 

Ninetieth  Annual  Meeting 
Scientific  Program 

The  programs  for  the  Scientific  Section  iNIeet- 
ings  of  the  Florida  Medical  Association  are  pre- 
pared by  the  Scientific  Council.  This  is  a difficult 
and  demanding  task  requiring  many  hours  of  hard 
work  beginning  at  the  conclusion  of  each  Annual 
Meeting  and  ending  one  year  later.  The  programs 
for  the  Ninetieth  Annual  Meeting  in  Hollywood 
were  stimulating,  varied  in  subject  material,  well 
presented  and,  as  usual,  very  poorly  attended. 

The  papers  presented  were  well  divided  be- 
tween member  and  guest  speakers.  In  this  regard. 
Dr.  Warren  R.  Guild  of  Boston  was  heard  to 
comment  on  the  excellence  of  the  subject  matter 
and  authoritative  manner  of  presentation  by  our 
member  speakers.  He  was  particularly  impressed 


ence  in  these  various  fields.  Why  would  not  any- 
one who  really  believes  in  medicine’s  cause  be 
discouraged  and  overwhelmed  with  a sense  of 
futility? 

The  FMA  convention  can  be  more  effective  as 
an  instrument  to  further  the  educational  and 
organizational  needs  of  the  physician.  Education 
in  the  science  of  medicine  is  well  served  by  the 
specialty  meetings.  General  scientific  sessions 
should  be  eliminated  and  replaced  by  workshops 
in  the  fields  of  economics,  public  relations  and 
the  mechanics  of  politics  given  by  experts  in  these 
fields  for  the  purpose  of  making  the  individual 
physician  effective  through  political  action  at  the 
“grass  root’’  or  patient-physician  level.  An 
interim  meeting  of  the  House  of  Delegates  in 
various  parts  of  the  state  would  permit  more 
ph\^sicians  to  participate  in  the  affairs  of  the 
-Association. 

Will  the  physicians  of  Florida  ever  become 
a part  of  an  effective  organization  to  meet  the 
challenge  of  our  new  environment?  Or — will  we 
continue  to  look  after  our  individual  interests, 
express  our  uninformed  extemporaneous  opinions 
freely,  e.xercise  every  possible  “freedom  from’’ 
and  try  to  make  the  best  individual  deal  we  can 
with  those  who  are  rapidly  acquiring  control 
over  us? 

Millard  B.  White,  M.D. 

Sarasota 


by  the  apparent  good  working  and  teaching  rela- 
tionship between  the  two  medical  schools  in  the 
state  and  the  practicing  physicians.  -Apparently 
panels  composed  of  teaching  doctors  and  working 
doctors  are  unusual  in  his  state  because  of  the 
ivory  tower  attitude  of  the  former.  The  out-of- 
state  speakers  were  certainly  well  chosen  and  add- 
ed a good  sense  of  balance  to  the  programs  on 
which  they  appeared. 

-Attendance  at  the  sessions  was  uniformly  poor. 
Alost  of  the  meetings  opened  with  less  than  100 
in  the  audience  and,  in  several  instances,  fewer 
than  50  were  present.  The  audience  usually  in- 
creased gradually  during  the  presentation  of  the 
individual  papers  with  little  turnover  until  the 
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beginning  of  the  panel  discussions.  There  was  a 
rapid  thinning  of  the  audience  before  most  panels. 
The  exceptions  to  this  chain  of  events  were  the 
programs  on  “Pyelonephritis”  and  “Functional 
Disorders  of  the  (iastrointestinal  Tract.”  Both  of 
these  assemblies  were  attended  by  an  alert  and 
receptive  group  who  came  and  stayed  for  the  en- 
tire program.  In  my  opinion,  these  two  sessions 
were  the  highlights  of  the  meeting  and  this  opin- 
ion seemed  to  be  shared  by  the  audiences. 

The  panel  discussions  were  generally  good,  but 
usualh’  not  as  good  as  the  individual  papers. 
The  quality  of  the  panels  was  determined  by  the 
moderator.  Those  moderators  who  edited  the 
questions  submitted  by  the  audience,  paced  the 
discussions  properly  and  answered  some  of  the 
questions  themselves  were  e.xceptional.  Dr.  Don- 
ald F.  Marion  and  Dr.  Richard  C.  Dever  of  Mi- 
ami were  both  outstanding  moderators. 

A number  of  years  ago  there  was  an  abrupt 
and  regrettable  shift  of  emphasis  on  state  and 
county  medical  society  programs  from  scientific 
topics  to  political  and  economic  matters.  This 
change  is  exemplified  by  the  inclusion  of  one  entire 
afternoon  of  medical  economics  as  a part  of  the 
Scientific  Section  Meetings.  This  particular  ses- 
sion was  one  of  the  most  poorly  attended  and 
probably  should  not  have  been  included  in  the 


scientific  meetings.  One  cannot  help  but  suggest 
the  improvement  that  would  occur  if  the  time  and 
effort  devoted  to  formulation  and  revision  of  fee 
schedules,  meetings  with  repre.sentatives  of  insur- 
ance companies  and  lobbying  for  state  and  na- 
tional legislation  were  devoted  to  planning  and 
preparing  our  next  scientific  program. 

Many  members  of  the  Association  who  attend- 
ed no  scientific  meetings  other  than  their  specialty 
meetings  were  asked  why  they  did  not  attend  the 
Scientific  Section  Meetings.  Most  of  these  replied, 
in  effect,  that  the  meetings  are  never  any  good. 
This  attitude  seems  to  be  widely  prevalent  and 
traditional.  It  is  probably  the  greatest  problem 
facing  the  Scientific  Council  in  its  attempt  to  in- 
crease the  attendance  at  the  sessions.  It  may  take 
heart  from  the  indisputable  fact  that  physicians 
are  eager  to  continue  their  education  and  will 
choose  to  go  to  scientific  meetings  in  the  face  of 
competing  temptation  if  intellectually  challeng- 
ing topics  are  presented.  The  tradition  of  poor 
jirograms  can  be  overcome  by  a continued  presen- 
tation of  good  programs  such  as  we  have  just  e.x- 
])erienced.  If  the  program  is  good,  people  will 
come. 

George  H.  McSw.ain,  M.D. 

Dayton.a  Beach 


Deaths 


Murphey,  David  Rhodin  Jr.,  Tampa;  born  in 
.Anniston,  Ala.,  on  July  27,  1906;  Vanderbilt  Uni- 
versity School  of  Medicine,  1930;  from  1930  to 
1935  served  an  internship  and  two  residencies  at 
the  University  of  Virginia  School  of  Medicine, 
was  a fellow  in  surgical  pathology  there  and  at 
Johns  Hopkins  Hospital,  Baltimore,  and  was  a 
fellow  at  Kelly  Hospital,  Baltimore,  and  Memorial 
Hospital  for  the  Treatment  of  Cancer  and  Allied 
Diseases,  New  York  City;  entered  the  private 
practice  of  surgery  and  gynecology  in  Tampa  in 
1935;  was  a veteran  of  World  War  II,  serving 
from  1942  to  1946  in  the  Medical  Corps  of  the 
United  States  Air  Force  with  the  rank  of  lieuten- 
ant colonel;  was  a past  president  of  the  Hills- 
borough County  Medical  Association;  served  on 
the  Board  of  Governors  of  the  Florida  Medical 


Association  for  four  years  before  becoming  Presi- 
dent-Elect of  the  Association  in  1950  and  Presi- 
dent in  1951;  was  medical  director  of  the  Hills- 
borough County  Civil  Defense  Commission  and  a 
past  president  of  the  Florida  Blood  Bank  Associa- 
tion; was  particularly  active  in  establishing  the 
Southwest  Florida  Blood  Bank,  prior  to  World 
War  II;  was  certified  bj-  the  .American  Board  of 
Surgery;  held  membership  in  the  American  Medi- 
cal Association,  Southern  Medical  Association. 
American  College  of  Surgeons,  Southern  Surgical 
Association,  Southeastern  Surgical  Congress, 
.American  .Association  of  Railroad  Surgeons.  .Asso- 
ciation of  Seaboard  Surgeons,  Florida  .Association 
of  General  Surgeons,  Society  of  Head  and  Neck 
Surgeons,  and  Southern  Surgeons  Club,  of  which 
he  was  president  in  1960;  died  May  16,  aged  57. 
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Richardson,  Shaler  Arnold,  Jacksonville;  born 
in  Lake  Charles,  La.,  on  Feb.  27,  1891;  Vander- 
bilt University  School  of  Medicine,  1913;  served 
a two  year  internship  at  Memphis  City  Hospital. 
Memphis,  Tenn.;  entered  the  Medical  Corps  of  the 
United  States  Army  during  World  War  I,  serving 
from  1917  to  1919,  attaining  the  rank  of  major; 
upon  conclusion  of  his  military  duty,  was  for  four 
years  resident  physician  at  the  Xew  York  Eye  and 
Ear  Infirmary;  since  1922  had  engaged  in  the  pri- 
vate practice  of  ophthalmology  in  Jacksonville; 
held  membership  in  the  Florida  Medical  Associa- 
tion for  47  years,  filled  numerous  committee  as- 
signments, served  as  its  Secretary-Treasurer  and 
Editor  of  The  Journal  of  the  Florida  Medical  As- 
sociation from  1925  to  1944  when  he  became  Pres- 
ident-Elect for  two  war  years,  was  its  President  in 
1946,  resumed  the  post  of  Editor  of  The  Journal 
in  1947,  was  named  Editor  Emeritus  in  1961  and 
continued  to  serve  in  that  capacity  until  his  death; 
also  in  1961,  was  awarded  the  Association’s  high- 
est honor,  its  Certificate  of  Merit;  was  a leading 
figure  statewide  in  every  type  of  work  for  the 
blind;  was  a charter  member  and  past  president 
of  the  Florida  Society  of  Ophthalmology  and 


White,  Herbert  Eugene,  St.  Augustine;  born 
in  Flovilla,  Ga.,  on  Oct.  28,  1897;  Emory  Univer- 
sity School  of  Medicine,  Atlanta,  Ga.,  1923; 
served  an  internship  and  a residency  at  Grady 
Memorial  Hospital,  Atlanta;  since  1925  had 
engaged  in  the  practice  of  general  surgery  and 
obstetrics  in  St.  Augustine;  was  chief  of  staff  of 
Flagler  Hospital  from  1935  until  he  resigned  in 
1963;  served  the  St.  Johns  County  Medical  So- 
ciety as  secretary,  treasurer,  vice  president  and 
president  prior  to  1946  and  from  1950  to  1960 
was  chairman  of  its  legislative  committee;  was  a 


Otolaryngology;  was  chief  of  service  for  ophthal- 
mology at  St.  Luke’s,  St.  Vincent’s  and  Riverside 
Hospitals  and  consulting  ophthalmologist  at  Du- 
val Medical  Center  and  at  Flagler  Hospital  in  St. 
Augustine;  at  one  time  served  as  clinical  professor 
of  ophthalmology  at  the  University  of  Florida 
College  of  Medicine,  Gainesville,  and  chairman  of 
the  section  on  ophthalmology  of  that  institution’s 
Postgraduate  Medical  School;  was  a member  of 
the  advisory  board,  Florida  Council  for  the  Blind; 
had  been  chief  ophthalmologist  of  the  Florida 
State  Welfare  Board  since  1945;  was  a former 
member  and  past  president  of  the  Florida  State 
Board  of  Health;  was  a member  and  a past  presi- 
dent of  the  Duval  County  Medical  Society;  was 
a diplomate  of  the  American  Board  of  Ophthal- 
mology and  a fellow  of  the  American  College  of 
Surgeons  and  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology;  held  membership  in 
the  American  Ophthalmological  Society;  was  a 
member  of  the  American  Medical  Association  and 
the  Southern  Medical  Association  and  was  a past 
chairman  of  the  latter  organization’s  section  on 
ophthalmology;  died  May  27,  aged  73,  following  a 
heart  attack. 


life  member  of  the  Florida  Medical  Association, 
having  served  as  a Councilor  and  chairman  of  the 
Council,  as  chairman  of  the  Committee  on  Legis- 
lation and  the  Committee  on  Scientific  Work,  as 
P'irst  \'lce  President,  President-Elect  and  in  1950 
President;  was  a past  president  of  the  Chattahoo- 
chee \'alley  Medical  Society;  was  a member  of 
the  American  Medical  Association,  Southern 
Medical  Association,  American  College  of  Sur- 
geons, International  College  of  Surgeons  and 
Southeastern  Surgical  Congress;  died  May  11, 
aged  66. 
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Clinical 

Commenf 


General  Practice 

The  Fourteenth  Annual  Scientific  Assembly 
of  the  Florida  Academy  of  General  Practice,  held 
in  Lakeland  last  October,  offered  a record  of  16 
postgraduate  credit  hours  for  attending  the  lec- 
tures of  28  clinician-researchers.  The  program  for 
the  three  day  Assembh'  consisted  of  five  individ- 
ual topics  and  six  seminars  of  two  hours  each 
devoted  to  problems  and  management  of  j^ediat- 
rics,  teenage  deportment,  geriatrics,  current  re- 
search, lipid  metabolism  and  surgery.  Nineteen 
seniors  of  the  I’niversity  of  Florida  College  of 
Medicine  were  guests  of  the  .\cademy  for  the 
meeting,  an  innovation  which  proved  .so  fruitful 
that  it  will  be  repeated  in  future. 

From  the  wealth  of  material  presented,  the 
opening  seminar  on  “The  Orbiting  Teenager”  was 
selected  for  review.  The  discussants  were  Drs. 
Paul  L.  Adams,  John  J.  Schwab  and  David  R. 
Offord  from  the  Department  of  Psychiatry  of  the 
University  of  Florida  College  of  Medicine  and 
Dr.  Ben  J.  Sheppard,  pediatrician  and  Judge  of 
the  Dade  County  Juvenile  and  Domestic  Relations 
Court.  The  symposium,  held  in  the  Annie  Pfeiffer 
Chapel  of  Florida  Southern  College,  was  attended 
by  faculty  members  from  high  schools  and  colleges 
in  the  Polk  County  area. 

“Understanding  the  Emotions  of  the  Teen- 
ager” was  the  subject  pre.sented  by  Dr.  Schwab. 
The  teenager,  he  pointed  out,  has  a special  con- 
cept of  time  and  place.  Early  he  seeks  emancipa- 
tion and  independence  from  his  parents  in  order 
to  assert  his  own  standards,  frequently  belittling 
them  vehemently,  thoughtlessly  and,  too  often, 
cruelly.  Among  his  fellow  teenagers  he  is  a strict 
conformist,  unwilling  to  disagree  in  thinking,  de- 
portment or  dress  lest  he  risk  unpopularity  and 
ostracism.  His  schooling  is  more  important  to  him 
than  his  parents  realize,  and  they  should  voice 
more  frequently  sincere  appreciation  of  his  efforts. 
“Alas,  parental  time  and  adolescent  time  are  not 
measured  from  identical  biological  clocks,”  com- 
mented Dr.  Schwab.  “The  teenager  has  a sense 
of  immediacy  which  climaxes  in  his  desire  ‘to  try 


his  wings  now.’  ” He  described  the  critical  period 
of  adolescence  as  the  age  of  opportunity  and  em- 
phasized the  often  overlooked  value  of  praise. 
Chapman’s  famous  three  L’s  he  regarded  as  still 
applicable  to  parents,  “Love  them,  limit  them,  but 
let  them  grow  up!” 

Speaking  on  “Problems  With  Smoking.  Alcohol 
and  Drug  Abuse,”  Dr.  Offord  declared  that  these 
three  ogres  besmirching  adolescence  are  often 
rooted  in  a scarred  childhood,  only  to  blossom 
forth  in  the  teens.  Teenagers  adopt  smoking,  alco- 
hol and  drug  abuse  to  deal  with  their  own  uncom- 
fortable feelings:  anxiety,  anger,  depression  and 
inferiority.  One  in  two  high  .school  seniors  is  a 
“regular”  smoker.  If  both  parents  smoke,  one  in 
three  children  will  smoke;  if  only  one  parent 
smokes,  one  in  four  children  will  smoke;  if  neither 
parent  smokes,  the  rate  drops  to  one  in  six. 
Smoking  habits  are  higher  among  students  who 
are  scholastically  inferior  and  who  participate 
least  in  extracurricular  activities.  The  physiologic 
damage  that  may  be  caused  by  chronic  smoking 
should  be  explained  to  students  in  the  seventh 
grade  and  higher.  Dr.  Offord  said,  but  they  should 
be  permitted  to  form  their  own  conclusions. 

Junior’s  alcohol  pattern  usually  begins  by- 
mimicking  the  social  pattern  of  his  parents.  By 
the  time  they  reach  the  tenth  grade,  one  in  every 
two  boys  and  one  in  every  five  girls  has  been 
introduced  to  alcohol.  Teenagers  favor  “party- 
type”  drinking,  seeking  to  prove  they  belong  to, 
or  conform  with,  a peer  group.  In  addition,  they 
drink  to  reduce  tensions,  to  prove  manliness,  or 
to  help  “sow  wild  oats.”  The  teenager  drug  ad- 
dict, in  contrast,  in  a sick,  infantile,,  agitated  per- 
son whose  difficulties  relate  back  to  a long  history 
of  social  and  emotional  malajustments.  Coming 
from  an  environment  of  deprivation  and  often  a 
member  of  a racial  minority,  he  copies  his  par- 
ents by  approaching  life  with  inadequacy,  frustra- 
tion and  helplessness  and  often  isolates  himself 
or  associates  with  delinquents  and  truants.  Re- 
covery is  poor  or  slow,  at  best,  because  he  faces 
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in  virtually  all  diarrheas... prompt  symptomatic  control 


LOMOTIL 


TABLETS/ LIQUID— Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning : May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Functional  diarrhea 


Drug-induced  diarrhea  Postsurgical  diarrhea 


Lomotil  controls  the  basic  physiologic  dysfunction  in  diarrhea— exces- 
sive propulsive  motility.  Pharmacologic  evidence  indicates  that  it  does 
so  by  directly  inhibiting  propulsive  movements  of  the  intestines.  This 
direct,  well-localized  activity  controls  diarrheas  of  widely  varied  origin 
and  does  so  promptly,  conveniently  and  economically. 

The  relatively  few  conditions  in  which  Lomotil  has  given  less  than 
satisfactory  control  have  been,  for  the  most  part,  those  such  as  severe 
ulcerative  colitis  in  which  too  little  anatomic  or  functional  capacity 
of  the  intestines  remains  for  the  motility-lowering  action  of  Lomotil 
to  have  effect. 

It  should  be  noted,  however,  that  Lomotil  has  proved  highly  useful 
in  mild  to  moderate  ulcerative  colitis  and  in  several  other  refractory 
(orms  of  diarrhea. 


The  recoinmeyided  initial  adult  dosage  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily.  Children’s  daily  dosage  (in  divided  doses) 
varies  from  3 mg.  for  a child  of  3 to  6 months  to  10  mg.  for  one  8 to 
12  years  of  age.  Lomotil  is  an  exempt  narcotic;  its  abuse  liability  is 
low  and  comparable  to  that  of  codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness  and  insomnia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate  overdosage. 
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treatment  without  motivation,  convinced  that  the 
drug  he  craves  has  a calming,  pleasurable  effect 
on  him. 

In  his  discussion  of  “Problems  of  Dating,  Pet- 
ting, and  Se.x,”  Dr.  Adams  declared  that  sexual 
preoccupations  of  the  usual  adolescent  are  more 
intense  than  those  of  the  usual  child,  but  much 
less  intense  than  those  of  the  usual  adult.  The 
teenager  is  truly  a “Mr.  In-Betw'een,”  whether  in 
physique,  sexiness,  or  other  biological  traits. 
Adolescence,  he  said,  is  notorious  for  identity 
problems,  not  sexual  problems,  and  sexual  excesses 
occurring  in  adolescence  are  neurotic  patterns  as 
are  also  sexual  inhibitions  and  denials  of  sexual 
feelings.  The  teenager  is  concerned  primarily  with 
w'ho  he  is,  how  he  relates  to  this  world  and  what 
he  stands  for  in  his  society.  The  oversexed  teen- 
ager is  usually  a compulsive  individual,  trying  to 
prove  his  adequacy.  He  is  performing,  not  loving, 
and  is  trying  “to  comply  with  an  idealized  image 
of  potency  and  manhood” — and  is  doing  so  neu- 
rotically. The  15  year  old  who  is  beset  with  sexual 
inhibitions  and  who  ruminates  all  day  about  sex 
to  prove  his,  or  her,  concept  of  adulthood  faces 
a real  threat  to  mental  health.  The  teenager  should 
normally  move  toward  a “sound  heterosexual 


orientation,”  which  by  no  means  implies  that  he 
must  be  steeped  in  so-called  romantic  love.  His 
concept  of  words  differs  from  that  of  adults  with 
reference  to  boy-girl  social  relations.”  By  the 
time  young  people  move  beyond  adolescence,” 
Dr.  Adams  summarized.  “Sex  should  be  a mellower 
business,  ready  for  the  acceptance  and  integrity 
into  the  totality  of  a full  and  balanced  life.” 
Judge  Sheppard,  whose  court  settles  over 

10.000  cases  a year  involving  14,000  children,  con- 
tended that  delinquency  breeds  where  the  family 
structure  has  broken  down.  Although  many  thou- 
sands of  Cubans  have  recently  settled  in  Dade 
County,  Florida,  it  is  noteworthy  that  no  case 
of  delinquency  has  come  before  Judge  Sheppard 
from  this  displaced  group.  He  attributed  this 
e.xcellent  record  to  the  better  class  of  Cubans 
who  escaped  to  Florida  and  to  the  stronger  con- 
cept of  a family  unit  among  these  people.  One 
in  five  of  Dade  County’s  school  population  of 

200.000  is  of  the  Negro  race;  yet  one  in  three  of 
this  group  is  a delinquent  appearing  before  Judge 
Sheppard  for  felonies  such  as  shoplifting,  truancy, 
violence  or  even  rape.  He  deplored  Florida’s  rank 
of  forty-first  among  the  states  regarding  the  level 
of  teachers’  salaries,  and  also  the  heavy  turnover 
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of  Florida  teachers  in  certain  counties.  “Give  me 
a good  home  room  teacher,”  he  said,  “and  I do  not 
need  a psychologist.”  Good  dedicated  teachers, 
he  asserted,  would  insure  better  instruction,  better 
children  and  better  communities.  He  is  a strong 
proponent  of  Dade  County’s  Mark  Plan,  an  ex- 
periment in  approximately  20  schools  which  per- 
mits parents,  or  elders,  to  join  in  school  activtities 
after  5 p.m.  “By  bringing  parents  into  the  com- 
munity school  system  and  permitting  a closer  as- 
sociation and  a ‘working-together’  with  their  chil- 
dren,” Dr.  Sheppard  observed,  “there  will  result 
a more  dependable  child  and  a better  community.” 
Rather  than  permissiveness,  he  advised  more  re- 
strictions on  the  ground  that  youngsters  want  to 
be  directed  and  to  be  told  what  to  do.  He  urged 
rebuilding  the  home  as  a family  unit  and  letting 
children  know  that  they  are  being  loved. 

Louis  J.  POLSKIN,  M.D. 

Scientific  Program  Chairman 

Lakeland 


The  scientific  e.xhibit  presented  by  the  Com- 
mittee on  V’eterinary  Medicine  of  the  Florida 
Medical  Association  at  the  90th  Annual  Meeting 
of  the  Association  in  Hollywood  won  the  First 
Place  Award.  Dr.  Clifford  C.  Snyder  of  Miami  is 
Chairman  of  the  Committee  and  serving  with  him 
were  Drs.  Joseph  L.  G.  Lester  Jr.  of  Key  West, 
George  W.  Karelas  of  Newberry,  Sidney  Smith  of 
Bradenton  and  Henry  W.  Shupe  of  Clewiston. 
Second  Place  Award  went  to  the  exhibit  entitled 
“Common  Problems  in  Otolaryngology,”  presented 
by  Dr.  John  W.  Stone  of  Lakeland.  Dr.  Raymond 
E.  Parks  of  Miami  was  given  the  Third  Place 
Award  for  his  exhibit,  “A  Pilot  Study  in  Mam- 
mography,” and  Drs.  Richard  G.  Connar  and 
Ralph  C.  Aye  of  Tampa  the  Fourth  Place  Award 
for  their  presentation  entitled  “Diagnostic  Arteri- 
ography.” 

The  Twelfth  Annual  Diabetes  Seminar  is  be- 
ing held  at  the  Balmoral  Hotel  at  Miami  Beach 
Sept.  30-Oct.  2.  It  is  presented  by  the  Florida 
Diabetes  Association  and  the  Florida  State  Board 
of  Health  in  cooperation  with  the  L'niversity  of 
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tolerated,  with  rapid  and 
sustained  response  • economical 


IN  CIRCULATORY 
DISORDERS  OF  THE  EYE 

where  there  is  vasospastic  and 
circulatory  impairment. 


use  with  caution  in  the 
presence  of  a recent  myocardial 
lesion,  severe  angina  pectoris, 
and  thyrotoxicosis. 

contraindicated  in  acute 
myocardial  infarction. 

Protected  by  U.  S.  Patent  Numbers; 
2,661,372  and  2.661,373 

u.s.  vitamin  & 
pharmaceutical  corp. 


Available  In  6 mg. 
scored  tablets, 
and  5 mg.  per  cc. 
parenteral 
solution. 


Miami  School  of  Medicine,  University  of  Florida 
College  of  Medicine,  J.  Hillis  Miller  Health  Cen- 
ter, Cedars  of  Lebanon  Hospital  and  Jackson 
Memorial  Hospital. 

The  Fourteenth  Annual  Postgraduate  Obstet- 
ric-Pediatric Seminar  is  being  held  at  the  Day- 
tona Plaza  Hotel  at  Daytona  Beach  on  August 
20-21. 

Dr.  Paul  S.  Jarrett  of  Miami  won  the  first 
award  for  attendance  at  the  Technical  Exhibits 
of  the  90th  Annual  Meeting  of  the  Florida  Medi- 
cal Association  held  in  Hollywood.  Dr.  John  B. 
Henry  of  Gainesville  won  the  second  award,  and 
Dr.  Chester  M.  Askue  of  Port  Charlotte  the  third 
award. 

Dr.  Richard  L.  Smith  of  Coral  Gables  was 
awarded  the  Orlando  Loving  Cup  for  low  gross 
at  the  annual  Florida  Medical  Association  Golf 
Tournament  held  at  the  New  Presidential  Coun- 
try Club  at  Hollywood  during  the  .Annual  Meet- 
ing of  the  .Association.  The  Duval  County  Medi- 
cal Society  trophy  for  low  net  was  presented  to 
Dr.  James  F.  Gallagher  Jr.  of  Miami  Shores. 

.An  interesting  and  up-to-date  discussion  of 
“Serological  Tests  for  Syphilis  and  Their  Inter- 
pretation” was  presented  by  Dr.  M.  B.  Moore  of 
the  U.  S.  Public  Health  Service  at  the  meeting  of 
the  Florida  Health  Officers’  Society  in  Hollywood 
on  May  9.  The  older  tests  were  evaluated  and  a 
discussion  followed  on  the  efficiency  and  reliability 
of  the  many  new  tests.  Other  presentations  in- 
cluded “Proposed  Involuntary  Commitment  for 
.Alcoholism”  by  the  Honorable  Mervin  Rehrer  of 
Sebring,  Highlands  County  Judge,  and  “Com- 
parison of  Intradermal  and  Subcutaneous  Injec- 
tion of  Influenza  Vaccine”  by  Dr.  T.  Paul  Haney 
of  Titusville,  Director  of  the  Brevard  County 
Health  Department. 

It  is  the  intention  of  the  Florida  Chapter  of 
the  .American  College  of  Surgeons  to  contribute 
several  special  pages  to  The  Journal  of  the  Florida 
Medical  .Association.  The  articles  should  be  250 
to  300  words  in  length  and  of  scientific  interest 
not  only  to  the  general  surgeon  but  also  to  the 
various  surgical  specialties.  .Active  members  of  the 
Florida  Chapter  are  urged  to  contribute.  .Articles 
should  be  sent  to  Dr.  Chas.  Larsen  Jr.,  President, 
Florida  Chapter,  .American  College  of  Surgeons., 
Watson  Clinic,  Lakeland. 


CLASSIFIED 

Advertising  rates  for  this  column  are  $5.00  per 
insertion  for  ads  of  25  words  or  less.  Add  20<*  for 
each  additional  word. 


WANTED:  Pediatrician,  ENT,  Internist  and  Der- 

matologist for  new  medical  building  ready  Feb.  15. 
.Adjacent  to  hospital  in  beautiful  location  on  Gulf  of 
Mexico.  Fine  practice  opportunity.  Write  69-510,  P.O. 
Box  2411,  Jacksonville,  Fla. 

W.\NTED:  Pediatrician  for  association  with  two 

obstetricians.  Office  space,  basic  equipment  and  guar- 
anteed income  are  available  for  an  acceptable  man. 
Write  69-551,  P.O.  Box  2411,  Jacksonville,  Fla. 

OFFICE  SP.ACE  FOR  RENT : Medical  suite,  ap- 
proximately 600  sq.  ft.  in  separate  consultation,  two 
treatment  and  laboratory  rooms.  Share  secretary  and 
reception  room.  New  professional  building,  excellent 
furnishings.  Suitable  for  specialty  or  general  practice. 
Clarence  H.  Schilt,  M.D.,  2161  McGregor  Bldg.,  Ft. 
Myers,  Fla. 


W.ANTED:  General  Practitioner  for  Clinic-Hos- 
pital. Salary  open — plus  bonus.  Write  69-535,  P.O. 
Box  2411,  Jacksonville,  Fla. 


FOR  RENT : Complete  office,  seven  rooms,  water- 

front Doctors  Building.  $225.  per  month.  .Air-condi- 
tioning, heat,  hot  water,  janitor  service.  Downtown. 
Free  parking  for  patients.  Contact  S.  J.  Wilson,  M.D., 
309  N.E.  River  Drive,  Fort  Lauderdale,  Florida. 


OBSTETRICIAN  - GYNECOLOGIST  WANTED: 
To  associate  with  two  man  group.  Large  established 
practice  in  Miami;  Board  eligible  or  certified;  prefer 
under  age  35.  Write  P.O.  Box  384,  Miami  Shores,  Fla. 


PEDIATRICI.AN  W.ANTED;  To  take  over  active 
growing  practice  in  East  Coast  town.  Leaving  for 
association  in  metropolitan  area.  Unusual  Opportunity. 
Write  69-573,  P.O.  Box,  Jacksonville,  Fla. 


FOR  IMMEDI.ATE  S.ALE:  Combination,  well 

established  Miami  Beach  medical  practice  plus  suc- 
cessful next-door  optical  business  as  a unit.  Will  sacri- 
fice. Write  69-593,  P.O.  Box  2411,  Jacksonville,  Fla. 


OPHTH.ALMOLOGIST:  .Age  31,  married.  Board 
eligible.  University  trained;  wants  association  with 
individual  or  group.  Florida  license,  available  .August 
1964.  Write  69-589,  P.O.  Box  2411,  Jacksonville,  Fla. 


FOR  S.ALE:  Westinghouse  X-ray  machine,  50 
milliamp,  tilt  table.  Good  condition.  Reasonable. 
Write  William  R.  Earnhart,  M.D.,  1004  E.  .Atlantic, 
Delray  Beach,  Fla.  or  call  278-3222- 


WINTER  PARK  MEDICAL  CENTER.  Orlando 
and  Winter  Park’s  newest  and  largest  medical  office 
building.  Fine  location  across  from  Winter  Park 
Hospital.  Unlimited  parking.  Suites  designed  tt>  ten- 
ants’ specifications.  Will  finance  part  of  rent  if  neces- 
sary. You  will  enjoy  livdng  in  Winter  Park.  DICK 
BO.N'D  REALTORS,  INC.,  276  S.  Orlando  .Ave.,  Win- 
ter Park,  Florida.  Phone  MI  4-0810. 


GENERAL  PRACTITIO.NER  W.ANTED;  To 
practice  in  small  clinic  in  central  Florida.  Send  reply 
to  Eustis  Clinic,  P.O.  Box  370,  Eustis,  Florida. 


GENER.AL  SURGEON:  Board  certified,  former 
Fellow  in  Surgery  at  the  Lahey  Clinic,  Boston.  White, 
male,  aged  48.  Seeking  location  in  S.E.  Florida.  Fami- 
ly reasons.  Seeking  association  with  established  spe- 
cialist or  group.  Write  69-575,  P.O.  Box  2411,  Jack- 
sonville, Fla. 
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GENERAL  PRACTITIONER  with  interest  in  in- 
dustrial medicine  for  modern  medical  center  in  Mi- 
ami. Must  have  Florida  license.  Send  complete 
resume  to  69-598,  P.O.  Box  2411,  Jacksonville,  Fla. 


OFFICE  FOR  RENT:  I am  moving  my  office  be- 
fore lease  expires.  Will  subsidize  if  interested  in  rent- 
ing office  in  Orlando,  Florida.  Write  or  call  William 
H.  Ferguson,  M.D.,  IS  W.  Columbia,  Orlando,  Fla. 
GA  5-7120. 


INTERNIST:  Multispecialty  group  in  N.VV\  Flor- 
ida serving  large  referral  area  desires  to  add  one  or 
two  Board  eligible  Internists  to  the  Department  of 
Medicine.  Inquiries  invited  from  men  completing 
training  in  1964  and  1965.  Write  69-599,  P.O.  Box 
2411,  Jacksonville,  Fla. 


NEW  MEDICAL  BUILDING:  Under  construc- 

tion. Completion  Aug.  15.  Custom  designed  offices 
including  air-conditioning,  heat  and  janitorial  services. 
Convenient  to  St.  Vincent’s  hospital.  For  information 
call  Charter  Realtors,  EL  4-6761. 


SPRINGFIELD  MEDICAL  CENTER:  507  W. 

10th  St.  One  block  from  Duval  Medical  Center,  across 
the  street  from  Blood  Bank  and  St.  Luke’s  hospital. 
Includes  3 examining  rooms,  dark  room,  reception 
room  and  lab.  800  sq.  ft.  $275.00  per  month.  Charter 
Realtors,  phone  EL  4-6761. 


PROFESSIONAL  BUILDING  under  construction 
available  1st  of  July.  Pediatrician,  Internist  and  G.  P. 
needed  in  area  at  once.  A very  attractive  lease  can 
be  made  now.  Interior  finished  to  suit.  Contact  R.  E. 
Jeffers,  2668-66th  Terrace,  St.  Petersburg,  S.,  Florida. 


FOR  LE.\SE  OR  RENT:  Beautiful  suites  for 

physicians,  surgeons,  general  practitioners,  etc.  -\ir- 
conditioned,  piped  music,  ideal  location  in  St.  Nicholas 
Medical  Center,  3127  Atlantic  Blvd.,  Jacksonville. 
Contact  W.  G.  Allen  Jr.,  3116  Atlantic  Blvd.  Phone 
EX  8-5500. 


WANTED;  G.P.  with  surgical  training.  57  bed 
hospital  with  modern  equipment.  Growing  town  of 
7,500  with  drawing  area  of  more  than  20,000  on  ocean 
north  of  Jacksonville.  Write  to  Adm.,  Humphreys 
Memorial  Hospital,  Fernandina  Beach,  Florida. 


GRADUATES:  Have  equipped  12  room  office  in 

shopping  center.  Will  give  assistance  to  start.  Dark 
room;  low  rent;  adequate  parking;  20,000  homes  in 
area.  Telephone  UN  6-7849,  Miami  Beach,  after  6 p.m. 


DOCTOR’S  OFFICE  in  established  medical  cen- 
ter available  after  June  15.  General  Practitioner  pres- 
ent occupant.  Ample  parking  space.  Reasonable  rent. 
In  rapid  growing  area.  Reply  to:  Forest  Hill  Medi- 
cal Center,  2928  Forest  Hill  Boulevard,  West  Palm 
Beach,  Florida  33406. 


W.\NTED:  OB-GYN  associate.  Prefer  under  age 

35.  Must  be  Board  eligible  or  certified.  Large  estab- 
lished practice,  Broward  County.  Write:  P.O.  Box 
22298,  Fort  Lauderdale,  Florida. 


LAKE  WORTH,  FLORIDA:  2,250  sq.  ft.,  profes- 
sional space.  All  or  part  at  $3.  per  sq.  ft.  Attractive 
new  building  in  desirable  location.  Three  hospitals  in 
area,  new  one  under  construction,  .\mple  parking. 
Phone  or  write:  Dr.  Bruce  Brooks,  316  N.  Dixie  High- 
way, Lake  Worth,  JU  5-3051. 


FOR  WELL  TRAINED  OPHTHALMOLOGIST: 
wide  open  location  in  outstanding  lower  East  coast 
community.  Very  attractive  arrangements  for  right 
man.  Write  69-600,  P.  O.  Box  2411,  Jacksonville,  Fla. 

GENERAL  PRACTITIONER  WANTED:  To 

work  with  young  G.P.  in  two  offices.  Salary  to  start. 
Opportunity  unlimited  for  ambitious  man.  VV’rite  or 
Call  Robert  H.  Jacobs,  M.D.,  112  West  Pablo,  Lake- 
land, Florida.  Phone  682-5109. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.O.  Box  2411,  Jacksonville  3.  This  serv- 
ice is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates  and  is 
without  charge. 


THE  DUVALL  HOME 
for  RETARDED  CHILDREN 

A home  offering  the  finest  custodial  care  with  a 
happy  home-like  environment.  We  specialize  in  the 
care  of  infants,  hed-ridden  children  and  Mongoloids. 

For  further  information  write  to 
MRS.  A.  H.  DUVALL  GLENWOOD.  FLORIDA 


HCV  CREME 

3%  lodochlorhydroxyquin 
1%  Hydrocortisone  alcohol 
Antifungal  Anti-inflammatory 

Antibacterial  Antipruritic 

A white  vanishing  cream 


AURAL  ACUTE  (pdr  Pg  858) 

The  ear  drop  of  the  year.  Combining: 


Polymyxin  B Sulphate  lO.OOOu 

Neomycin  Sulfate  5mg 

Hydrocortisone  Alcohol  1% 

PCMX  0.05% 

Pramoxine  HCL  1% 


Antibacterial,  antifungal,  anti-inflammatory,  anaesthetic: 
the  complete  answer  for  External  Otitis. 


SAROCYLINE  250mg 

U.S.P. 

Tetracycline  Hcl  at  a tremendous  economy  to  your  pa- 
tient. Look  for  the  green  and  white  capsule. 

QUALITY  — ECONOMY 

SARON  PHARMACAL  CORP. 

St.  Petersburg,  Florida 
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ASIA 


SUPPLY  COMPANY 


Are  you  just  starting  or  hove  you  been  in  proct.ce?  V/e  con  supply  you  with  dis- 
tinctive and  modern  equipment  for  your  office. 

It  increases  your  efficiency  and  mokes  your  work  easier. 


Ph.  EL  5-8391 


P.  O.  Box  2580 — 1050  W.  Adams 


Jacksonville,  Fla. 


I 


I 


P.  L.  DODGE  MEMORIAL  HOSPITAL 

formerly 

MIAMI  MEDICAL  CENTER 

M.  G.  Isaacson,  M.D. 

Medical  Director 

1861  N.W.  South  River  Drive 
Phone  379-1448 

A private  institution  for  the  treatment  of  ner- 
vous and  mental  disorders  and  the  problems  of 
drug  addiction  and  alcoholic  habituation.  Mod- 
ern diagnostic  and  treatment  procedures  includ- 
ing — Psychotherapy.  Insulin.  & Electroshock, 
when  indicated.  Adequate  facilities  for  recrea- 
tion and  out-door  activities. 

Information  on  request 

Member  NAPPH  and  American  Psychiatric  Assn. 


REDUCE  OR  OBVIATE 


DIGITAL 


Florida’s  only  medical  records  manu- 
facturer. Complete  standard  office 
system  service  for  the  busy  doctor’s 
office. 


(soiled  fingers) 

Relieve  and  Control  ANXIETY  and  HOSTILITY 
due  to  excessive  “Red  Tope"  paper  handling! 

1-^  Florida  Industrial  Commission 

> MEDICAL  REPORTS 

(SF-2  Rev.  10-1-63) 


Can  furnish  all  four  copies  of  the 
report  without  side  effects,  contra- 
indications or  precautions. 

STANDARD  ONE  TIME  CARBON  UNIT  SETS 
250  sets  (4  copies)  $15.00 
500  sets  ” 25.00 

1000  sets  ” 40.00 

VALBRO  CORPORATION 

Phone  656-2331  P.O.  Box  367 

Winter  Garden,  Florida 
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. their  feelings  of  anxiety  seemed  to  contribute  to  the  urge 
to  overindulge  in  cake,  candy,  and  other  rich  food.”^ 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 

Brief  Summary  of  Principal  Side  Effects  and  Cautions 

Side  ejects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 

Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hypertension, 
advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though  little  likelihood, 
of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms)  from  the  phenothiazine 
component  in  ‘Eskatrol’  Spansule  capsules. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1.  Viglione,  J.P.:  Clin.  Med.  69:1157  (May)  1962. 

Smith  Kline  & French  Laboratories 


ESKATROLt,..,..,. 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 

7.5  mg.,  as  the  maleate. 

SPANSULE^ 

brand  of  sustained  release  capsules 
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Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 


occurs. 

‘NEOSPORIN’®brand 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients;  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25%  methylparaben  as  preservative. 

*U.S.  Patent  Nos.  2,565,057-2,695.261 
Available:  In  15  Gm.  tubes. 


‘NE0SP0RIN’®brand 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains;  ‘Aerosporin’® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  Vj  oz.  and  Ve  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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numbs  the  pain... not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both  ‘Soma’  ( carisoprodol ) and  acetophenct- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (‘‘numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound-!- Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


SomsfCompound  ^ 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SomaCompound+Codeine  j 

carisoprodol  200  mg.,  acetophenefidin  160  mg.,  caffeine  32  mg., 
codeine  ptiosptiate  16  mg.  (Warning -may  be  habit  forming.) 

\V/®W.\LLACE  LABOR-\TORlES  j Cranbury,  N.J. 


CSO-9193 


TUCKER  HOSPITAL,  INC. 

212  West  Franklin  Street 

RjCHMONn.  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neurological 
patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  ner\’Ous  system,  psychoneuroses,  psychosomatic  disorders, 
mood  disturbances,  social  adjustment  problems,  involutional  reactions  and  selective 
psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield 
Dr.  George  S.  Fultz,  Jr. 


Dr.  Weir  M.  Tucker 
Dr.  W.  Frederick  Young 


APPALACHIAN  HALL 

ASHEVILLE  Established  1916  NORTH  C.AHOLLNA 


■An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convales- 
cence, drug  and  alcohol  habituation. 

Insulin  Coma.  Electroshock  and  Psychotherapy  are  emnloyed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  .Asheville,  North  Carolina,  a resort  town,  tvhich  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en 
suite. 

Wm.  Ray  Griffin  Jr..  M.D.  Mark  .A.  Griffin  Sr.,  .M.D. 

Robert  .A.  Griffin.  M.D.  Mark  -A.  Griffin  Jr.,  M.D. 

For  rates  and  further  information  write  .Appalachian  Hall.  .Asheville.  N.  C. 
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)utwardly  calm... but  what  goes  on  inside? 


ppearances  on  the  outside  do  not 
!cessarily  suggest  what  goes  on  in- 
de.  This  is  particularly  true  of  the 
cer  patient,  who  may  appear  jolly 
id  unruffled  to  his  neighbors,  but 
•esents  to  you  the  classic  symp- 
ms:  organic  and  functional  dis- 
■ders  of  the  G.I.  tract,  associated 
ith  anxiety  and  tension. 

Consider,  when  you  see  him  next, 
le  value  of  pathilon®  sequels® 
ith  Phenobarbital,  which  provides 
istained  anticholinergic  protection 


from  spasm  and  pain  in  the  target 
areas,  as  well  as  sustained  pheno- 
barbital  action  against  triggering 
anxiety.  The  controlled  release  of  the 
active  ingredients  in  the  sequels® 
formulation  means  protective  medi- 
cation day  and  night. 

Effective  in  peptic  ulcer,  intestinal 
colic,  ileitis,  esophageal  spasm,  spas- 
tic colon,  alcohol-induced  G.I.  upsets, 
gastric  hypermotility  and  anxiety 
neurosis  with  G.I.  symptoms.  Should 
be  used  as  adjunct  to  other  measures. 


Side  Effects  (due  to  tridihexethyl 
chloride)  : dry  mouth,  blurring  of 
vision,  constipation. 
Contraindications : urinary  bladder 
neck  obstruction;  glaucoma;  ob- 
structive congenital  anomalies  of  the 
gastrointestinal  tract;  pyloric  ob- 
struction; congenital  megacolon; and 
stenosing  gastric  or  duodenal  ulcer 
with  significant  gastric  retention. 

Also  available,  without  phenobar- 
bital, as  PATHILON®  Tridihexethyl 
chloride  sequels®  75  mg. 


’athilon  Sequels  with  Ph6nobarbital  Sustained  Release  Capsules 

ach  capsule  contains;  Tridihexethyl  chloride,  75  mg.,  and  phenobarbital,  45  mg. 


EDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


313-4 


FROM  START  TO  FINISH 

You  can  be  assured  that  your  GUILD  optician  uses  only 
the  finest  materials  to  compliment  precision  workmanship. 

, For  the  guild  optician  knows  that  skilled 

craftsmanship  must  be  combined  with  superior 
materials.  The  result  is  the  ultimate  in  precision  eye  weac. 
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TARIV\  SrRIXGS,  Floriilii 

Te/ephone  937-421? 


Member  National  Association 
of  Private  Psychiatric  Hospitals, 
Approved  by 

American  Psychiatric  Association, 
Accredited  by  Joint  Commission 
on  Accreditation  of  Hospitals. 


A modern  hospital  offering  intensive  and  comprehensive  psychiatric 
treatment.  The  completeness  of  the  unification  of  the  entire  staff  makes 
the  approach  unique,  but  not  radical.  All  acceptable  treatment  modal- 
ities are  used  but  absolute  precedence  is  given  to  psychotherapy, 
individual  and  group,  with  special  attention  to  the  family  process. 


LORANT  FORJ2S.  M.D. 

MEDICAL  DIRECTOR 


WALTER  H.  WELLBORN.  jR..  M.D. 


THEODORE  E.  GAGLIANO.  M D. 


CLINICAL  DIRECTOR 


DIRECTOR  OF  ADMISSIONS. 
EDUCATION  AND  TRAINING 


STAFF  PSYCHIATRISTS 


STAFF  PSYCHOLOGISTS 


JOHN  R.  ERWIN.  M.D.  PATRICK  J.  DIGNAM.  PH  D. 

RICHARD  L.  MEADOWS.  M D.  JAMES  B.  MORRIS,  PH.D 

CHARLES  J.  SAPORITO,  M D. 

ROBERT  G.  ZEITLER,  M.D. 


J.  Florida  M. A.  July,  1964 
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EOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 


PM  FLORIDA 


233  Fourth  Avenue,  N.  E. 
St.  Petersburg,  Florida 
Phone  862-6903 


314B  John  Ringling  Blvd, 
Sarasota,  Florida 
Phone  388-1604 


12490  N.  E.  7th  Ave. 
Carlaine  Bldg. 

Suite  209-10 
Miami,  Florida 
Phone  751-2101 


YOUR  Patronage  Has  Made  Our  Growth  Possible 

Medical  Supply  Company 


of  Jacksonville 


Home  Office 


JACKSONVILLE 

4539  Beach  Blvd. 
Telephone  FL  9-2191 


Affiliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 


ORLANDO 

1511  Sligh  Blvd. 
Telephone  GA  5-3537 


BALLAST  POINT  MANOR 

SANITARIUM 

Care  of  Mild  Mental  Cases,  Senile  Disorders 
and  Invalids 
Alcoholics  Treated 


Aged  adjudged  cases 
will  be  accepted  on 
either  permanent  or 
temporary  basis. 

Safety  against  lire  — by 
Automatic  Fire  Sprinkling 
System. 

Cyclone  fence  enclosure  for 
recreation  facilities,  seven- 
ty-live by  eighty-five  feet. 

Member  of 

American  Medical  Assn. 
American  Hospital  Assn. 
Florida  Hospital  Assn. 


5226  Nichols  St.  DON  SAVAGE  P.  O.  Box  13467 

Telephone  831-4191  Owner  and  Manager  Tampa  11,  Florida 
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HOW 


ORANGE  FIAVORED 


FRIENDS... 


We  will  be  pleased  to  send 
professional  samples  on  request.' 

THE  BAYER  COMPANY 

Division  of  Sterling  Drug  Inc.  Dept.  1 12 
1450  Broadway,  New  York  18,  N.Y.J 


New 

Orange  Flavored 
Bayer  Aspirin  for  Children 
is  sweet 

all  the  way  through, 
so  children 
take  it  readily. 

The  GRIP-TIGHT  CAP 
on  the  bottle 
helps  keep  them 
from  taking  it 
on  their  own. 

Bottles  of  50  tablets 
(IVa  grains  each) 

NOW! 

NEW  ORANGE  FLAVOR! 


BAYER  ASRI  R 1 tSI 


J.  Florida  M. A. /July,  1964 
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PESTICIDE? 
POISONING  I 


PROTOPAM®  CHLORIDE 

(PRAUDOXIME  CHLORIDE)  injection  and 
tablets  are  now  available  on  prescription  for 
treatment  and  prophylaxis  of  poisoning  with 
pesticides,  chemicals  and  drugs  having  anticho- 
linesterase activity.  This  drug  is  a specific  anti- 
dote against  parathion,  tepp  and  related  agri- 
cultural chemicals. 

May  we  suggest  that  you  maintain  a supply 
of  PROTOPAM  (pralidoxime)  at  hand  at  all  times. 
Emergency  Kit  provides  diluent,  syringe  and 
needle  for  emergency  injection  in  field,  factory 
or  home. 

No  side  effects  have  so  far  been  reported  in 
the  clinical  use  of  this  drug.  Prophylaxis  is  rec- 
ommended, at  present,  only  for  short  episodes 
because  of  incomplete  information  on  tolerance 
to  the  drug  when  taken  over  prolonged  periods. 
Regular  orders  through  usual  sources  of  supply. 

IN  emergencies:  telephone  212  AL  4-1140. 

/^CAMPBELL  PHARMACEUTICALS,  INC. 

121  EAST  24th  ST.  NEW  YORK,  N.  Y.  10010 


Convention 
Press 

218  W.  Church  St. 
Jacksonville,  Florida 


QUALIl  Y 
BOOK  PRINTING 
PUBLIC  A TIONS 
BROCHURES 


WHATEVER  your  first  requisites  may  be. 

we  always  endeavor  to  maintain  a 
standard  of  quality  in  keeping  with  our 
reputation  for  fine  quality  work — and  at 
the  same  time  provide  the  service  desired. 
Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting 
on  all  details. 


SANITARIUM 

AND  OUTPATIENT  CLINIC 


MEDICAL  DIRECTORS: 

James  A.  Becton.  M.D..  F.A.P.A. 

James  K.  Ward,  M.D.,  F.A.P.A. 

Location;  7000  5th  Avenue.  South 

Box  2896.  Woodlaw/n  Station 
BIRMINGHAM,  ALABAMA  35212 
Phone,  595-1151 


is  a private  psychiatric  hospital  established 
in  1925  for  the  treatment  of  nerxous  or 
mental  disorders,  alcohol  or  drug  addic- 
tion problems. 

The  hospital  accepts  both  men  anti  wom- 
en. It  is  departmentali/ed  according  tt) 
sex  and  the  degree  of  illness,  with  differ- 
ent sections  for  the  atutely  ill  patient, 
the  mildly  ill  patient,  the  coinalescent 
p.Ttient.  and  the  chronically  ill  resitlent 
patient.  .Ml  rooms  are  prixate. 

HUT.  CRE.S'T  .S.Wn  .YRIl'.M  is  n mem- 
ber of: 

.\merk:an  Hospital  .VssotiiAnoN 
.Vmkkican  Psvchiatrk:  .Xssociation 
National  .Associatio.n  t)F  Private 
Psx  cHiATRic  Hospitals 
Alaba.ma  Hospital  Association 
blRMINGILAM  REGIONAL  HOSPITAL 
Council 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


ffectiveness,  dependability  and  reassuring  Safety  Factors  make  Side  Effects:  Occasionally,  mild  salicyiism 
abalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa-  occur,  but  it  responds  readily  to  ad- 

ents— even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer,  justment  of  dosage.  Precauti<^.  n t e 
..  , , X . ■ • ; X-  , ’ t'  ’ presence  of  severe  renal  impairment,  care 

ardiac  damage,  latent  chronic  infection  and  other  common  geriat-  should  be  taken  to  avoid  accumulation  of 

C conditions  are  present.  The  potassium  salts  of  PabalaTE-SF  can-  salicylate  and  PABA.  Contraindicated:  An 

Dt  contribute  tp  sodium  retention ..  .the  enteric  coating  assures  hypersensitivity  to  any  component, 

astric  tolerance...  and  clinical  experience  shows  that  this  prepara-  /^/so  available:  pabalate— when  sodium 

on  does  not  precipitate  the  serious  reactionspften  associated  with  salts  are  permissible.  Pab_alate-hc— 

articosteroids  or  pyrazolone  derivatives.  Pabaiate-SF  with  hydrocortisone. 


H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

'^the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


SCHEDULE  OF  MEETINGS 


ORGANIZATION 


PRESIDENT  SECRETARY 


Florida  Medical  Association 

Florida  Specialty  Societies 

Allergy  Society 

Anesthesiologists,  Soc.  of - 

Chest  Phys.,  Am.  Coll.  Fla.  Chap.. 

Dermatology,  Soc.  of 

General  Practice,  .\cademy.- 

Health  Officers’,  Soc.  of 

Internal  Medicine 

Neurosurgical  Society 

Obst.  & Gynec.  Society 

Ophth.  & Otol.  Society 

Orthopedic  Society 

Pathologists,  Society  of.... — 

Pediatric  Society.. 

Phys.  Med.  & Rehab.,  Fla.  Soc 

Plastic  & Reconstr.  Surg 

Proctologic  Society 

Psychiatric  Society.. 

Radiological  Society 

Surgeons,  .Am.  Coll.,  Fla.  Chap 

Surgeons,  Int.  Coll.,  Fla.  Chap.  — 

Surgeons,  General,  Fla.  .Assn 

Urological  Society 


Samuel  M.  Day,  Jacksonville jFlovd  K.  Hurt,  Jacksonville , 

I i 

Morton  L.  Hammond,  Miami  . Woods  .A.  Howard,  Lakeland 

Francis  M.  Coy,  Jacksonville |John  .A.  Rush,  Jacksonville 

Minas  Joannides  Jr.,  St.  P'burg_.|Franklin  G.  Norris,  Orlando 

Wm.  H.  Eyster  Jr.,  Daytona  Bch.  William  W.  Bruce,  Winter  Park  . 

Geo.  W.  Edwards  II,  Orlando jCharles  H.  Burke,  Jacksonville 

William  R.  Stinger,  Miami.. Joseph  W.  Lawrence,  Ft.  Myers_. 

John  M.  Packard,  Pensacola Lawrence  E.  Geeslin,  J’ville  . . 

John  M.  Thompson,  St.  P’burg.....  |Jack  W.  Barrett,  Miami 

Sam  W.  Denham,  Jacksonville — iDavis  H.  A'aughan,  Clearwater 

Joseph  W.  Taylor  Jr.,  Tampa 'Bernard  M.  Barrett,  Pensacola_ 

Theodore  Norley,  W.  Palm  Beach  !Leon  H.  Mims  Jr.,  Coral  Gables... 
Sanford  .A.  Mullen,  Jacksonville_  [Laudie  E.  McHenry  Jr.,  Melbourne 

George  W.  Griffin,  Orlando Oliver  F.  Deen  Jr.,  Tampa 

.Arthur  J.  Pasach,  Tampa jGeo.  .A.  Cunningham,  Delray  Bch. 

D.  Ralph  Millard  Jr.,  Miami J.  M.  Hamilton,  St.  P’burg 

John  R.  Butter,  St.  P’burg iJohn  J.  Cheleden,  Daytona  Bch 

.Albert  C.  Jaslow,  Miami  — i William  C.  Ruffin  Jr.,  Gainesville 

Marvin  A’.  McClow,  Jacksonville  I David  Kirsh,  Miami 

Charges  Larsen  Jr.,  Lakeland  Harry  W.  Reinstine  Jr.,  J'ville  .. 

J.  Cornall  Howarth,  Orlando Fred  H.  .Albee  Jr.,  Daytona  Bch 

L.  Washington  Dowlen,  Miami  ..  John  H.  Terry,  Jacksonville 

John  T.  Karaphillis.  Clearwater  Robert  N.  Webster,  Tallahassee 


FLORIDA 

Basic  Science  Exam.  Board 

Blood  Banks.  .Association 

Blue  Cross  of  Florida,  Inc. 

Blue  Shield  of  Florida,  Inc 

Cancer  Council  .^ 

Diabetes  .Association  

Dental  Society,  State 

Heart  .Association 

Hospital  .Association 

Board  of  Medical  Examiners-... 

Pharmaceutical  .Assn.,  State... 

Public  Health,  .Association 

Thoracic  Society — 

Tuberculosis  & Res.  Dis.  .Assn.  . 
Woman’s  .Auxiliary 


P.  .A.  A'estal,  Winter  Park 

J.  T.  Branham,  Orlando.. 

Mr.  C.  Dewitt  Miller,  Orlando  _. 

W.  Dean  Steward,  Orlando 

Earl  E.  Wilkinson,  Tallahassee 

George  F.  Schmitt,  Miami  

Richard  C.  Chace,  Orlando  

W.  Jape  Taylor,  Gainesville 

M.  T.  Mustian,  Gainesville  

Courtlandt  D.  Berry,  Orlando  .._ 

Freeman  C.  Oikle.  Miami.. 

Harvey  M.  Burnett,  J’ville 

.A.  E.  .Anderson  Jr.,  J’ville 

Harry  Schnabel,  Ponte  A'edra 

Mrs.  W.  L.  Fitzgerald,  Miami 


T.  .A.  .Ashford,  Tampa 

Mary  Rand,  Orlando 

H.  .A.  Schroder,  J’ville 

John  T.  Stage,  J’ville 

J.  E.  Fulghum,  J’ville 

Seymour  .Alterman,  Miami  Bch 

H.  B.  Pattishall  Jr.,  J’ville 

T.  L.  Batchelder,  J’ville 

Willie  G.  Hinson,  Marianna 

Homer  L.  Pearson  Jr.,  Miami 

R.  Q.  Richards,  Ft.  Myers 

E.  H.  Williams  Jr.,  J’ville  

Mark  W.  Wolcott,  Coral  Gables 

Mrs.  D.  Milberger,  Gr.  Cove  Sprgs. 
M rs.  R.  B.  Carson,  Ft.  Lauderdale 


.American 
AM. A. 


Medical  .Association Norman  .A.  Welch,  Boston ;F.  J.  L.  Blasingame,  Chicago 

Clinical  Session |._  . . 


ANNUAL  MEETING 
iBal  Harbour,  .Apr.  21-25,  ' 


Tampa.  Nov.  7,  1964 

November,  1964 
Bal  Harbour,  .Apr.  21-25, 
Orlando,  Oct.  17,  ’64 
j Miami  Beach,  Oct.,  ’64 

Orlando,  May  1965 
November,  1964 
Orlando,  Nov.  22-24,  ’64 
;Bal  Harbour,  May  16-19, 
|W.  Palm  Beach,  Oct.,  1-; 
I Miami,  .Apr.  23-24,  ’65 

Bal  Harbour,  .Apr.  21-25, 


New  York,  June  20-24,  ’i 
iBal  Harbour,  Nov.  29-Dec. 


Anderson  Surgical  Supply  Co. 

Established  1916 

Distributors  of  Known  Brands  of  Proven  Quality 

TELEPHONE  229-8504  TELEPHONE  896-3107 

Morgan  at  Platt,  P.  O.  Box  1228  556  9th  St.,  South 

TAMPA,  FLORIDA  33601  ST.  PETERSBURG,  FLORIDA 

TELEPHONE  376-8253  TELEPHONE  CHerry  1-9589  TELEPHONE  958-0489 

729  S.W.  4th  Ave.  1616  N.  Orange  Ave.  1934  Hillview  St. 

GAINESVILLE,  FLORIDA  ORLANDO,  FLORIDA  SARASOTA,  FLORIDA 
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FLORIDA  MEDICAL.  ASSOCIATION 
OFFICERS,  COUNCILS  AND  COMMITTEES 


OFFICERS 


SAMUEL  M.  DAY,  M.D.,  President Jacksonville 

H.  PHILLIP  HAMPTON,  M.D., 

President-Elect Tampa 

EUGENE  G.  PEEK  JR.,  M.D., 

Vice  President  Ocala 

ERANKLIN  J.  EVANS,  M.D., 

Speaker  of  the  House  Cora!  Gables 

JAMES  T.  COOK,  M.D.,  Vice  Speaker  . . . .Marianna 
FLOYD  K.  HURT,  M.D., 

Secretary-Treasurer Jacksonville 

WARREN  W.  QUILLIAN,  M.D.. 

Immediate  Past  President  Coral  Gables 


EXECUTIVE  DIRECTOR 
W.  HAROLD  PARHAM  Jacksonville 


BOARD  OE  GOVERNORS 

SAMUEL  M.  DAY,  M.D.,* 

Chm.,  Ex  Officio  Jacksonville 

H.  PHILLIP  HAMPTON,  M.D.,* 

(President-Elect)  Ex  Officio  Tampa 

EUGENE  G.  PEEK  JR.,  M.D., 

(Vice  President)  Ex  Officio  Ocala 

FRANKLIN  J.  EVANS,  M.D., 

(Speaker  of  the  House)  Ex  Officio  . . .Cora!  Gables 
FLOYD  K.  HURT,  M.D.,* 

(Secretary-Treasurer)  Ex  Officio  Jacksonville 

WARREN  W.  QUILLIAN, 

M.D.,*.  .PP-66 Coral  Gables 

ROBERT  E.  ZELLNER,  M.D.*..PP-65 Orlando 

GORDON  H.  McSWAIN,  M.D..  .AL-65 Arcadia 

HENRY  J.  BABERS  JR.,  M.D...A-66 Gainesville 

EDWARD  L.  COLE  JR., 

M.D.t..B-67  St.  Petersburg 

CHAS.  J.  COLLINS,  M.D..  .C-65  Orlando 

JACK  Q.  CLEVELAND,  M.D. . . D-68 . . Cora/  Gables 
REUBEN  B.  CHRISMAN  JR.,  M.D., 

AMA  Delegate.. 65  Coral  Gables 

LEO  M.  WACHTEL,  M.D., . . SBH-65  ...Jacksonville 
*Execiitive  Committee 
iPuhlic  Relations  Officer 


Subcommittees: 

Vlorida  Medical  Foundation 


KDWAHD  JELKS,  M.l).  lacksonville 


I liter- American  Relations 

JOItN  J.  FISHER.  M.H.,  Chm.  jachsonville 

VVll.SON  T.  SOVVDER,  M.l).  Jacksonville 

IRWIN  S.  LEINRACII.  M.l).  St.  Petershurft 

RICHARD  P.  SCHMIDT,  M.D.  Gainesville 


Quackery 

MlLl.ARD  P.  QUIELIAN,  M l).,  Chm.  liradenton 

WILLIAM  A.  MULEORD,  M.D.  Green  Cove  Springs 

JOHN  H.  MICKLEY,  M.D.  Hollywood 

JOSEPH  Q.  PERRY,  M.D.  Pensacola 

SIMON  I).  DOLE,  M.D.  lacksonville 


Venomous  Snake  Bite 

CARL  E.  ANDREWS,  M.D., 

C'hm.  C-65  West  Palm  Beach 

CLH  EORD  C.  SNYDER,  M.D.  AL-65  Coral  Gables 

RAY  O.  EDWARDS  IR.,  M.D.  A-67  lacksonville 

KENNETH  W.  JACKSON,  M.D.  li-68  Lake  Alfred 

JOHN  E.  DEES,  M.D.  I)  66  Miami 


COUNCIL  ON  ALLIED  PROFESSIONS 
AND  VOCATIONS 


JESSE  W.  CASTLEBERRY,  M.D.,  Chm.  Orlando 


DENTISTRY 

ROTHWELL  C.  POLK,  M.D.,  Chm.  A 68  lacksonville 

THEODORE  A.  DAVID,  M.D.  AL-65  Fort  Myers 

LEO  H.  WILSON  IR.,  M.D.  B-66  Sarasota 

JOSEPH  E.  O’MALLEY,  M.D.  C-67  Orlando 

lAMES  G.  ROBERTSON,  M.D.  D-65  Miami 


LAW^ 

BEN  J.  SHEPPARD,  M.D.,  Chm.  D 67  Coral  Gables 

W.  TRACY  HAVEREIELD,  M.D.  AL-65  Miami 

RANEY  A.  OVEN,  M.D.  A-66  Tallahassee 

lAMES  R.  BOULWARE  JR.,  M.D.  B-65  lakeland 

CARROLL  M.  CROUCH,  M.D.  C-68  Daytona  Beach 

MEDICAL  ASSISTANTS 

IRED  H.  ALBEE  JR.,  M.D.,  Chm C-65  Daytona  Beach 

DIRAN  M.  SEROPIAN,  M.D.  AL-65  Fori  Lauderdale 

ENSOR  R.  DUNSEORD  JR.,  M.D.  A-67  lack.sonvillc 

FRANCIS  C.  HOARE,  M.D.  B-66  Clearwater 

JAMES  L.  ANDERSON,  M.D.  D 68 Miami 

MEDICAL  TECHNOLOGISTS 

MILLARD  B.  WHITE,  M.D.,  Chm.  B-67  Sarasota 

LAUDIE  E.  McHENRY  JR.,  M.D.  AL-65  Melbourne 

SANFORD  A.  MULLEN,  M.D.  A-66  lacksonville 

JACKSON  L.  THATCHER,  M.D.  C-65  H'e.'il  Palm  Beach 

lOHN  B.  MIALE,  M.D.  D-68  Miami 


NURSING 

THOMAS  C.  KENASTON  SR.,  M.D.,  Chm.  C 67  Cocoa 

WILLARD  H.  II.  BENNETT,  M.D.  AL-65  Titusville 

JAMES  W.  WALKER,  M.D.  A-68  lacksonville 

COUNCILL  C.  RUDOLPH,  M.D.  B-65  St.  Petershurg 

lAMES  I.  HUTSON,  M.D.  D-66  Miami 


PHARMACY 

JESSE  W.  CASTLEBERRY,  M.D.,  Chm.  C 67  Orlando 

BEN  C.  STOREY,  M.D.  AL-65  Titusville 

GRETCHEN  V.  SQUIRES,  M.D.  A 68  Pensacola 

JOSEPH  A.  EZZO,  M.D.  B-65  St.  Petersburg 

M.  JAY  ELIPSE,  M.D.  1)66  Miami 

PHYSICAL  THERAPY 

KENNETH  PHILLIPS,  M.D.,  Chm.  D 67-  Coral  Gables 

ARTHUR  J.  PASACH,  M.D.  AL  65 Tampa 

lOSEPH  C.  SHIPP,  M.D.  A-68 Gainesville 

IIUBERT  W.  COLEMAN,  M.D.  B-65  ...  Aron  Park 

LOUIS  I.  NOVAK,  M.D.  C-66  Hollywood 


RELIGION 

CURTIS  I).  BENTON  JR.,  M.D.,  Chm.  C-67  Fort  Lauderdale 
EDWARD  I.  LAUTH  Hi.,  M.D.  AL-65  Miami 

GRETCHEN  V.  .SQUIRES,  M.D.  A-65  Pensacola 

SIDNEY  GRAU,  M.D.  B-66  St.  Petersburg 

CORREN  P.  YOUMANS,  M.D.  D-68 Miami 

VETERINARY  MEDICINE 

CLIFFORD  C.  SNYDER,  M.D.,  Chm.  D-67  Coral  Gables 

JOSEPH  L.  G.  LESTER  JR.,  M.l).  AL-65  Kt-v  West 

GEORGE  W.  KARELAS,  M.D.  A-66  Newberry 

SIDNEY  SMITH.  M.D.  B 65  Bradenton 

JAMES  C.  RINAMAN,  M.D.  C-68  St.  Cloud 

X-RAY  TECHNICIANS 

RAYMOND  E.  PARKS,  M.D.,  Chm.  D-67  Miami 

PAUL  A.  MORI,  M.D.  AL-65  lacksonville 

ANDREW  F.  GIESEN  Hi.,  M.D.  A-65  Fort  Walton  Beach 

BYRON  E.  BESSE  Hi.,  M.D.  B-68  Tampa 

HERBERT  1).  KFRXIAN,  M.D.  D-66  Daytona  Beach 
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JUDICIAL  COISCIL 


JERE  W.  ANNIS,  M.D.,  Chm - Lakeland 


ARCHIVES 

WILLIAM  M.  STRAIGHT,  M.D.,  Chm D-66 Miami 

DAVID  R.  MOOMAW,  M.D j\L-65 lachsonville 

GEORGE  W.  MORSE,  M.D A-h:  Pensacola 

W.  WARDLAM'  JONES,  M.D li  65  Uade  City 

HUGH  WEST,  M.D C-68  UcLand 


GRIEVASCE 

JERE  W.  ANNIS,  M.D.,  Chm Lakeland 

RALPH  W.  JACK,  M.D - jMiaini 

LEO  M.  WACHTEL,  M.D jacksoniille 

ROBERT  E.  ZELLNER,  M.D A)rlan do 

WARREN  W.  QL'ILLIAN,  .M.D Coral  Cables 


MEDICAL  LICESSLRE 


THO.MAS  J.  BLXLER,  M.D. 

Industrial  Commission 

JERE  W.  ANNIS,  M.D.,  Public  Welfare 
LAWRE.NCE  E.  GEESLIN,  M.D. 

Tuberculosis  Board 

GEORGE  H.  MeSWALN,  .M.D., 

Vocational  Rehabilitation 


^..Tallahassee 

Lakeland 

Jacksonville 

.Daytona  Beach 


NATIONAL  LEGISLATION 


JOSEPH  C.  VON  THRON,  M.D.,  Chm, 

JERE  W.  AN.NIS,  M.D 

EDWARD  R.  ANNIS,  M.D 

A.  T.  KENNEDY,  xM.D 

LEO  M.  WACHTEL,  xM.D 

HOMER  L.  PEARSON  JR.,  M D 

REUBEN  B.  CHRISMAN  JR;,  M.D 

EUGENE  G.  PEEK  JR.,  M.D. 

WALTER  J.  GLENN  JR.,  .M.D 

JOHN  .M.  BUTCHER,  M.D 

RAV.MOND  J.  FITZPATRICK,  M.D. 
GEORGE  S.  PALMER,  M.D... 

MADISO.N  R.  POPE,  M.D 

CHARLES  R.  SIAS,  M.D 

ALLYN  B.  GIFFIN,  M.D 


Cocoa  Beach 

Lakeland 

Miami 

Pensacola 

Jacksonville 
Miami 
Coral  Gables 
Ocala 
Tort  Lauderdale 
Sarasota 
....Gaiftesville 
..Tallahassee 

Plant  City 

Orlando 

..  St.  Petersburg 


Subcommittee — Liaison  with  Federal  Agencies: 


HO.MER  L.  PEARSON  JR.,  .M.D.,  Chm Miami 

COURTLA.NDT  I).  BERR\,  .M.D Orlando 

FREDERICK  C.  A.NDREWS,  .M.D Mount  Dora 


MEMBERSHIP  AND  DISCIPLINE 

District  1 — SIDNEY  G.  KENNEDY  JR.,  M.D.  66  Pensacola 

WiLLlA.M  C.  ROBERTS,  ,M.D.  6 7 t anama  City 

District  2 — ASHBEL  C.  WILLIAMS,  .M.D 66 Jacksonville 

RAYMOND  H.  KlNG,  M.D.  67  Jacksonville 

District  3 — EDWARD  J.  LAUTH  JR.,  .M.D 68 Miami 

JOHN  R.  HILSENBECK,  .M.D 66 Miami 

District  4 — JACK  Q.  CLEVELAND,  .M.D.  65 Miami 

NELSON  ZIVlTZ,  M.D.  68  Miami  Beach 

District  5 — W.  W.ARDLAW  JONES,  M.D.  68  Dade  City 
JOHN  J.  CHELEDEN, 

M.D.,  Chm 66 Daytona  Beach 

District  6— WlLLIA.M  H.  PROCTOR, 

M.D 66 U'esf  Palm  Beach 

.MILES  J.  BIELEK,  .M.D. 67 ...  Fort  Lauderdale 

District  7 — JOHN  M.  BUTCHER,  .M.D.  66 Sarasota 

GORDO.N  H.  .MeSWALN,  .M.D.  67  Arcadia 

District  8 — THO.MAS  H.  BATES,  M.D 68. Lake  City 

, WILLIAM  C.  THOMAS  SR., 

iM.D 65  Gainesville 

District  9 — J.AMES  T.  COOK,  .M.D 65 Marianna 

GEORGE  H.  GARMANY,  M.D.  67.  Tallahassee 
Di.strict  10 — ERNEST  R.  BOURKARD,  M.D.  68.  Tampa 

C.  FRANK  CHUN.N,  M.D 65 Tampa 

District  II — THO.MAS  C.  KENASTO.N  SR.,  M.D.  65  Cocoa 

FRANK  C.  BO.NE,  M.D.  67 Orlando 

District  12 — EDWARD  L.  COLE  JR.,  M.D.  65.  St.  Petersburg 
N.  WORTH  GABLE,  .M.D.  68  St.  Petersburg 


COUNCIL  MEMBER  FROM  BOARD  OF 
PAST  PRESIDENTS 

LEO  .M.  WACHTEL,  .M.D Jacksonville 


ROY  E.  CAMPBELL,  M.D.,  Chm Palatka 

BURNS  A.  DOBBINS  JR.,  M.D., 

Department  of  Defense Fort  Lauderdale 

JERE  W.  .A.N.NIS,  .M.D.,  Department  of 

Health,  Education  and  Welfare  Lakeland 

ROBERT  H.  MICKLER,  .M.D., 

Department  of  Justice Tallahassee 

THO.MAS  J.  BIXLER,  M.D.,  Department  of  Labor  Tallahassee 
ROY  E.  CAMPBELL.  M.D.,  Department 

of  Veterans  Administration Palatka 


COUNCIL  ON  MEDICAL  ECONOMICS 


JACK  A.  MaCRIS,  M.D.,  Chm St.  Petersburg 

ADVISORY  TO  BLUE  SHIELD 

RAYMOND  J.  FITZPATRICK,  .M.D., 

Chm.  . A-66  Gainesville 

ROGER  D.  SCOTT,  M.D.  AL-65 Fort  Myers 

EARL  G.  WOLF,  M.D.  A-65  Pensacola 

C.  .MERRILL  WHORTON,  .M.D.  A 67  . Jacksonville 

JAMES  D.  BEESON,  M.D A-68 _ _ Jacksonville 

THOMAS  W.  DORR,  M.D.  B-65 _ Tampa 

JACK  A.  MaCRIS,  M.D B-66 St.  Petersburg 

HENRY  G.  .MORTON,  M.D B-67  . Sarasota 

IRVING  M.  ESSRIG,  M.D.  B-68  Tampa 

CARL  S.  .McLEMORE,  M.D.  C-65  Orlando 

JOHN  R.  MAHO.NEY,  M.D. C-66 Fort  J.auderdale 

MYRL  SPIVEY,  .M.D.  C-67 West  Palm  Beach 

LOUIS  C.  MURRAY,  M.D C-68  ...Orlando 

GEORGE  S.  BALDRY.  M.D D 65  Miami 

WILEY  .\L  SAMS.  M.D.  D 66 Miami 

LAMES  L.  ANDERSON,  M.D D 67 Miami 

FRANK  G.  WILSON,  M.D D-68  Miami 


FEE  SCHEDULES 


COUNCIL  ON  LEGISLATION  AND 
PUBLIC  AGENCIES 


JOSEPH  C.  VON  THRO.N,  .M.D.,  Chm Cocoa  Beach 


STATE  LEGISLATION 

GEORGE  S.  PALMER,  M.D.,  Chm.  AL-65  Tallahassee 

EUGENE  G.  PEEK  JR.,  .M.D A-66  Ocala 

JOHN  E.  OREBAUGH,  M.D B-67 St.  Petersburg 

WALTER  J.  GLENN  JR.,  M.D C-65  Fort  Lauderdale 

ROBERT  V.  EDWARDS,  .M.D D-68 Coral  Gables 

Subcommittee — Liaison  with  State  Agencies; 

FR.ANCIS  T.  HOLLA.ND,  M.D.,  Chm.  ...  Tallahassee 

WILLIAM  R.  DANIEL,  .M.D., 

Commission  on  Aging  ..Orlando 

PAUL  S.  JARRETT,  M.D.,  Alcoholic  Rehabilitation- Miami 

EUGENE  G.  PEEK  JR.,  M.D.,  Board  of  Health  ...  Ocala 

GEORGE  S.  PALMER,  M.D.,  Children’s 

Commission Tallahassee 

MARION  W.  HESTER,  M.D.,  Council  for  the  Blind Lakeland 

ERANCIS  T.  HOLLAND,  .M.D.,  Crippled 

Children’s  Commission Tallahassee 

CHARLOTTE  C.  .MAGUIRE,  M.D., 

Division  of  Child  Training Orlando 

RAYMOND  J.  FITZPATRICK,  M.D., 

Division  of  Correction Gainesville 

ZACK  RUSS  JR.,  M.D.,  Division  of  Mental  Health Tampa 

IRVING  E.  HALL  JR.,  M.D.,  Education  Dept Bradenton 


HENRY  J.  BABERS  JR.,  .M.D.,  Chm A 66 Gainesville 

JAMES  P.  .McNEIL  JR.,  .M.D AL-65 Jacksonville 

HE.NRY  L.  HARRELL,  M.D A-65 Ocala 

WILLIAM  J.  DEAN,  M.D B-66 St.  Petersburg 

lOHN  P.  COLLINS,  M.D.  B-67  lakeland 

TAMES  F.  COONEY,  M.D C-67 U^cst  Palm  Beach 

NEWTON  C.  McCOLLOUGH,  M.D C-68  Orlando 

OLIVER  P.  WINSLOW  JR.,  M.D.  D 65  _ Miami 

RALPH  S.  SAPPENFIELD,  M.D D-68  . Miami 


HEALTH  INSURANCE 

DAVID  J.  LEHMAN  JR.,  M.D.,  Chm.  C-66  Hollywood 

IRVING  A.  BEYCHOK,  M.D.  AL-65 Sarasota 

JOHN  H.  TERRY,  M.D.  A-68 Jacksonville 

WILLIAM  H.  KEELER  HI,  M.D.  B-67  St.  Petersburg 

JACK  KEEFE  HI,  M.D D-65 Miami 


MEMBERS  INSURANCE 

H.  LAWRENCE  S.MITH,  M.D.,  Chm.  AL-65.. Tallahassee 

W.  ROY  HANCOCK,  M.D A-68 Jacksonville 

WILLIS  W.  HARRIS,  M.D B-67 Bradenton 

BENNETT  J.  LACOUR  JR.,  M.D C-65  Daytona  Beach 

H.  CLINTON  DAVIS,  M.D D-66 Miami 

OCCUPATIONAL  HEALTH 

SAMUEL  S.  LOMBARDO,  M.D.,  Chm.  AL-65  Jacksonville 

P.  G.  BATSON  JR.,  .M.D A-65 Pensacola 

CH.ARLES  LARSEN  JR.,  M.D..  B-66  Lakeland 

THOMAS  B.  THAMES,  M.D. C-68  Orlunao 

TRUXTON  L.  JACKSON,  M.D.  D 67  Miami 
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COUNCIL  ON  MEDICAL  EDUCATION 
AND  HOSPITALS 


HUGH  A.  CARITHERS,  M.D.,  Chm.  Jacksonville 


HOSPITALS 

L.  WASHINGTON  DOWLEN,  M.D.,  Chm AL-65  Miami 

RAYMOND  B.  SQUIRES,  M.D.  A-65 Pensacola 

EDWARD  W.  SALKO,  M.D B-67 Fort  Myers 

ALBERT  F.  STRATTON  1R.,  M.D.  .068 Cocoa 

ROBERT  F.  DICKEY,  M.D.  D 66 Miami 


INTERNSHIPS  AND  RESIDENCIES 

WILLIAM  H.  PROCTOR,  M.D., 

Chm C-68  West  Palm  Beach 

CHARLES  H.  GILLILAND,  M.D AL-65  Gainesville 

CLYDE  M.  COLLINS,  M.D A-65  Jacksonville 

EDWARD  L.  COLE  JR.,  M.D B-66 St.  Petersburg 

JOHN  J.  FARRELL,  M.D D-67 Miami 


MEDICAL  SCHOOLS 


MATTHEW  E.  xMORROW  JR., 

M.D.,  Chm.  AL-65  Jacksonville 

J.  MAXEY  DELL  JR.,  M.D.  A-67 

Alachua  County  Medical  Society  Gainesville 

C.  FRANK  CHUNN,  M.D.  B-65  Tampa 

FRED  WALLS  JR.,  M.D.  C-68  Orlando 

EDWARD  W.  CULLIPHER,  M.D D-66 

Dade  County  Medical  Association Miami 

HAYDEN  C.  NICHOLSON,  M.D., 

Faculty,  U.  of  Miami  Miami 

GEORGE  T.  HARRELL,  M.D. 

Faculty,  U.  of  Florida  Gainesville 


PHYSICIAN  PLACEMENT 

JAMES  T.  COOK,  M.D.  Chm.  A-67  Marianna 

E.  B.  HARDEE  JR.,  M.D.  AL-65  Vero  Beach 

ARTHUR  J.  WALLACE,  M.D.  B-66 Tampa 

DAVID  W.  GODDARD,  M.D C-65  Daytona  Beach 

HOMER  L.  PEARSON  JR.,  M.D D-68  Miami 


INDIGENT  CARE 

NELSON  ZIVITZ,  M.D.,  Chm. D-65 Miami  Beach 

CHARLES  R.  SIAS,  M.D.  AL-65 Orlando 

DANIEL  R.  USDIN,  M.D A-68 Jacksonville 

BENJAMIN  J.  MEADOWS  JR.,  M.D B-67 Tampa 

JOHN  J.  CHELEDEN,  M.D C-66  Daytona  Beach 


LABOR 

THEODORE  J.  KAMINSKI,  M.D.,  Chm.  C-66  Melbourne 

LAURENT  P.  LaROCHE,  M.D.  .AL-65 Cocoa  Beach 

ALBERT  E.  McQUAGGE,  M.D A-68  Marianna 

GEORGE  J.  SUAREZ,  M.D.  B-67  Tampa 

EDWARD  R.  ANNIS,  M.D D-65  Miami 


MATERNAL  HEALTH 

JAMES  M.  INGRAM,  M.D.,  Chm.  B-68 Tampa 

.ALBERT  G.  KING  JR.,  M.D. AL-65 , Lakeland 

JOSEPH  W.  DOUGLAS,  M.D.  A-66 Pensacola 

JAMES  R.  SORY',  M.D.  C-65  iVe.sf  Palm  Beach 

WILLIAM  T.  MIXSON  JR.,  M.D D-67 Coral  Gables 


MENTAL  HEALTH 

ZACK  RUSS  JR.,  M.D.,  Chm.  B-65  Tampa 

WILLIAM  M.  C.  WILHOIT,  M.D.  AL-65  Pensacola 

JOHN  A.  RITCHIE,  M.D.  A-66 Jacksonville 

lAMES  W.  ETTINGER,  M.D C-68 Rockledge 

EDWARD  H.  WILLIAMS,  M.D D-67 Coral  Gables 


PUBLIC  HEALTH 

CLARENCE  L.  BRUMBACK, 

M.D.,  Chm.  C-68 
BANNING  G.  LARY,  M.D.  AL-65 
SIMON  D.  DOFF,  M.D.  A-65 
LEFFIE  M.  CARLTON  JR.,  M.D.  B-67 
JOHN  D.  MILTON,  !VLD.  D-66 


RURAL  HEALTH 

J.  BASIL  HALL,  M.D.,  Chm. C-66 Tavares 

LAWRENCE  G.  HEBEL,  M.D AL-65  Palatka 

GEORGE  W.  KARELAS,  M.D.  A-68 Newberry 

FORREST  HINTON,  M.D.  B-67 Immokalee 

ROBERT  A.  DOUGLAS,  M.D.  D-65 Homestead 


West  Palm  Beach 

Miami 

Jacksonville 

Tampa 

Miami 


COUNCIL  ON  MEDICAL  SERVICES 

IRVING  E.  HALL  JR.,  M.D.,  Chm.  Bradenton 

AGING 


VISION 

JOSEPH  W.  TAYLOR  JR.,  M.D.,  Chm B 66 Tampa 

EDWARD  E.  HODSDON,  M.D.  AI.-65  Coral  Gables 

THOMAS  S.  EDWARDS,  M.D.  A-67.  Jacksonville 

CURTIS  D.  BENTON  JR.,  M.D.  C-65  Fort  Lauderdale 

ALFRED  G.  SMITH  II,  M.D.  D-68  Coral  Gables 


WILLIAM  R.  DANIEL,  M.D.,  Chm.  C-68  Orlando 

lOHN  R.  BROWNING,  M.D AL-65  Jacksonville 

CHARLES  J.  KAHN,  M.D.  A-66  Pensacola 

TAMES  A.  WINSLOW  JR.,  M.D.  B-65  Tampa 

CARLOS  P.  LAMAR,  M.D.  D-67  Miami 


SCIENTIEIC  COUNCIL 

RICHARD  C.  DEVER,  M.D.,  Chm Miami 


BLOOD 


WILLIAM  G.  ECKERT,  M.D.,  Chm.  B 65  Tampa 

FAIRFAX  E.  MONTAGUE,  M.D,  AL-65 Palatka 

GERARD  II.  HILBERT,  M.D.  A-66  Pensacola 

JOSEPH  C.  VON  THRON,  M.D.  C-67  Cocoa  Beach 

O.  WHITMORE  BURTNER,  M.D.  D-68  Miami 


CHILD  HEALTH 

WESLEY  S.  NOCK.  M.D.,  Chm.  D-66  Coral  Gables 

ALVYN  W.  WHITE  JR.,  M.D.  AL-65  Pensacola 

RICHARD  G.  SKINNER  JR.,  M.D.  A-65  Jacksonville 

ADRIAN  Q.  POLLOCK,  M.D B-68  Fort  Myers 

ANDREW  W.  TOWNES,  M.D.  C-67 Orlando 


THE  JOURNAL  AND  OTHER  PUBLICATIONS 

TIIAD  MOSELEY,  M.D..  Editor  Jacksonville 

lOHN  M.  P.ACK.ARD,  M.D.,  Assistant  Editor  Pensacola 

FRANZ  H.  STEWART,  M.D.,  Assistant  Editor  Miami 

OSCAR  W.  FREEMAN,  M.D.,  Assistant  Editor  Orlando 

JACK  Q.  CLEVELAND,  M.D.,  Assistant  Editor 

from  the  Board  of  Goyernors  Coral  Gables 


POSTGRADUATE  EDUCATION 

lAMES  J.  DeVITO,  M.D.,  Chm.  AL-65  St.  Augustine 

WILLIAM  C.  THOMAS  JR.,  M.D.  A-67  Gainesville 

RICHARD  G.  CONNAR,  M.D.  B-66  Tampa 

CHAS.  1.  COLLINS,  M.D.  C-65  Orlando 

ROBERT  I.  GRAYSON,  M.D.  D-68  Miami  Beach 


EMERGENCY  MEDICAL  SERVICE 


JAMES  L.  CAMPBELL  JR.,  M.D.,  Chm.  C-65  Orlando 

\.  T.  KENNEDY’,  M.D.  AL-65  Pensacola 

SAMUEL  J.  ALFORD  JR..  M.D.  A-65  Jacksonville 

JOHN  M.  BUTC’HF.R,  M.D.  .,.B-65  ..Sarasota 

JOSEPH  S.  STEWART,  M.D.  D-65 Miami 


RESEARCH 


K.YRL  B.  HANSON,  M.D.,  Chm.  A Jacksonville 

DONALD  W.  SMITH,  M.D.  AL  Miami 

MILLARD  B.  WHITE,  M.D.  B Sarasota 

MARTIN  G.  GOULD,  M.D.  C Fort  Pierce 

JAMES  J.  GRIFFITTS,  M.D.  D Miami 


HEARING 


G.  DEKLE  TAYLOR,  M.D.,  Chm.  A-66 Jacksonville 

GEORGE  T.  SINGLETON,  M.D.  AL-65  Gainesville 

I.  BROWN  FARRIOR,  M.D.  B-65 Tampa 

JOHN  II.  WEBB  JR.,  M.D C-68 Orlando 

JAMES  R.  CHANDLER  JR.,  M.D.  D-67 Miami 


SCIENTIFIC  WORK 


RICHARD  C.  DEVER,  M.D.,  Chm.  D-66  Miami 

LOUIS  J.  POLSKIN,  M.D.  AL-65  Lakeland 

HARRY  PRYSTOWSKY,  M.D.  A-68  Gainesville 

CHARLES  II.  L.YSLEY',  M.D.  B-67  Clearwater 

OSCAR  W.  FREEMAN,  M.D.  C-65 Orlando 
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COLNCIL  OS  SPECIAL  ACTIVITIES 


ROBERT  B.  McIVER,  M.D.,  Chm Jacksonville 


ADVISORY  TO  H OAMA ’ S AUXILIARY 

LEE  ROGERS  JR..  M.D..  Chm. C-68  Cocoa 

.\BBOTT  V.  WTLCO.X  JR.,  M.D AL-65  Si.  Petershiirg 

GORDON  H.  IR.\.  M.D._  A-67 Jacksonville 

EUGENE  B.  MAXWELL,  M.D.  B-65 Tampa 

DONALD  F.  MARION,  M.D B-66 .Miami 


BOARD  OF  PAST  PRESIDESTS 


ROBERT  B.  McIVER,  .M.D..  Chm.,  195 

WARREN  W.  OUILLIAN,  M.D.,  Secs., 
FREDERICK  J.  W.A.AS,  M.D.,  1928 

1963  Coral  Gables 

WILLIAM  M.  ROWLETT,  M.D.,  1933 

HO.MER  L.  PEARSON  JR.,  M.D.,  1934 

ORION  O.  FEASTER,  Sl.D.,  1936  

EDWARD  JELKS.  M.D.,  193i7  . 

Jacksonville 

WALTER  C.  JONES,  M.D.,  1941 

EUGENE  G.  PEEK  SR.,  M.D.  1943. 

Ocala 

WILLIAM  C.  THOMAS  SR.,  M.D.,  194 

JOSEPH  S.  STEWART,  M.O.,  1948 

WALTER  C.  PAYNE  SR.,  M.D.,  1949 

FREDERICK  K.  HERPEL,  M.D.,  1953 
DCNXAN  T.  McEWAN.  M.D.,  1954 

West  Palm  Beach 

JOHN  D.  MILTON,  M.D.,  1955 

FRANCIS  H.  LANGLEY  M.D.,  1956 

WILLIAM  C ROBERTS,  M.D.,  1957 

lERE  W.  ANNIS,  M.D.,  1958  _ 

I.akeland 

R ALPH  W.  J ACK,  M.D.,  1959  

Miami 

I FO  M WACHTFI  , M.D.,  1960 

ROBERT  E.  ZELLNER.  .M.D..  1962 

Orlando 

A.M.A.  HOUSE  OF  DELEGATES 


REUBEN  B.  UHRISMAN  JR.,  M.D., 

Chm.,  Delegate  Coral  Cables 

ROBERT  E.  ZELLNER,  M.D.,  Alternate  Orlando 

(Terms  expire  Dec.  31,  1964) 

ERANCIS  T.  HOLLAND,  M.D..  Delegate  Tallahassee 

MADISON  R.  POPE,  .M.D.,  Alternate  Plant  City 

(Terms  expire  Dec.  31,  1964) 

lERE  \V.  .ANNIS,  M.D.,  Delegate  Lakeland 

LEO  M.  W..\CHTEL,  M.D.,  Alternate  Jacksonville 

(Terms  expire  Dec.  31,  1964) 

MEREDITH  MALLORY,  M.D..  Delegate  Orlando 

EUGENE  G.  PEEK  JR..  M.D..  Alternate  Ocala 

(Terms  expire  Dec.  31,  1965) 

BURNS  DOBBINS  JR.,  M.D.,  Delegate  Fort  I anderdale 
WALTER  E.  MURPHREE,  M.D..  Alternate  Cainesville 

(Terms  expire  Dec.  31,  1965) 


COUSCIL  OS  SPECIALTY  MEDICISE 


EMMET  F.  FERGUSON  JR.,  M.D.,  Chm.  Jacksonville 
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Side  effects:  Pentaerythritol  tetranitrate 
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vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML-1055 

MILTRATE* 

meprobamate  200  mg. -t- pentaerythritol  tetranitrate  10  mg. 
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WARNING: 

MAYBE 

HABIT- 

FORMING 


Once  you  have  used  HEMA-COMBISTIX',"dip-and-read  test  for  urinary  blood, 
protein,  glucose,  and  pH,  it  may  become  a habit  to  test  every  patient’s  urine 
routinely  with  this  simple,  convenient  reagent  strip.  Most  of  the  answers  will 
be  “negatives,”  but  an  unexpected  “positive”  may  alert  you  to  se- 
rious pathology  even  before  related  symptoms  appear.  The  test  takes 
only  60  seconds.  As  basic  as  the  stethoscope... HEMA-COMBISTIX 
is  a good  habit  to  form.  □ Ames  Company,  Inc.,  Elkhart,  Indiana,  s,,*. 


AIVIES 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxia 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20j 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.!i 
Cauf/ons  — Occasional  side  effects,  often  dose-related,  ajj 
drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregula] 
ities,  nausea  and  constipation.  Paradoxical  reactions  ma 
occasionally  occur  in  psychiatric  patients.  Individual  maini 
nance  dosages  should  be  determined.  Advise  patients  again 
possibly  hazardous  procedures  until  maintenance  dosage 
established.  Though  compatible  with  most  drugs,  use  care 
combining  with  other  psychotropics,  particularly  MAO  inhit 
tors  or  phenothiazines;  warn  patients  of  possible  combine 
effects  with  alcohol.  Observe  usual  precautions  in  impaire 
renal  or  hepatic  function,  and  in  long-term  treatment. 
Supp//'ed— Capsules,  5 mg,  10  mg  and  25  mg,  bottles 
50  and  500. 
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Anxiety 


LIBRIUM* 


(chlordiazepoxide 
HCIJ  ~ 


Roche  Laboratories,  Division  of  Hoffmann- La  Roche  Inc 
Nutley,  N.J.  07110  11 
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Kapseals 

ICIC 

(diphenhydramine  hydrochloride) 


® 


FOR  EFFECTIVE  CONTROL  OF  ALLERGIC  SYMPTOMS-Ant/histaminic  action 
relieves  nasal  congestion,  sneezing,  lacrimation,  and  pruritus.  Antispas- 
modic  action  relieves  bronchial  spasm.  Precautions:  Persons  who  have 
become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activi- 
ties requiring  keen  response  while  using  this  product.  Hypnotics,  sedatives, 
or  tranquilizers,  if  used  with  BENADRYL  (diphenhydramine  hydrochloride), 
should  be  prescribed  with  caution  because  of  possible  additive  effect. 
Diphenhydramine  has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL  (diphenhydramine 
hydrochloride).  BENADRYL  (diphenhydramine 
hydrochloride)  is  supplied  in  several  forms 
including  Kapseals  containing  50  mg.  39S6« 


PARKE-DAVIS 


New — Moore’s 

Give  and  Take 


The  development  of  tissue  transplantation 

Tills  is  the  fascinating  story  of  "new  tissues  for  old” — 
its  relatively  brief  but  eventful  history,  the  present 
status  of  the  "art,”  and  the  promise  of  the  future.  Dr. 
Moore  carries  you  along  the  devious  trail  of  transplan- 
tation progress  where  you’ll  follow  developments  in 
autografts,  homografts  and  heterografts — observe  the 
intricacies  involved  in  probing  antigens,  antibodies  and 
immunity — learn  of  the  early  organ  grafts  with  no  sup- 
pression of  immune  reaction,  then  of  the  era  of  whole 
body  irradiation  and  its  eventual  abandonment,  and 
finally  of  today’s  successes  with  immuno-suppressant 
drugs.  The  heart  of  the  text  deals  with  the  important 
events  and  patients  in  the  250-odd  kidney  transplants 
performed  in  the  last  decade.  Five  detailed  and  exciting 
case  histories  delineate  turning  points  in  transplanta- 
tion progress.  Intriguing  topics,  comments  and  anec- 
dotes crowd  the  pages  of  this  fascinating  book.  You’ll 
find  such  subjects  as:  the  recognition  by  the  immune 


system  of  its  own  proteins  as  harmless — the  mechanism  of 
immunologic  memory — a tale  of  blood  chimerism — the 
dilemma  of  tissue  and  organ  donation,  both  ethical  and 
legal.  Dr.  Moore  concludes  with  a succinct  discussion 
of  where  transplantation  is  warranted  or  needed. 

By  Francis  D.  Moore,  M.D.,  Moeely  Professor  of  Surgery,  Harvard 
Medical  School;  Surgeon-in^Chief,  Peter  Bent  Brigham  Hospital, 
Boston,  Massachusetts.  182  pages,  5)^^  x 8)^'',  illustrated.  About 
$6.00.  Netv—Just  Ready! 


New  (8th)  Edition — Nelson’s  Textbook  of  Pediatries 


Gives  you  an  effective  answer  for  every  pediatric  problem 


Dr.  Nelson  and  81  eminent  contributors  cover  the  entire 
field  of  pediatrics  in  this  New  (8th)  Edition.  They  dis- 
cuss every  aspect  of  child  care,  from  the  prenatal  period 
through  adolescence.  They  tell  you  how  to  keep  the 
well  child  healthy,  as  well  as  how  to  diagnose  and  treat 
the  myriad  diseases  of  infancy  and  childhood.  Disorders 
and  malformations  of  each  body  system  are  covered  in 
detail.  All  the  childhood  diseases  are  explicitly  de- 
scribed, with  authoritative  discussions  of  etiology, 
epidemiologv,  pathogenesis,  immunity,  clinical  mani- 
festations, diagnosis,  prognosis,  prevention  and  treat- 
ment. This  up-to-date  revision  is  studded  with  newly 
developed  diagnostic  procedures,  as  well  as  both  new 
and  standard  methods  of  prevention  and  treatment. 
You’ll  find  information  on  the  problems  involved  in  the 


battered -child  syndrome — on  newly  discovered  inborn 
errors  of  metabolism — on  neic  theories  of  psychologic  de- 
velopment. Many  chapters  and  sections  are  entirely 
new — Pseudomonas  and  Other  Gram-Negative  Bacilli — 
Anonymous  Mycobacterial  Infections — Intestinal  Malab- 
sorption— Waardenbur^s  Syndrome — Interstitial  Pul- 
monary Fibrosis.  Others  are  so  extensively  revised  as 
to  constitute  virtually  new  material.  Here  is  a book 
useful  to  any  physician  who  ever  treats  infants  or 
children. 

Edited  by  Waldo  E.  Nelson.  M.D.,  D.Sc.,  Professor  of  Pediatrics, 
Temple  University  School  of  Medicine;  Medical  Director  of  St. 
Christopher's  Hospital  for  Children.  With  81  distinguished  con* 
trihutors.  About  1640  pages,  T''  x lO'^,  with  471  figures.  About  $18.00. 

Netv  (8th)  Edition — Just  Ready! 


New— Elliott’s  Clinical  Neurology 

Gives  specific  help  on  neurologic  diagnosis  and  treatment 


Here  is  a concise  new  work  seasoned  with  clinical  in- 
sight. The  author  skillfully  presents  crisp  accounts  of 
individual  neurological  diseases  (both  common  and 
uncommon)  plus  principles  and  practice  involved  in 
neurological  diagnosis.  He  provides  pertinent  anatomi- 
cal, physiological,  and  neurochemical  background  ma- 
terial, focusing  on  practical  application.  Important 
diagnostic  features  of  each  disease  discussed  are  stressed 
and  the  diagnostic  significance  of  individual  symptoms 
and  signs  are  clearly  spelled  out.  Among  the  many 
features  of  this  new  text  you’ll  find:  Helpful  informa- 
tion on  differential  diagnosis  of  diseases  exhibiting 
such  common  symptoms  as  headache,  pain  in  the  face. 


sciatica,  vertigo,  coma,  seizures,  peripheral  neuritis,  etc. — 
Specific  treatment  outlined  in  detail — Acute  and  chronic 
organic  psychoses  analysed  in  terms  of  neurophysiology. 
New  material  brings  you  up-to-the-minute  on:  the 
reciprocal  relationship  between  brain  function  and  s^rum 
electrolytes — the  effects  of  brain  lesions  on  the  electro- 
cardiogram— the  use  of  echoencephalography  and  brain- 
scanning  in  diagnosis.  Any  physician  desiring  latest 
help  in  diagnosis  and  treatment  of  neurological  diseases 
will  find  Clinical  Neurology  eminently  useful. 

By  Frank  A.  Elliott,  M.D.,  F.R.C.P.,  Chief  of  Neurology,  The 
Pennsylvania  Hospital;  Professor  of  Clinical  Neurology,  University 
of  Pennsylvania  School  of  Medicine,  ^bout  672  pages.  x 9^4'', 

with  about  179  illustrations.  .About  $12.00.  /Vph— Jujf  Ready! 


W.  B.  SAUNDERS  COMPANY  West  Washington  Square,  Phila.,  Pa.  19105 

Please  send  and  bill  me:  Q Kasy  Pay  Plan  ($5  per  mo.) 

Q Moore — Giie  and  Take About®  6.00  Q Elliott — Clinical  Neurology .About  ® 12.00 

I I Nelson — Pediatrics About  $18.00 
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helps  hay  fever 
patients  forget 
the “season” 


nTz  Nasal  Spray  gives  prompt,  depend- 
able decongestion  of  the  nasal  membranes 
for  fast  symptomatic  relief  of  hay  fever. 
The  first  spray  shrinks  the  turbinates,  re- 
stores nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a few  min- 
utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 

nTz  Nasal  Spray  also  provides  deconges- 
tive  relief  for  head  colds,  perennial  rhinitis 
and  sinusitis.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and 
in  bottles  of  30  ml.  with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor. 
It  contains  [^eo-Synephrine®  HCI  0.5%  — 
the  efficacy  of  which  is  unexcelled-to 
shrink  nasal  membranes  and  provide  inner 
space;  [T]henfadil®  HCI  0.1%  for  topical 
antiallergic  action;  and  [Z]ephiran®  Cl 
1:5000  (antibacterial  wetting  agent)  to  pro- 
mote the  spread  of  the  decongestant  com- 
ponents to  less  accessible  nasal  areas. 

nTz  is  well  tolerated  and  does  not  harm 
respiratory  tissues. 

nTz,  NeO'Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  then* 
yldiamine)andZephIran  (brand  of  benzalkonium  as  chloride,  refined),  trade* 
marks  reg.  U.  S.  Pat.  Off.  msM 


nTz^  Nasal  Spray 


VW/r/hrup 


Winthrop  Laboratories 
New  York  18,  N.Y. 


496 


Volume  51  Number  8 


JOURNAL 

the  TIorida  Medical  Association 

\^olu»ie  31,  Number  8,  August  1964 


THIS  ISSUE 


THAD  MOSELEY,  M.D. 
Editor 


Assistant  Editors 

John  M.  Packard,  M.D. 
Franz  H.  Stewart,  M.D. 
Oscar  W.  Freeman,  M.D. 


\rtifles 

Chronic  Idiopathic  Myocarditis,  Stanley  S.  Goodman,  M.D 512 

Certain  Therapeutic  Problems  in  a Patient  With  Habitual 

Abortion,  Melvin  M.  Sylvan,  M.D.  517 

Management  of  the  Thyrocardiac  Patient,  Miles  J.  Bielek,  M.D.  521 

Digitalis  Preparations  for  Adults,  Children  and  Infants, 

Clifton  B.  Leech,  M.D.  and  Henry  R.  Cooper,  M.D. 524 

Prevention  of  Hemorrhage  After  Tonsillectomy  and 

Adenoidectomy  in  Children,  Curtis  D.  Benton  Jr.,  M.D.  532 

Phthiriasis  Palpebrarum,  Frank  J.  Beasley,  M.D.  533 

Appendicitis  Caused  by  Gallstones,  Donald  A.  Berman,  M.D. ..  535 


Assistant  Editor  from  the  Board 
of  Governors 

Jack  Q.  Cleveland,  M.D. 


Thomas  R.  Jarvis 
Managing  Editor 


Editorial* 

The  Limitist — A Rebuttal,  Dan  C.  Roehm,  M.D. 


537 


Louise  Rader 
Assistant 

Managing  Editor 


Edith  B.  Hill 
Editorial  Consultant 


Features 

President’s  Page  - - - 536 

Association  News  . 538 

Clinical  Comment  - . ..  539 

News  - 542 

Classified  _ . - . - 544 


Florida  Medical  Association  Officers  and  Council  Chairmen  558 


iblished  monthly  at  Jacksonville, 
orida.  Price  $7.00  a year:  single  num- 
rs.  70  cents.  Address  Journal  of 
arida  Medical  Association,  P.O.  Box 
LI.  735  Riverside  Ave.,  Jacksonville  3, 
a.  Telephone  EL  6-1571.  Accepted 
■ mailing  at  special  rate  of  postage 
ovided  for  in  Section  1103,  Act  of 
ingress  of  October  3,  1917;  authorized 
itober  16,  1918.  Entered  as  second- 
iss  matter  under  Act  of  Congress  of 
arch  3.  1879,  at  the  post  office  at 
cksonville,  Florida,  October  23,  1924. 
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Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines' ..  .a  favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency .. .all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose. 


DEMETHYLCHLORTETRACYCLINE  HCl 


Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and  others  — in  the  young  and  aged— the 
acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and.  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloration  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C..  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38:1950  (Nov.)  1959. 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both ‘Soma’ (carisoprodol ) and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage;  1 or  2 tablets,  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


SomaCompound 

carisoprodol  200  nig.,acetophenetidin  160  mg.,  caffeine  32  mg. 

SonufCompound+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

®®WALLACE  LABORATORIES  j Cranbury,  N.J. 


(:SO-9l9J 


ARTHRALGEN* 


helps 


ARTHRALGEN® 

Each  tablet  contains; 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


Arthralgen,  a better-tolerated  analgesic  formula- 
tion of  time-tested  ingredients,  works  faster  to  free 
the  arthritic  from  his  pain  without  salicylate  side 
effects.  Since  its  analgesic  components  require 
no  chemical  conversion  to  act  in  the  body,  Ar- 
thralgen’s  pain  relieving  benefits  are  immediately 
available  to  provide  a smoother,  more  rapid  ob- 
tundation of  pain  than  can  be  achieved  with  many 
true  salicylates. 

Arthralgen  is  especially  useful  for  the  prompt 
relief  of  early  morning  stiffness  and  pain  with  less 
risk  of  gastric  irritation.  And  since  Arthralgen 
contains  no  sodium  it  is  safe  for  long-term  use  in 


arthritics  who  have  other  conditions  which  nej 
sitate  sodium  restriction. 

I 

ARTHRALGEN®-PR  t 

Each  tablet  contains:  i 

Salicylamide 250  j 

Acetaminophen 250; 

Ascorbic  acid  (Vitamin  C) 25^ 

Prednisone 1 

The  basic  Arthralgen  formulation  plus  prec 
sone  is  indicated  for  patients  who  require  sterc 
Prednisone  has  three  advantages  over  cortist 
hydrocortisone,  and  ACTH.  They  are:  (1)  Iac5 
sodium  retention,  (2)  absence  of  increased  pel 
slum  excretion,  and  (3)  the  unlikelihood  of  ster' 
induced  hypertension.*  | 

BRIEF  SUMMARY  I 

Arthralgen  and  Arthralgen-PR  are  indicatec: 
the  management  of  rheumatoid  arthritis,  aq 


irthritic  joints  from 


^arthritis,  rheumatoid  spondylitis,  osteoar- 
Ibursitis,  fibrositis,  and  neuritis.  Arthralgen 
|e  used  for  analgesia  in  colds,  flu,  and 
- ; myalgias. 

iGE:  One  or  two  tablets  four  times  a day. 
"'emission  of  symptoms,  dosage  should  be 
nd  to  the  minimum  maintenance  level. 

jiFFECTS;  Nausea,  G1  upset,  or  mild  salicy- 
tay  rarely  occur.  Symptomsof  hypercorticoid- 
ntate  reduction  of  dosage  of  Arthralgen-PR. 

<MJT10N;  Reduction  in  dosage  of  Arthral- 
^ given  overa  long  period  should  be  gradual, 
[abrupt. 

'i'RAlNDlCATlONS:  Hypersensitivity  to  any 
(lient. 

f 

rrh  any  drug  containing  prednisone,  Arthral- 
eIr  is  contraindicated,  or  should  be  adminis- 


tered only  with  care,  to  patients  with  peptic  ulcer, 
tuberculosis,  nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing's  syndrome  (or  Cushing's 
disease),  overwhelming  spreading  (systemic)  in- 
fection, or  predisposition  to  thrombophlebitis. 

Arthralgen-PR  is  generally  contraindicated  in 
patients  with  uremia  and  viral  infections,  including 
poliomyelitis,  vaccinia,  ocular  herpes  simplex,  and 
fungus  infections  of  the  eye.  It  is  also  contraindi- 
cated in  patients  with  chicken  pox  or  susceptible 
persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored)  and  Arthral- 
gen-PR (yellow,  scored)  tablets  are  available  in 
bottles  of  100  and  500. 

^Cohen,  et  al:  J.A.M.A.,  165:225,  1957. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA 


In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


\ 

i 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg 


Vitamin  63  (Riboflavin)  10  mg 

Niacinamide  100  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  06  (Pyridoxine  HCI)  2 mg 

Vitamin  B13  Crystalline  4 mcgm 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  defi- 
ciencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


In  systole  and  diastole,  the  human  heart  produces 
a maximum  signal  of  only  a few  millivolts  between 
two  ECG  limb  electrodes.  Mixed  in  with  this  tiny 
signal  may  be  some  unwanted  electrical  “noise”, 
caused  by  power  lines,  nearby  X-ray  or  diathermy 
machines,  or  even  ordinary  office  equipment.  Until 
now,  eliminating  this  noise  from  the  record  usually 
meant  time-consuming  adjustments  and  rerunning 
records  until  the  complexes  were  clear. 

The  new  Sanborn  500  Viso-Cardiette  now  iso- 
lates such  noise  from  the  cardi- 
ac signal  to  an  extent  never 
before  achieved  — and  simulta- 
neously maintains  even  greater 
protection  for  the  patient  with- 
out the  use  of  fragile  patient 
fuses.  The  “500”,  in  effect,  sees 
all  of  the  wanted  ECG  signal 
and  little  or  no  noise,  to  give 
you  a diagnostically  useful  trac- 
ing with  greater  ease  and  speed. 


This  highly  refined  new  instrument  also  uses 
the  new  Redux®  Creme  — an  improved  non- 
abrasive electrolyte  easily  applied  and  removed 
without  rubbing  . . . and  has  operating  features 
including  two  chart  speeds  and  three  recording 
sensitivities,  simplified  control  arrangement,  color- 
coded  patient  cable  and  pictorial  connection  dia- 
gram on  the  instrument  panel.  Housed  in  a com- 
pact, vinyl-clad  aluminum  case  that’s  easy  to  carry, 
or  effortlessly  rolled  on  a matching  mobile  cart, 
this  newest  Sanborn  contribu- 
tion to  cardiography  costs  only 
$695  complete  (delivered,  con- 
tinental U.S.)  or  $820  with 
mobile  cart.  Call  your  local 
Sanborn  office  now  for  details 
and  a demonstration.  Sanborn 
Company,  Medical  Division, 
Waltham,  Mass.  (02154),  a 
division  of  Hewlett-Packard. 


NEW 

SANBORN 

500 

ViSO 


Isolates  the  noise  so  only  the  cardiac  signal  goes  on  paper 


Miami  Branch  Office  2907  N.  W.  7th  St.,  aO.'S  63.5-6461 
St.  Petersburg  Resident  Representative 
337  22nd  Ave.  N.,  862-3229 
Jacksonville  Resident  Representative 
2720  Park  St.,  384-3453 
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CHOOSE  THE  PRODUCT 
TO  FIT  THE  NEED 


‘CORTlSPORIN’t- 

POIYMYXIN  B-NEOMYCIN-GRAMICIOIN 
with  HYDROCORTISONE  ACETATE  0.5% 

CREAM 


a new  vanishing  cream  base 


1/2  OX. 


‘CORTISPORIN’l 

POLYMYXIN  B ■ BACITRACIN  - NEOMYCIN 
WITH  HYDROCORTISONE  I* 

OINTMENT 


a special  low  melting  point  base 

anti-inflammatory 
bactericidal 


antipruritic 
rarely  sensitizing 


CREA'M— Ingredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available : In  tubes  of  7.5  Grams. 

OINTMENT  — Znpredients;  Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  400 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available : In  tubes  of  V2.  oz.  and  % oz. 

•U.S.  Patent  Nos.  2,565,057-2,695,261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

Contraindications : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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The 

clear 

conclusion 
from 
10  years’ 
experience... 


belongs  in  every  practice 

Miltown* 

(meprobamate) 

CM-  202S  WALLACE  LABORATORIES/Cranbury,  N.  J. 
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When  you  put  patients  on“speciar’fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

And  once  they’ve  tried  it,  they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert's  flavor. 

Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


♦ AMA  CouQcit  on  Foods  and  Nutrition:  The  Reg* 
ulation  of  Dietary  Fat,  JAMA  181:41 1-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 
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PHYSICALLY 


AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAIM-400 

(MEPROBAMATE  400  MG.  SUSTAIIMED  RELEASE) 

Simplified,  convenient  dosage  for  emotional  relief. 


Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  tbe  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


WALLACE  LABORATORIES  Cranbury,  N.  J. 


THE  DERMATOSES 
THAT  WERE 

STEROID-UNTREATABLE 


Salt  and  water  retention,  edema,  overstimulatiorl 
the  appetite,  excessive  weight  gain,  mood  swingJ 
these  were  some  of  the  problems  that  used  to  confrj 
physicians  when  they  wanted  to  prescribe  steroidsii 
dermatoses.  For  patients  already  overweight,  or  vl 
edema  associated  with  cardiovascular  disease, > 
those  who  were  tense  and  anxious,  steroid  treatmj 
could  aggravate  their  problems.  But  with  the  advi 
of  ARISTOCORT®  Triamcinolone,  many  of  th<j 
patients  became  "steroid-treatable.”  The  reason:  I 
only  did  this  steroid  provide  gratifying  symptomci 
relief,  but  it  did  so  without  the  penalty  of  overstir 
lation  of  the  appetite,  excessive  weight  gain,  salt  < 
water  retention,  edema,  and  undesirable  eupho 
And  these  benefits  have  been  confirmed  for  ot 
patients  with  steroid-susceptible  disorders,  as  well 
those  formerly  untreatable. 


^9  Effects:  Since  it  may,  under  some  circumstances, 
^Sduce  many  of  the  unwanted  effects  common  to  all 
Hisone-like  drugs,  discrimination  should  always  be 
rcised  in  administering  ARISTOCORT®  Triamcino- 
4b.  Any  of  the  Cushingoid  effects  are  possible,  as  are 
■'ipura,  G.l.  ulceration,  increased  intracranial  pres- 
and  subcapsular  cataract.  Corticosteroids  gen- 
^illy  may  mask  outward  signs  of  bacterial  or  viral 
Actions.  Catabolic  effects  to  watch  for  include 
cle  weakness  and  osteoporosis.  Weight  loss  may 
^i<ur  early  in  treatment  but  is  usually  self-limiting. 
'^htraindications:  While  the  only  absolute  contra- 
Mcations  are  tuberculosis,  herpes  simplex  and 
:ken  pox,  there  are  some  relative  contraindications 
^*otic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

A single  daily  dose  may  provide  effective  control,  is 
convenient  for  the  patient,  and  can  be  employed  in 
both  initial  and  maintenance  therapy. 


MAXIMUM  STEROID  BENEFIT-MINIMUM  STEROID  PENALTY 


Triamcinolone 


1 mg.,  2 mg.,  4 mg.  or  16  mg.  tablets 


)ERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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thrown 

for 

a loss... 


Keeping  flies  out  of  pharmaceutical  production 
areas  is  important,  yet  entrances  must  accom- 
modate heavy  traffic  of  people  and  materials. 
In  fact,  at  Eli  Lilly  and  Company,  the  en- 
trances to  certain  production  facilities  where 
traffic  is  heaviest  have  no  screens  or  doors. 
□ This  makes  it  look  easy  for  flies  to  get  in.  But 


let  one  try  it  and  he  is  literally  picked  up  by 
a fast-moving  blast  of  air  and  thrown  for  a 
loss— back  outside.  This  "curtain  of  air,”  mov- 
ing down  and  out  from  the  top  of  the  open 
doorway,  bars  the  entrance  and  keeps  flies  out 
. . . still  another  step  demonstrating  the  care 
that  goes  into  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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JOURNAL 

oj  the  Tlorida  Medical  dissociation 


The  August  Issue  Features 
Broward  County  Medical  Association 

This  is  the  third  issue  of  The  Journal  to  be  devoted  to  scientific  presentations 
and  editorials  by  the  members  of  a component  county  medical  society  of  the  Florida 
Medical  Association.  In  February  1963,  the  members  of  the  Brevard  County  Medi- 
cal Society  furnished  material  for  an  issue  and  a year  later,  in  February  1964,  the 
Marion  County  Medical  Society  was  featured. 

This  month  we  are  pleased  to  present  material  by  members  of  the  Broward 
County  Medical  Association  and  to  congratulate  Dr.  David  J.  Lehman  Jr.  of  Holly- 
wood who  has  served  as  guest  editor.  He  has  reviewed  each  of  the  scientific  articles 
and  has  graciously  and  competently  rendered  the  service  necessary  in  gathering  mate- 
rial for  a special  issue. 

We  offer  this  issue  as  an  additional  challenge  to  the  members  of  other  county 
medical  societies  to  share  their  scientific  interests  and  editorial  ability  with  the  entire 
membership  of  the  Florida  iMedical  Association. 

T.M. 
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Chronic  Idiopathic  Myocarditis 


Stanley  S.  Goodman,  M.D. 

FORT  LAUDERDALE 

Chronic  idiopathic  myocarditis  is  a disease,  or 
perhaps  a group  of  diseases,  that  has  gone  under 
a variety  of  names.  These  include  chronic  myo- 
carditis,3  idiopathic  cardiac  hypertrophy,'—® 
pernicious  myocarditis.”  and  isolated  myocar- 
ditis.i This  disease  is  characterized  by  severe 
progressive  congestive  heart  failure,  markedly  en- 
larged heart  and  diffuse  myocardial  hypertrophy 
with  no  apparent  etiology  and  is  usually  fatal. 
It  is  one  of  a growing  group  of  noncoronary 
myocardial  abnormalities.-  This  paper  reports  my 
experience  with  this  disease. 

In  the  six  cases  presented  the  patients  were 
seen  at  the  Veterans’  Administration  Hospital, 
Coral  Gables,  during  the  years  1960  and  1961. 
-\11  of  these  patients  had  the  features  of  severe 
congestive  heart  failure,  enlarged  heart  and  myo- 
cardial hyperthrophy,  without  evidence  of  coro- 
nary artery  disease,  hypertension  or  avitaminosis. 
In  all  of  the  cases  an  autopsy  was  performed. 

Clinical  Findings 

Table  1 presents  some  of  the  more  important 
findings  in  these  cases.  Certain  features  are  wor- 
thy of  note.  The  duration  of  illness  from  the 
first  symptom  to  death  ranges  from  two  months 
to  eight  years.  There  has  been  little  reference  in 
the  literature  to  the  long  duration  of  illness  in 
some  cases. 

Fever  preceded  or  accompanied  the  onset  of 
illness  in  two  cases.  In  two  others  fever  during  the 
illness  may  or  may  not  have  been  related.  Chest 
pain,  usually  anginal  in  character,  occurred  in 
three  cases.  Because  of  this  pain  and  ST-T 
changes  in  the  electrocardiogram,  in  these  three 
and  one  additional  case  a diagnosis  of  myocardial 
infarction  was  made. 

Physical  findings  included  the  usual  signs  of 
severe  congestive  heart  failure.  Heart  sounds  were 
noted  to  be  “distant”  in  three  cases  and  a diastolic 
gallop  was  present  in  two  cases,  at  least  at  some 
time  during  the  illness.  systolic  apical  murmur 
was  present  in  one  case  and  a diastolic  murmur 
in  one.  Cardiac  arrhythmias  have  been  frequent- 
ly described  in  this  syndrome. * jn  five 

cases  significant  arrhythmias  occurred  at  least  at 
some  time  during  the  illne.ss  (table  2).  Blood 
pressure  and  pulse  pressure  w'ere  normal  in  all  six 


cases.  Pericarditis  as  evidenced  by  a friction  rub 
occurred  in  two  cases,  but  lasted  only  a few 
hours  in  both.  In  two  other  cases  a pericardial 
infiltrate  was  noted  at  postmortem  which  resem- 
bled that  seen  in  old  pericarditis. 

The  routine  laboratory  tests  were  generally 
normal.  There  was  no  consistent  alteration  in  the 
blood  count,  blood  sugar,  blood  urea  nitrogen, 
cholesterol,  or  LE  cell  preparations.  The  serum 
glutamic  oxaloacetic  transaminase  was  abnormal 
in  three  cases;  the  level  was  greater  than  1,000  in 
two  of  these.  These  elevations  were  transient  and 
did  not  appear  at  any  characteristic  time  during 
the  disease.  In  one  patient,  a serum  glutamic  oxa- 
loacetic transaminase  level  of  2,000  occurred  dur- 
ing an  episode  of  paroxysmal  rapid  atrial  fibrilla- 
tion and  acute  congestive  failure.  Two  others  were 
in  chronic  congestive  failure  at  the  time.  Three 
patients  had  marked  derangement  of  liver  func- 
tion with  a bilirubin  concentration  greater  than 
3 mg.  and  prothrombin  times  greater  than  20  sec- 
onds. Two  others  had  bilirubin  values  between 
1.5  and  3 mg.  Liver  derangements  in  this  range 
can  develop  in  patients  in  congestive  failure  due 
to  arteriosclerotic  rheumatic  heart  disease,  but 
they  are  by  no  means  common.*®  Moreover,  in 
arteriosclerotic  or  rheumatic  heart  disease  this  de- 
gree of  liver  derangement  occurs  only  after  severe 
and  long-standing  failure.  The  severity  of  hepatic 
dysfunction  seems  to  be  a feature  of  this  disease. 
Thromboembolic  phenomena  occurred  in  three  pa- 
tients. One  of  these  was  a paradoxical  embolus 
to  the  coronary  artery  via  a patent  foramen  ovale, 
resulting  in  myocardial  infarction  and  death.  The 
other  two  were  pulmonary  infarctions  recorded  at 
autopsy.  In  one  of  these  cases  a thrombus  was 
present  in  the  right  atrium.  Peripheral  emboli 
are  not  common  in  prolonged  failure  without  atrial 
fibrillation  or  myocardial  infarction,  but  are  com- 
mon in  this  syndrome. 

The  electrocardiographic  findings  were  non- 
specific (table  2).  The  electrical  axis  was  often 
aberrant.  .Arrhythmias  and  bundle  branch  blocks 
were  common.  The  P-R  interval  and  QT  ratio 
were  normal  in  all  cases.  Nonspecific  ST-T  wave 
changes  occurred  at  some  time  during  the  disease. 
The  QR-S  voltage  in  the  precordial  leads  was 
usually  normal,  but  the  voltage  recorded  in  the 
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Table  1.  — Clinical  Findings 


Patients 

1 

2 

3 

4 

5 

6 

.\ge  and  race 

47  \V 

34  VV 

29  \V 

46  \V 

40  \V 

66  N 

Duration  of  illness 

2 mos. 

3 mos. 

6 mos. 

3 yrs. 

4 yrs. 

8 yrs. 

Fever  before  onset 

+ 

? 

+ 

Chest  pain 

+ 

+ + 

+ + 

.\rrhythmias 

+ 

+ 

+ 

+ 

+ 

Gallop  rhythm 

+ 

+ 

Heart  murmurs 

S 

D 

Pericarditis 

+ 

? 

* 

* 

Clinical  diagnosis  tif 

myocardial  infarct 

P 

+ 

-b 

Liver  function 

abnormalities 

++ 

-H+ 

-b 

+ 

+ -b 

Prothrombin  time  (sec.) 

24 

20 

IS 

13 

20 

Serum  glutamic 

oxaloacetic  transaminase 

30 

2,000 

1,000 

160 

40 

Steroid  treatment 

-b 

+ 

Heart  weight  (Gm.) 

460 

580 

soo 

650 

640 

710 

Thromboembolism 

Coronary 

Pulmonary 

Pulmonary 

.Associated  illnesses 

Tuberculosis 

Diabetes 

Trauma 

Emphysema 

Diabetes 

Pt)sitive 

-Ataxia 

Influenza 

Trauma 

serological 

Influenza  test  for 

Syphilis 


* Microscopic  evidence  at  autopsy. 
H-Bilirubin  1.5  to  3.0  mg, 

4-  + Bilirubin  above  3.0  mg. 


standard  leads  was  often  low.  In  five  cases  there 
was  a maximum  reflection  in  the  standard  leads 
of  less  than  6 mm.  A prominent  P wave  was 
noted  in  one  case. 

The  chest  x-rays  were  characterized  by  diffuse- 
ly enlarged  hearts.  In  two  of  these  cases,  rapid 
growth  in  the  size  of  the  heart  was  noted  within 
a few  months  prior  to  death. 

In  addition  to  the  myocardial  disease,  the  fol- 
lowing conditions  occurred  in  these  patients:  One 
patient  each  had  pulmonary  tuberculosis,  pulmo- 
nary emphysema  and  a positive  serological  test  for 
syphilis  with  negative  spinal  fluid.  One  patient 
had  diabetes  and  spinal  ataxia,  which  did  not  have 
the  features  of  Friedreich’s  ataxia.  In  two  cases 
trauma  was  involved.  In  one  case  a minor  blow 
to  the  chest  was  followed  by  the  onset  of  angina 
and  the  beginning  of  a four  year  illness.  The 
patient  also  had  mild  diabetes.  In  the  other 
cases  a fracture  of  the  odontoid  process  was  pres- 
ent, but  no  history  of  chest  trauma  could  be 
elicited. 

Reference  is  made  to  Gall’s  case,  which  is 
similar  in  that  minor  chest  trauma  appears  to 
make  apparent  a myocarditis.  Pathological  study 
of  this  case,  in  which  the  patient  died  within  a 
short  time  of  the  onset  of  the  trauma,  showed  a 
diffuse  interstitial  fibrosis.  Moritz  also  comment- 
ed on  the  difficulties  of  establishing  the  relation- 
ship of  heart  disease  to  trauma. 


Discussion 

The  clinical  picture  in  the  cases  presented 
does  not  differ  markedly  from  that  presented  by 
others. It  is  dominated  by  the  occur- 
rence in  relatively  young  persons  of  severe  pro- 
gressive intractable  heart  failure,  marked  enlarge- 
ment of  the  heart,  multiple  arrhythmias,  bizarre 
electrocardiographic  changes  and  thromboembolic 
episodes. 

Certain  features  of  these  cases  have  not  been 
frequently  noted  in  the  literature.  Pericarditis 
occurred  in  four  cases.  In  two  of  these,  transient 
friction  rubs  were  noted  and  in  the  other  two 
microscopic  evidence  of  previous  pericarditis  was 
obtained  at  autopsy.  Chest  pain  resembling  an- 
gina may  be  severe.  Its  occurrence  in  the  pres- 
ence of  ST-T  wave  change  in  the  electrocardio- 
gram may  lead  to  a diagnosis  of  myocardial  in- 
farction. This  disease  can  occur  in  older  persons. 
The  oldest  patient  in  this  series  was  66  years  of 
age.  It  is  likely  that  when  older  persons  have 
this  disease  in  the  presence  of  arteriosclerotic 
changes  in  the  coronary  vessels,  the  diagnosis  of 
arteriosclerotic  heart  disease  is  made  both  clin- 
ically and  at  postmortem  in  preference  to  “idio- 
pathic myocarditis.” 

The  duration  of  the  illness  may  be  long  or 
short.  The  longest  duration  was  eight  years. 
Alarked  elevations  in  serum  glutamic  o.xaloacetic 
transaminase  (1,000)  and  severe  abnormalities  of 
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Fig.  1. — This  electrocardiogram  shows  the  arrhyth- 
mia, low'  voltage  and  unusual  electrical  axis  (-150) 
which  are  some  of  the  features  of  this  disease.  See 
table  2. 

liver  chemistry  occurred  more  frequently  than  one 
usually  sees  in  congestive  heart  failure  of  other 
etiologies.i** 

The  pathological  picture  of  the  heart  in  this 
series  is  dominated  by  muscular  hypertrophy  and 
diffuse  interstitial  fibrosis.  There  was  little  in  the 
way  of  cellular  infiltrate.  Some  cases  showed 
small  foci  of  lymphocytes.  Degenerative  changes 
of  a fatty  type  occurred  in  only  one  case  (case  3). 
It  would  appear  that  the  amount  of  cellular  in- 
filtrate may  vary  considerably.  There  is  some  in- 
dication that  in  these  cases  it  was  roughly  in- 
versely related  to  the  duration  of  the  illness. 


Fig.  2. — a.  Typical  x-ray  show,s  a diffusely  enlarged  heart,  b.  Note  also  the  rapid  enlargement  over  a period 
of  a few  days. 


The  findings  of  pericarditis  and  fever  suggest 
the  possibility  that  despite  the  absence  of  cellular 
infiltration  this  is  an  inflammatory  disease. 

Comment 

The  syndrome  of  chronic  idiopathic  myocar- 
ditis is  part  of  a large  group  of  primary  myocar- 
dial abnormalitis.  Table  3 represents  a classifica- 
tion of  these  noncoronary  conditions.  In  group  V 
has  been  placed  a group  of  idiopathic  myocardial 
diseases  some  of  which  have  certain  features  in 
common.  Fiedler’s  myocarditis  is  a clinical  de- 
scription of  an  acute  myocarditis  usually  terminat- 
ing in  a few  weeks.  It  is  not,  at  least  as  described 
by  Fiedler,  a single  etiological  entity. ^3  The  myo- 
cardial disease  of  pregnancy  consists  of  congestive 
heart  failure  and  an  enlarged  heart  occurring  in 
association  with  pregnancy.  It  appears  more  be- 
nign than  the  cases  here  described.  Those  cases 
that  have  terminated  fatally  have  presented  a 
miscroscopic  picture  of  muscular  hyptertrophy 
and  interstitial  fibrosis. 

Familial  myocarditis  is  a similar  clinical  and 
pathological  condition  which  occurs  in  families.  It 
may  be  so  benign  that  in  some  cases  the  patient 
leads  a normal  life.^^  ^s  Basophilic  myocarditis 
is  a type  of  myocardial  degeneration.  The  clinical 
picture  is  characterized  by  congestive  heart  fail- 
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Table  3.  — Noncoronary  Myocardial 
Abnormalities 

I.  Specific  Myocarditis 

1.  Rheumatic  3.  Sarcoid 

2.  Syphilitic  4.  Tuberculosis 

II.  Associated  with  Infectious  Disease 
(Direct  or  Toxic) 

1.  \'iral  — influenza,  Coxsackie  poliomyelitis 

2.  Bacterial  — scarlet  fever,  diphtheria,  typhoid 

fever 

3.  Fungal  — blastomycosis 

4.  Protozoan  — Chagas’  disease 

III.  Collagen 

1 . Hypersensitivity 

2.  Systemic  lupus,  periarteritis 
I\’.  Metabolic 

1.  Beriberi 

2.  Hyperthyroidism  and  hypothyroidism 

3.  .Amyloid 

4.  Glycogen  storage 

5.  .\ssociated  with  acromegaly 2 

6.  Alcohol 

7.  Friedreich’s  ataxia 

8.  Muscular  dystrophy 

9.  Hemochromatosis 

10.  Heart  failure  of  agedso 
Idiopathic 

1.  Granulomatous  myocarditis 

2.  Fiedler’s  myocarditis 

3.  Heart  failure  of  pregnancy 

4.  Familial  myocardial  disease 

5.  Myocarditis  in  infants 

6.  Basophilic  myocarditis 

7.  Subacute  Or  chronic  “pernicious  myocarditis,” 

“idiopathic  myocarditis,”  “idiopathic 
hypertrophy” 

\T.  Related  Conditions 
Endocardial  Disease 

1.  Endocardial  fibroelastosis  of  infancy 

2.  Cardiovascular  collagenosis  (Becker’s  disease) 

3.  Loffler’s  disease 

4.  Endomyocardial  fibrosis  of  Uganda 

5.  Associated  with  carcinoid 

ure  and  arrhythmias.-^  A diffuse  myocardial  dis- 
ease occurs  in  infants  and  children  which  has  a 
clinical  picture  similar  to  that  of  the  other  idio- 
pathic myocardial  abnormalities.  In  some  of  these 
cases  the  disease  is  undoubtedly  viral  in  etiology. 

The  heart  disease  that  occurs  in  association 
with  Friedreich’s  ata.xia  has  been  included  among 
the  metabolic  disorders.  It  may  be  asymptomatic 
or  lead  to  death.  Focal  necroses,  chronic  inter- 
stitial myocarditis  and  hypertrophy  of  the  mus- 
cle fibers  have  been  demonstrated  at  autopsy.® 
The  etiologx'  of  chronic  idiopathic  myocarditis 
is,  of  course,  obscure.  The  possibilities  of  \firal 
disease,  metabolic  disturbance,  hypoxia  and  other 
conditions  have  all  been  discussed  by  various 
authors-  “’ii^  without  definite  conclusion. 

The  antemortem  diagnosis  of  chronic  idio- 
pathic myocarditis  is  difficult.  The  major  differ- 
ential diagnoses  are  arteriosclerotic  heart  disease, 
subendocardial  fibroelastosis,  and  a specific  m\’o- 
carditis  such  as  Chagas’  myocarditis  or  rheu- 
matic myocarditis.  Even  the  most  careful  clinical 
evaluation  may  not  make  the  diagnosis  evident.* 


Once  the  suspicion  of  this  disease  is  raised,  how- 
ever, more  definitive  procedures  may  be  em- 
ployed. Coronary  angiography  may  be  helpful  in 
evaluating  the  possibility  of  arteriosclerotic  heart 
disease.  .Angiocardiography  may  be  helpful  in 
fibroelastosis  if  the  typical  “onion  skin”  appear- 
ance is  demonstrated.^®  Cardiac  muscle  biopsy 
would  probably  be  most  specific  in  defining  the 
status  of  the  myocardium. 

Therapy  in  these  cases  has  been  generally 
unrewarding.  Initially  it  is  possible  to  control  the 
congestive  failure  with  digitalis,  diuretics  and 
other  measures.  Steroids  were  used  without  suc- 
cess in  two  cases  of  the  present  series.  Burch^ 
suggested  prolonged  bed  rest  for  10  to  19  months 
which  appeared  to  be  of  benefit  in  a few  cases 
which  on  a clinical  basis  were  diagnosed  as  chron- 
ic idiopathic  myocarditis.  Because  of  the  fre- 
quency of  thromboembolic  episodes  anticoagulants 
may  be  indicated. 

Summary 

Six  cases  of  chronic  idiopathic  myocarditis 
(cardiac  hypertrophy)  are  described.  The  disor- 
der is  characterized  by  severe  congestive  heart 
failure,  arrhythmias,  markedly  enlarged  heart  and 
sometimes  pericarditis  and  thromboembolic  epi- 
sodes occurring  in  young  to  middle-aged  adults. 
It  carries  a poor  prognosis.  Pathologically  the 
hearts  are  big  and  flabb}"  and  show  enlarged  mus- 
cle fibers  and  diffuse  interstitial  fibrosis.  No  spe- 
cific etiology  has  been  determined  and  there  is  no 
specific  treatment  at  this  time. 

.\ddendum:  Since  this  report  was  written,  an  addi- 
tional case  that  presents  certain  interesting  features  has 
been  observed.  The  patient,  a 54  year  old  white  man, 
was  examined  and  had  a chest  x-ray  one  month  prior 
to  his  illness,  at  which  time  he  was  in  good  health.  The 
heart  was  not  enlarged  and  no  murmurs  were  heard. 
Shortness  of  breath  developed,  a diastolic  murmur  of 
aortic  regurgitation  was  heard,  and  the  blood  pressure 
was  190, 40  mm.  Hg.  Thereafter,  frequent  pulmonary 
emboli,  progressive  cardiac  enlargement  and  all  the 
peripheral  physical  findings  of  aortic  regurgitation  de- 
veloped. He  died  five  months  after  onset  with  a mes- 
enteric embolus.  The  electrocardiograms  showed  left  ven- 
tricular hypertrophy,  .^t  autopsy,  the  heart  weighed  700 
Gm.,  and  the  aortic  ring  was  dilated,  but  all  valves  were 
structurally  normal. 

There  are  two  interesting  features  in  this  case.  One  is 
the  hemodynamically  significant  ahrtic  regurgitation  which 
was  due  to  dilatation  of  the  arotic  ring.  The  electrocardio- 
grams showed  almost  pure  diastolic  overload  of  the  left 
ventricle  without  any  of  the  changes  such  as  xXiltage 
that  one  might  see  with  the  myocarditis. 


Appreciation  is  expressed  to  Dr.  Henry  R.  Cooper  for  his 
help  in  the  preparation  of  this  paper. 

References  will  be  supplied  by  the  author  upon  request. 
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Certain  Therapeutic  Problems 

in  a Patient  With  Habitual  Abortion 


Melvin  M.  Sylvan,  M.D. 

FORT  LAUDERDALE 

History 

The  patient  was  a tall,  blonde,  blue-eyed,  at- 
tractive, childless,  38  year  old  married  woman  of 
Scotch-Irish  extraction,  whose  chief  complaint 
was  depression  and  severe  immobilization.  Several 
months  before  coming  for  psychiatric  treatment, 
she  had  visited  a physician  because  of  her  inability 
to  do  things,  which  had  been  brought  into  sharp 
focus  when  her  husband  had  completed  arrange- 
ments to  move  to  a new  city  for  a much  better 
position.  She  was  completely  in  agreement  that 
the  proposed  move  was  distinctly  in  their  best 
interests,  but  simply  could  not  bring  herself  to 
make  the  necessary  arrangements.  In  addition, 
she  felt  uncomfortably  self-critical,,  noticed  that 
she  was  making  too  many  sarcastic  remarks,  and 
began  to  isolate  herself  from  friends.  She  was 
also  considering  adopting  a child,  since  the  endo- 
crinologist who  had  treated  her  through  her  last 
three  spontaneous  abortions  had  finally  commit- 
ted himself  that,  on  a somatic  basis,  she  could 
never  bear  a child.  Between  the  first  and  second 
visits  to  the  psychiatrist,  the  patient  and  her  hus- 
band were  rejected  by  an  adoption  agency  in  an 
allegedly  brusque  manner.  The  existing  symptoms 
were  immediately  exaggerated  and,  in  addition, 
anorexia,  profuse  crying,  and  stomach  complaints 
appeared.  The  referring  physician  was  somewhat 
suspicious  of  a possible  underlying  schizophrenic 
factor. 

She  was  seen  twice  weekly  for  the  first  six 
months,  and  then  irregularly  for  the  next  three 
months.  At  the  first  interview  she  was  gracious, 
friendly,  and  exceedingly  cooperative.  There  was 
a controlled  tearfulness  as  she  related  her  prob- 
lems and  history: 

She  was  an  only  child  and  a disappointment 
to  her  mother,  who  had  hoped  for  years  to  use 
the  name  Darwin  for  a son.  As  a baby  she  ate 
poorly,  was  colicky,  and  had  frequent  illnesses, 
including  nonparalytic  polio.  When  she  was  three 
and  one-half  years  old,  she  was  operated  on  for 
intestinal  obstruction,  which  she  was  told  had  been 
caused  by  eating  too  much  candy.  She  recalled 
playing  with  her  genitals  during  convalescence, 
and  fearing  that  she  would  be  caught.  When  she 
was  five,  her  parents  were  divorced  and  her  moth- 
er quickly  married  a much  older  man,  whose  poor 


attributes  were  exceeded  only  by  those  of  her 
father’s  second  choice.  There  was  some  shuttling 
back  and  forth  before  she  finally  stayed  with  her 
mother,  “a  small,  narrow,  incompetent  woman 
who  hit  below  the  belt.”  Frequent  moves  intro- 
duced her  to  the  school  systems  of  six  different 
states.  At  five  she  suffered  from  claustrophobia 
and  school  phobia,  but  subsequently  she  liked 
school  and  was  a good  student.  It  was  always  dif- 
ficult for  her  to  be  one  of  the  group.  Enuresis 
stopped  when  she  was  12  and  migraine  began  at 
the  same  time.  Orgastic  self  stimulation  started 
at  13,  accompanied  by  great  guilt,  and  was  sub- 
sequently infrequent.  On  dates  she  repelled  all 
advances,  and  was  a virgin  when  married  at  21. 

She  was  graduated  from  high  school  at  17  and 
was  so  shy  that  when  answering  an  ad  for  a job 
she  would  walk  around  the  block  several  times 
and  then  go  home  without  approaching  the  pro- 
spective employer.  She  joined  a local  theater 
group  and  was  encouraged  to  attend  the  American 
Academy  in  New  York.  Anxiety  concerning  her 
roles  and  increasing  severity  of  migraine  attacks 
finally  discouraged  this  career.  An  influential 
friend  secured  her  admission  to  a fashionable 
Eastern  school,  but  she  was  unable  to  afford  the 
fees.  A brief  period  of  work  in  a large  department 
store  terminated  when  she  was  discharged  for  tell- 
ing off  the  supervisor  after  she  was  severely  repri- 
manded for  being  late.  Her  first  love  affair  ended 
painfully  at  about  that  same  time,  when  her  suitor 
suddenly  married  an  heiress.  She  returned  to  the 
Midwest  where  she  tried  first  her  mother’s  and 
then  her  father’s  households  and  found  them  both 
impossible.  She  then  moved  in  with  a maternal 
aunt  (who  had  at  one  time  been  hospitalized  for 
a catatonic  episode)  and  was  more  comfortable 
there  than  with  either  parent.  Beginning  work  in 
a local  department  store,  she  quit  after  two 
months  following  an  argument  with  the  manager 
about  insufficient  heat. 

.\t  21  she  married  her  present  husband.  The 
first  night  of  their  honeymoon  he  fell  asleep  with- 
out touching  her.  For  the  next  four  or  five  months 
their  sexual  relations  were  poor  because  of  her 
husband’s  inability  to  stay  awake.  There  was 
some  question  of  his  having  acquired  a tropical 
illness,  and  matters  gradually  improved.  Today 
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the  patient  feels  that  she  is  orgastic  and  there  are 
no  sexual  complaints  from  either  partner. 

Immediately  after  the  marriage,  the  couple 
moved  to  a Caribbean  island  where  the  husband 
worked.  Here  the  patient’s  “illnesses”  began.  The 
first  six  episodes  were  between  1937  and  1941, 
and  were  identical  in  symptomatology.  A low 
grade  fever  of  short  duration  was  followed  by  gen- 
eralized aching  converging  toward  the  lumbar 
area.  This  was  followed  by  extreme  weakness, 
accompanied  by  marked  hypersensitivity  to  smell, 
taste  and  hearing.  She  experienced  abdominal 
pain,  and  “a  feeling  of  bubbles  of  cold  air 
rising  in  my  esophagus,  and  popping  sounds  in 
my  abdomen.”  The  patient  seemed  to  feel  noise 
through  the  sensitive  portion  of  her  back.  She 
was  unable  to  read  or  concentrate  and  there  was 
complete  physical  and  mental  exhaustion  to  the 
point  where  she  could  not  lift  a newspaper. 
Throughout  these  attacks,  which  all  lasted  six  to 
eight  weeks,  she  was  terribly  afraid  she  would 
die.  (When  asked  at  this  point  whether  any 
physicians  along  the  way  had  ever  commented  on 
the  unusual  nature  of  these  symptoms,  she  an- 
swered, “I  don’t  think  they  ever  listened.”) 

The  first  attack  ended  in  jaundice  and  hospi- 
talization. The  fourth  attack  was  accompanied  by 
severe  cramps  and  ended  in  the  passage  of  a firm, 
cylindrical  mass  which  she  thought  at  the  time  was 
“a  worm  coming  out  of  the  rectum,”  but  which 
she  now  thinks  must  have  been  a miscarriage. 
During  the  fifth  attack  she  was  aware  of  a de- 
layed period,  and  this  and  the  next  attack  were 
diagnosed  as  spontaneous  abortions.  From  1941 
to  1946,  while  her  husband  was  in  the  service, 
there  were  no  further  episodes,  but  the  migraine 
headaches  became  much  worse.  Several  basal 
metabolism  tests  showed  a reading  around  minus 
30,  and  the  patient  began  to  take  thyroid  extract. 

In  1946  the  patient’s  husband  returned  from 
service  and  they  moved  to  New  York.  In  the  fol- 
lowing three  years  there  were  three  more  spon- 
taneous abortions,  with  similar  but  milder  symp- 
tomatolog}'.  In  1949  the  patient  again  became 
pregnant  and  went  to  an  endocrinologist.  He 
gave  her  an  Aschheim-Zondek  test,  which  was 
positive,  and  administered  stilbestrol  and  tocoph- 
erol. At  the  third  month  spontaneous  abortion 
was  followed  by  curettage.  In  January  1950 
and  again  in  December  1950  two  more  identical 
episodes  occurred,  each  ending  at  the  third  month 
with  spontaneous  abortion  and  curettage.  Subse- 
quently she  felt  relatively  well,  worked  at  a nurs- 


ery school,  and  did  not  become  pregnant  again  al- 
though she  took  no  precautions. 

Some  months  before  seeking  treatment,  the 
couple  moved  to  the  suburbs  where  they  had  pur- 
chased an  old  home.  She  developed  a great  love 
for  this  place,  coupled  with  a remarkable  inability 
to  carry  out  her  many  ideas  on  renovating  it.  She 
planned,  made  notes,  collected  clippings,  and  so 
forth,  but  remained  unable  to  do  anything  about 
it.  This  problem  became  crucial  when  it  was 
necessary  to  liquidate  the  house  in  order  to  ac- 
company her  husband  to  his  new  position.  After 
the  rejection  by  the  adoption  agency,  she  moved 
into  the  acute  depression  and  experienced  the 
symptoms  described. 

Therapy 

Since  the  husband  had  to  leave  in  three 
months,  the  initial  goal  of  therapy  was  to  treat  the 
depression  and  achieve  sufficient  symptomatic  im- 
provement to  enable  the  patient  to  accompany 
him  to  the  new  city  w'here  further  therapy  might 
be  arranged  if  necessary.  She  had  apparently 
suffered  considerable  hard  luck,  with  deprivation 
of  warmth,  affection  and  acceptance.  The  core  of 
her  problem  appeared  to  be  an  almost  unshakable 
conviction  of  worthlessness,  with  a strong  uncon- 
scious suspicion  that  somehow  all  her  misfortune 
was  a logical  outcome  of  her  presumed  stupidity 
and  disobedience.  At  the  same  time  there  was  an 
enormous  accumulation  of  resentment  toward  the 
frustrating  agents,  to  which  the  migraine,  sarcastic 
remarks  to  friends,  self-enforced  isolation,  and 
ever  present  nervous  laugh  bore  witness.  Because 
of  the  basic  feeling  of  helplessness,  an  overevalua- 
tion of  the  strength  of  these  frustrating  agents 
resulted  in  an  overreactive  fear  of  retaliation  for 
vengeful  thoughts,  and  a concomitant  shrinking 
overdependence.  Acts  of  conscious  nonresentful 
self  assertion  became  equated  with  and  mistaken 
for  fantasied  acts  of  unconscious  resentful  self 
assertion,  leading  to  a “play  it  safe”  immobiliza- 
tion. This  constellation  of  fear,  guilty  fear,  and 
repressed  rage  in  this  particular  individual  result- 
ed in  the  clinical  syndrome  of  depression  and  im- 
mobilization which  unconsciously  represented  both 
her  desperate,  expiator}’  cry  for  help  and  the  im- 
pounding of  any  activity  which  might  in  any  way 
be  interpreted  as  jeopardizing  that  help. 

The  plan  of  therap}',  based  on  this  formula- 
tion, was  to  answer  the  cry  for  help  as  loudly  and 
promptly  as  possible,  and  then,  in  the  atmosphere 
of  revived  hope,  to  attempt  to  correct  the  concep- 
tion of  helplessness  and  to  allow  the  expression 
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of  resentment  in  an  atmosphere  of  complete  ap- 
proval. It  was  hoped  that  the  patient  could  be 
taught  that  expression  of  rage  was  not  as  danger- 
ous as  she  had  come  to  believe,  and  that  non- 
resentful  self  assertion  was  different  from  resent- 
ful self  assertion. 

The  cry  for  help  was  answered  loudly.  The 
therapist  was  very  active.  Every  effort  was  made 
to  reinforce  the  patient’s  belief  in  her  physician’s 
superior  powers,  and  to  convince  her  of  his  sin- 
cere desire  to  help.  Medications  were  given  free- 
ly,  psychophysiological  explanations  were  made 
with  authority;  the  therapist  was  frequently  early 
for  appointments  and  never  late,  his  home  tele- 
phone number  was  given  to  the  patient,  and  she 
was  encouraged  to  call  him  at  any  time.  On  a sud- 
denly rainy  and  windy  day  she  was  called  by  the 
therapist  and  advised  not  to  drive  to  the  city  for 
her  hour.  Silences  during  visits  were  quickly 
broken  by  the  therapist  as  he  consciously  attempt- 
ed to  keep  his  general  attitude  at  a high  pitch  of 
enthusiasm  and  interest.  Any  available  realistic 
basis  was  utilized  to  bolster  the  patient’s  confi- 
dence. An  unexpected  bonus  in  this  campaign 
materialized  in  the  early  weeks  of  treatment  when 
a carpenter,  who  was  making  some  repairs  in  her 
home,  suddenly  threw  his  arms  around  her,  and 
then  apologized  profusely,  blaming  his  action  on 
her  irresistibility. 

After  about  two  weeks,  the  depression  began 
to  lift.  The  patient’s  despair  seemed  to  be  giv- 
ing way  to  trust  and  confidence.  She  felt  more 
free  to  criticize  her  mother  and  husband,  and  also 
began  to  express  her  violent  dislike  of  a neigh- 
bor, a woman  who,  she  felt  certain,  was  out  to 
harm  her  socially.  There  was  a definite  paranoid 
flavor  in  this  last  incident  which  later  subsided. 

A month  after  therapy  began,  she  announced 
that  her  menses  were  delayed  and  the  symptoms 
of  her  former  pregnancies  had  already  begun; 
nausea,  hypersensitivity  to  sound  and  odors,  ab- 
dominal pain,  weakness,  and  easy  fatigability. 
Her  depression  returned.  I3examyl  was  pre- 
scribed, along  with  injections  of  pyridoxine  hydro- 
chloride (vitamin  Bo)  for  the  nausea.  Following 
this  treatment  the  symptoms  vanished  and  the 
patient  was  encouraged  to  see  her  endocrinologist. 
She  did  so,  and  there  immediately  developed  a 
situation  which,  in  retrospect,  is  believed  to 
have  been  a crucial  one  psychodynamically.  The 
endocrinologist  forbade  her  to  take  the  De.xamyl 
and  vitamin  B(j,  allowing  only  the  progesterone 
which  he  had  recommended.  Two  days  later  she 


called  the  therapist,  telling  him  what  had  hap- 
pened and  saying  that  she  felt  bad  again,  and 
asking  him  what  to  do.  She  was  advised  to  take 
the  Dexamyl  and  call  back  if  not  relieved.  At  the 
next  session  she  told  of  being  relieved  by  the  drug 
in  about  half  an  hour.  The  remainder  of  the  ses- 
sion was  spent  mocking  the  endocrinologist’s  au- 
thoritative attitude  and  his  emphasis  upon  pro- 
gesterone as  the  sole  panacea  this  time,  whereas 
in  the  last  miscarriage  he  had  championed  stil- 
bestrol  just  as  vigorously. 

When  the  therapist  offered  to  get  in  touch  with 
the  endocrinologist  for  the  purpose  of  ascertain- 
ing his  reason  for  forbidding  the  medication,  the 
patient  said  she  would  rather  ask  him  herself.  She 
did,  and  in  the  next  session  reported  that  he  had 
back-tracked  and  told  her  she  could  use  Dexamyl 
if  she  felt  absoluteh"  miserable  and  that  she  could 
take  the  “Bio,”  too.  She  did  not  pick  him  up  on 
this  slip,  but  reported  it  to  the  therapist  as  evi- 
dence of  the  endocrinologist’s  lack  of  sincerity. 
She  nevertheless  continued  to  see  the  endocri- 
nologist and  to  take  progesterone.  Soon  she  devel- 
oped a dislike  and  distrust  of  her  obstetrician  and 
changed  to  another  one,  of  whom  she  was  very 
critical  for  the  remainder  of  her  pregnancy,  ob- 
serving at  one  time  that  “he  doesn’t  seem  to  like 
women  and  children.” 

In  the  months  that  followed,  she  would  almost 
joyfully  bring  to  the  therapist  any  incident  which 
might  show  up  the  endocrinologist  or  obstetrician 
as  not  really  being  100  per  cent  interested  in  her 
welfare.  One  talked  mostly  about  his  hobbies  and 
family;  the  other  talked  of  cesarean  section  when 
she  knew  her  pelvic  measurements  were  normal; 
and  again  the  other  would  hold  up  a vaginal  slide 
and  make  comments  such  as  “Well,  it  isn’t  the 
best  I’ve  seen,  but  it  isn’t  the  worst.”  She  was 
obviously  frightened  by  these  remarks  but  gave 
vent  to  her  feelings  by  criticizing  the  tactlessness 
of  the  speakers.  It  was  possible  to  show  the  pa- 
tient a temporal  relation  between  some  of  these 
remarks  and  mild  bouts  of  symptoms.  In  the 
fifth  month  she  asked  her  obstetrician  about 
intercourse  and  he  forbade  it.  She  then  asked  the 
therapist’s  opinion  and  was  told  that  it  was  per- 
fectly all  right  for  physically  normal  women,  and 
he  was  quite  convinced  that  she  was  that  kind  of 
woman.  She  had  intercourse  with  no  untoward 
results. 

One  wonders  whether  this  continuous  critical 
commentary  on  her  endocrinologist  and  obstetri- 
cian to  her  psychiatrist  was  duplicated  by  similar 
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commentary  on  her  psychiatrist  to  her  obstetrician 
and  endocrinologist.  In  any  event,  a unique  op- 
portunity was  offered  for  the  continuous  expres- 
sion of  resentment  in  an  atmosphere  of  complete 
approval.  In  addition  to  affording  a safety  valve 
for  tremendous  hostility,  the  patient  was  able  to 
kill  the  authority  of  the  authority  and  preserve 
the  protection  of  the  authority — a neat  trick  if 
one  can  do  it.  These  dynamics  were  not  pointed 
out  to  the  patient.  Their  fire  may  have  been 
fanned  somewhat  by  the  therapist. 

The  husband  was  seen  once  again  by  the 
original  referring  psychiatrist  and  came  away 
from  the  interview  with  a much  more  genuine  ap- 
preciation of  both  the  patient’s  and  his  own  prob- 
lems, planning  to  start  therapy  himself  at  a later 
date.  This  reaction  was  most  helpful  to  the  pa- 
tient. As  the  house  was  not  yet  sold,  the  husband 
left  for  the  new  job  alone,  his  wife  planning  to 
join  him  as  soon  as  the  sale  was  completed.  She 
began  to  do  more  and  more,  eventually  working 
with  great  enthusiasm  and  enjoyment,  painting, 
planning,  and  directing  the  workmen.  The  house 
was  finally  sold  at  a tidy  profit,  the  implication 
being  that  her  efficiency  and  talent  for  decorating 
were  largely  responsible.  Since  her  husband  had 
not  yet  found  adequate  quarters  in  the  new  loca- 
tion and  her  confinement  was  imminent,  the  pa- 
tient stayed  in  Florida  at  the  apartment  of  a 
friend.  There  was  one  more  mild  bout  of  symp- 
toms, following  directly  after  a remark  of  her  ob- 
stetrician, “Tm  certainly  surprised  at  the  normalcy 
of  everything  in  the  face  of  your  terrible  OB 
record.” 

In  the  eighth  month  of  her  pregnancy,  the 
therapist  was  no  longer  able  to  see  the  patient, 
but  she  was  encouraged  to  telephone  to  him,  and 
did  so  regularly,  at  least  once  a week.  At  term, 
in  an  easy  labor,  the  patient  delivered  a normal 
pound  boy.  She  was  seen  once  in  the  hospital 
where  she  was  a very  happy  woman. 

Summary 

This  patient,  after  three  documented  spontane- 
ous abortions  and  nine  additional  probable  ones, 
gave  birth  to  her  first  child  at  the  age  of  39. 
Exactly  concurrent  with  this  first  normal  preg- 
nancy was  her  first  psychotherapeutic  experience. 
The  possibility  that  there  is  more  than  a temporal 
relation  between  these  two  experiences  is  a good 
one. 

There  is  considerable  experimental  and  ana- 
tomic evidence  that  emotions  may  activate  the 
uterine  musculature  to  contract  and  thus  cause 


placental  separation.  Radiologic  study  has  demon- 
strated irritable  uteri  in  habitual  aborters.  Domes- 
ticated animals  abort  more  frequently  in  unfavor- 
able or  wild  environments.  Reports  from  a num- 
ber of  psychiatric  workers  indicate  favorable  re- 
sults following  psychotherapy.  There  is  also  a 
large  body  of  informal  data  on  the  role  of  emotion 
in  abortions  seen  in  patients  exposed  to  shock, 
fright,  or  dangerous  episodes.  Although  hormonal 
therapies  have  been  given  extensive  trial  and  the 
rationale  behind  the  use  of  progesterone  seems 
logical,  clinical  studies  based  on  the  use  of  these 
agents  have  at  least  as  many  opponents  as  sup- 
porters. There  is  no  reason  why  the  inner  circu- 
lar muscle  layer  of  the  uterus,  which  acts  as  a 
sphincter,  cannot  be  stimulated  to  contraction  by 
fear  through  the  autonomic  nervous  system,  exact- 
ly as  occurs  in  the  bladder  and  the  intestine. 
Chronic  spasm  of  this  muscle  layer,  as  well  as  of 
the  blood  vessels  themselves,  can  interrupt  the 
blood  supply  running  through  the  myometrium 
to  the  endometrium,  resulting  in  ischemia,  bleed- 
ing and  placental  separation.  The  decrease  in 
progesterone  elaborated  by  the  placenta  may  very 
well  be  the  result  of  this,  rather  than  the  cause, 
as  pointed  out  by  Kroger  and  Freed. ^ 

For  whatever  reason  the  uterus  becomes  the 
target  of  the  emotional  bombardment;  each  re- 
peated failure  in  an  habitual  aborter  increases  the 
fear  and  results  in  a cumulatively  better  chance 
of  difficulty.  In  this  patient,  all  of  her  fears  be- 
came focused  on  pregnancy,  and  bearing  a child 
came  to  mean  much  more  than  just  bearing  a 
child.  The  repeated  miscarriages,  the  final  opinion 
of  irreversible  somatic  defect  given  by  the  endo- 
crinologist, the  official  rejection  by  the  adoption 
agency,  and  the  painful,  teasing  effect  of  nursery 
work  with  children  all  contributed  some  under- 
standing to  this  psychological  focusing. 

Although  one  can  guess  what  the  reasons  for 
repudiation  of  the  maternal  role  may  have  been, 
one  does  not  have  to  guess  about  the  associated 
feelings;  they  were  fear  and  rage.  It  is  thought 
that  this  knowledge  alone,  if  properly  implement- 
ed, can  be  a reliable  tool  in  the  hands  of  most 
physicians. 
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Management  of  the  Thyrocardiac  Patient 
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Burwell  and  Eppinger^  defined  a thyrocardiac 
patient  as  one  in  whom  angina,  congestive  heart 
failure,  or  arrhythmias,  usually  auricular  fibrilla- 
tion, occur  in  association  with  hyperthyroidism. 
Whether  or  not  the  increase  in  thyroid  function  is 
the  sole  cause  of  these  symptoms  is  academic. 
Thyrocardiac  disease  should  be  suspected  in  the 
presence  of  paroxysmal  auricular  fibrillation,  un- 
explained tachycardia  persisting  during  sleep  or 
when  a patient  is  under  sedation,  in  cardiac  dis- 
ease of  unknown  origin,  in  intractable  angina  and 
in  congestive  heart  failure  not  responding  well  to 
conventional  therapy.-*  In  the  older  age  groups 
the  clinical  manifestations  of  hyperthyroidism 
may  no  longer  be  present  or  obvious,  particularly 
if  the  disease  has  existed  and  has  been  slowly 
progressive  or  is  smoldering  over  a long  period  of 
time;  then  only  the  cardiac  symptoms  may  be 
present.-  Advancing  age  in  underlying  heart  dis- 
ease will  accelerate  and  aggravate  cardiac  symp- 
toms in  the  hyperthyroid  patient,  and  neglect  in 
the  treatment  of  hyperthyroidism  can  result  in  ir- 
reversible cardiac  damage.*'*  The  disease  is  often 
difficult  to  diagnose,  and  yet  thyrocardiac  patients 
are  salvagable.  Frequently  the  values  in  the 
radioactive  iodine  uptake  study  and  protein-bound 
iodine  study  are  in  the  upper  limits  of  normal  or 
just  above  them.  A high  degree  of  suspicion  is 
necessary  to  make  the  diagnosis  of  thyrotoxicosis 
with  associated  cardiac  manifestations.- 

Hyperthyroidism  can  produce  heart  disease 
more  often  and  to  a greater  degree  in  hearts  al- 
ready damaged  by  other  processes. In  Burwell’s 
series*  25  per  cent  of  the  thyrocardiac  patients 
failed  to  have  any  other  organic  heart  disease. 
Summers  and  Surtees'*  reported  that  in  their  group 
of  cases  50  per  cent  of  the  patients  having  thyro- 
toxicosis associated  with  heart  disease  had  either 
rheumatic  heart  disease,  arteriosclerotic  heart  dis- 
ease or  hypertensive  heart  disease,  and  in  the  re- 
maining 50  per  cent  they  could  find  no  other  cause 
than  the  thyroid  as  an  etiologic  agent.  They  re- 
ported that  in  these  patients  cardiac  disease  usual- 
ly occurred  in  association  with  a nodular  goiter, 
at  an  average  age  of  over  50.  Engstrom  and  his 
group*  thought  that  if  auricular  fibrillation  is 
present  with  a nodular  goiter,  the  odds  are  two 
to  one  that  the  goiter  is  toxic. 

Presented  at  the  Southeastern  Regional  Meeting  of  the 
American  College  of  Physicians.  \e\>  Orleans,  Sept.  20-21. 
1963. 


Griswold  and  Keating-'*  reported  an  incidence 
of  14  per  cent  of  thyrocardiac  patients  in  their 
group  of  patients  with  thyrotoxicosis.  Seventy- 
five  per  cent  had  auricular  fibrillation;  in  40  per 
cent  of  this  number  nodular  goiter  was  present, 
and  in  60  per  cent  the  auricular  fibrillation  was 
associated  with  toxic  diffuse  thyroid  disease.  Of 
all  the  thyrocardiac  patients  with  toxic  nodular 
goiter,  about  70  per  cent  had  auricular  fibrillation. 
Eller  and  Silver**  reported  that  14  per  cent  of 
their  patients  had  auricular  fibrillation  and  2 per 
cent  paro.xysmal  tachycardia,  and  in  their  series 
auricular  fibrillation  was  more  common  in  patients 
with  toxic  nodular  goiter  than  in  those  with  toxic 
diffuse  thyroid  disease. 

In  my  series,  consisting  of  100  cases  of  thyro- 
toxicosis in  which  the  patients  were  treated  with 
radioactive  iodine,  35  per  cent  were  thyrocardiac 
patients.  Of  this  group  with  thyrocardiac  disease, 
43  per  cent  had  congestive  heart  failure,  45  per 
cent  had  auricular  fibrillation,  23  per  cent  had 
angina,  one  had  Adams-Stokes  syndrome,  several 
had  hypertension  and  several  had  paroxysmal 
tachycardia.  Associated  cardiac  diseases  in  this 
series  consisted  of  arteriosclerotic  heart  disease, 
rheumatic  heart  disease,  and  hypertensive  heart 
disease. 

Rasmussen**  in  1941  suggested  that  there 
was  a specific  cardiotoxic  effect  of  the  thyroid 
hormone.  More  recently*--***  a thyrotropic  agent 
has  been  identified  in  the  .serum  (a  long-acting 
thyroid  stimulator).  A thyrotropin-releasing  sub- 
stance has  been  found  in  the  hypothalamus.  The 
secretion  of  this  substance  is  inhibited  by  thyroid 
hormone.  In  addition,  an  adrenohypophyseal  thy- 
rotropin has  been  found  as  has  an  exophthalmos- 
producing  substance.  The  physiological  actions 
of  the  adrenomedullary  hormones  may  be  related 
to  certain  aspects  of  thyroid  function.  Metabolic 
and  pressure  effects  of  epinephrine  are  potentiated 
or  depressed  by  thyroxin  (directly  proportional) 
and  the  myocardium  is  thereby  sensitized.  Thy- 
rocardiac findings  of  tachycardia,  auricular  fibril- 
lation, and  anoxic  electrocardiographic  changes 
may  represent  thyroid-potentiating  effects  of 
epinephrine.  In  turn,  the  adrenal  medulla  poten- 
tiates thyroid  function.  The  cardiac  output  is 
geared  to  the  metabolic  demand  which  may  exceed 
the  ability  of  the  aged  or  damaged  myocardium 
or  arteriosclerotic  coronary  tree.  Diminished 
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cardiac  reserve  may  handle  lowered  requirements 
of  the  decreased  or  euthyroid  metabolic  states  and 
constitutes  the  basis  for  converting  the  hyperthy- 
roid to  the  euthyroid  or  hypothyroid  state. 

Clinical  Manifestations 

On  examining  a patient  with  pronounced  thy- 
rotoxicosis, evidence  of  involvement  of  the  cardio- 
vascular system  is  usually  obvious.  In  the  neck 
there  are  active  pulsations  in  the  carotid  artery. 
The  pulse  is  rapid,  full  and  bounding.  The  apex 
impulse  is  rapid  and  forceful  and  the  heart  may 
be  enlarged  to  percussion.  The  heart  sounds  are 
overactive,  the  first  sound  being  loud  and  abrupt. 
There  may  be  an  apical  systolic  murmur,  and  at 
the  base  not  infrequently  a systolic  murmur  is 
heard  over  the  second  and  third  left  interspaces 
which  may  have  a suggestive  rubbing  quality. 
This  is  increased  in  intensity  by  pressure  with  the 
bell  of  the  stethoscope.  This  murmur  may  be  re- 
lated to  dilatation  of  the  pulmonary  conus  which 
frequently  is  seen  in  fluoroscopic  and  x-ray  ex- 
aminations of  these  patients.  An  increase  in  pulse 
pressure  is  noted,  accounting  for  the  bounding 
pulse  and  visible  increase  in  the  systolic  excursion 
of  the  carotid  arteries  while  maintaining  a normal 
mean  pressure.  Occasionally  pulsations  of  the 
liver  and  spleen  have  been  observed. 

These  are  the  signs  of  an  overactive  heart. 

The  presence  of  small  areas  of  ischemia  in  the 
muscle  of  the  auricle  secondary  to  coronary  vas- 
cular disease  can  induce  fibrillation  in  a heart  that 
is  overactive  as  the  result  of  thyrotoxicosis.  The 
cutaneous  vasodilatation  decreases  the  peripheral 
resistance  in  the  vascular  system.  The  heart  then 
responds  with  a sufficient  increase  in  rate  to  main- 
tain a normal  blood  pressure  within  the  aorta. 
This  entails  an  increased  volume  of  cardiac  output 
per  minute,  increased  rate  of  work  by  the  heart 
and  ultimate  embarrassment  of  the  myocardium. 
In  thyrotoxicosis  the  blood  volume  is  increased, 
the  cardiac  output  decreased,  the  blood  flow  ac- 
celerated, and  the  skin  capillaries  dilated.  The 
thyroid  hormone’s  action  on  cellular  metabolism 
may  be  such  that  it  uncouples  oxidative  phos- 
phorylation, leading  to  inefficient  oxygen  consump- 
tion and  impaired  use  of  energy  sources  important 
for  contractile  processes.  It  is  postulated  that 
some  such  metabolic  defect  in  the  myocardium 
may  contribute  significantly  to  the  development  of 
heart  failure  when  it  occurs  in  thyrotoxicosis. 

A clinical  study  of  thyroid  storm  enhances  the 
knowledge  of  the  basic  nature  of  thyrocardiac  dis- 
ease for  this  storm  state  represents  the  augmented 


life- endangering  symptoms  of  thyrotoxicosis 
among  which  cardiovascular  signs  are  prominent. 
In  Wallstein’s  studyi®  the  incidence  of  thyroid 
storm  in  patients  hospitalized  for  hyperthyroidism 
was  7 per  cent.  Paroxysmal  tachycardia,  increased 
pulse  pressure,  congestive  heart  failure  and  ar- 
rhythmias were  common.  Diastolic  hypertension 
occurred  in  15  per  cent  of  the  patients  and  in  one 
patient  it  w'as  present  only  during  storm.  Car- 
diomegaly  and  nonspecific  apical  systolic  murmurs 
were  frequent.  In  those  cases  that  were  fatal,  by 
the  time  therapy  for  storm  was  begun  congestive 
heart  failure,  digitalis  intoxication,  and  jaundice 
were  significant  complications.  Post  storm  patients 
seemed  to  retain  the  propensity  for  this  complica- 
tion until  hyperthyroidism  had  been  controlled 
for  a considerable  period.  Surgery  in  these  pa- 
tients induced  another  storm  episode,  whereas 
radioactive  iodine  therapy  was  tolerated  well  and 
did  not,  as  a rule,  precipitate  storm.  Thyroid 
storm  may  be  referred  to  as  decompensated  thyro- 
toxicosis implying  exhaustion  of  the  tolerance  of 
the  body  to  excess  hormone. i*’ 

As  mentioned  previously,  the  usual  diagnostic 
tests  (basal  metabolic  rate,  protein-bound  iodine, 
and  uptake  studies)  may  be  misleading^"  for  a 
hyperfunctioning  adenoma  may  suppress  the  func- 
tion of  the  remainder  of  the  thyroid  so  that  these 
tests  may  be  normal  or  in  the  upper  limits  of 
normal.  With  a high  degree  of  suspicion**  and  the 
use  of  the  thyroid  scan**^  a “hot”  adenoma  (one 
having  a high  avidity  for  iodine)  may  be  demon- 
strated. Extirpation  of  such  a “hot”  nodule  either 
surgically  or  with  the  use  of  radioactive  iodine  will 
be  rewarding.  Early  recognition  and  successful 
therapy  of  thyrotoxicosis  should  theoretically  pre- 
vent the  cardiac  complications  from  emerging. 2^ 

Therapy 

Iodides  are  used  only  if  the  patient  refuses 
radioactive  iodine  therapy  or  if  a contraindication 
for  such  therapy  exists,  such  as  adolescence  or 
pregnancy.  They  are  used  then  only  10  days  to 
two  weeks  preoperatively  to  prepare  the  patient 
for  operation.  The  other  indication  for  the  use  of 
iodides  is  in  the  emergency  thyroid  storm  state 
(crises).  Here  their  action  is  solely  confined  to 
blocking  the  release  of  thyroxin  into  the  blood 
stream.  The  specific  therapy  in  this  state  consists 
of  steroids  and  reserpine  or  guanethidine  (Is- 
melin).^*'  If  iodides  are  used  promiscuously,  they 
tend  to  negate  the  effect  of  subsequent  radioac- 
tive iodine  therapy  by  blocking  the  uptake  of  the 
radioactive  iodine. 
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Silveri'J  stated  that  antithyroid  drugs  are  us- 
ually unsatisfactory  in  treating  thyrocardiac  pa- 
tients. He  suggested,  however,  giving  antithyroid 
drugs  for  several  months  before  treatment  with 
radioactive  iodine  in  the  more  severe  cases,  par- 
ticularly in  the  aged  with  associated  heart  disease, 
in  order  to  effect  a depletion  in  the  gland  of  stored 
hormone.  He  recommended  discontinuation  of  the 
antithyroid  drug  two  to  five  days  prior  to  giving 
the  specific  therapy  of  radioactive  iodine.  He 
thought  that  hyperthyroidism  in  the  aged  cardiac 
patient  is  a prime  indication  for  radioactive  iodine 
therapy  since  the  surgical  risk  is  significantly  in- 
creased in  such  patients  and  he  further  cautioned 
about  the  use  of  large  initial  doses.  In  the  litera- 
ture®'^*’  i^  i9  -2'23.24  the  dose  of  radioactive 
iodine  varies  from  6 to  20  millicuries,  the  average 
being  12  as  contrasted  to  that  used  in  thyrotoxi- 
cosis with  heart  disease  where  the  dose  varies 
from  2 to  12  millicuries,  the  average  being  4 to  6 
millicuries.  In  my  series  of  cases  the  dose  varied 
from  4 to  12  millicuries.  In  anginal  cases  the  pa- 
tient frequently  required  more  than  one  dose. 

In  my  series  36  thyrocardiac  patients  were 
treated  with  radioactive  iodine.  Two  were  in  their 
thirties,  six  in  their  forties,  11  in  their  fifties,  11  in 
their  sixties,  and  six  in  their  seventies.  As  a rule 
patients  with  thyrocardiac  disease,  particularly 
those  with  congestive  heart  failure,  rapid  auricular 
fibrillation,  and  supraventricular  tachycardia  with 
rates  of  120  or  over,  and  those  with  angina,  are 
hospitalized.  Digitalization,  if  indicated,  is  in- 
duced, for  contrary  to  a former  belief,  digitalis 
may  have  a slowing  effect  on  the  thyrotoxic  heart. 
Hydration  is  maintained,  a high  caloric  diet  is 
prescribed,  and  fever  is  treated  with  aspirin.  In- 
fection is  avoided  and  if  it  occurs,  antibiotics  are 
given.  Antithyroid  drugs  are  given  in  the  more 
severe  cases  until  two  days  to  one  week  prior  to 
therapy  with  radioactive  iodine.  Sedation  is  at- 
tained with  phenobarbital  rather  than  with  tran- 
quilizers. Rauwolfia  compounds,  such  as  reserpine, 
act  by  decreasing  the  secretion  of  thyroid-stimu- 
lating hormone,  exerting  an  exact  antithyroid  ef- 
fect, and  inhibiting  norepinephrine  through  the 
central  nervous  system. 20 

The  clinical  effects  are  produced  without  sig- 
nificant changes  in  the  protein-bound  iodine  or 
thyroidal  uptakes  of  radioactive  iodine,  used  in 
doses  of  8 to  10  mg.  daily.  Alseroxylon  (Rau- 
wiloid)  has  produced  variable  but  sometimes 
striking  relief,  even  reverting  atrial  fibrillation  to 
normal  rhythm,  narrowing  the  pulse  pressure  and 


decreasing  dyspnea.  Basal  metabolic  rates  may 
decline  rapidly  on  occasion.  The  beneficial  effects 
of  Rauwolfia  alkaloids,  when  used  over  a long 
period,  may  diminish;  therefore  they  should  not 
be  used  except  as  adjunctive  therapy  together 
with  antithyroid  drugs  or  Tm  to  bring  about 
symptomatic  improvement  during  the  latent  re- 
sponse to  more  definitive  measures.  One  should 
not  use  such  agents  for  several  weeks  before  an 
operation  is  contemplated  because  of  the  severe 
hypotensive  episodes  resulting  from  the  admin- 
istration of  anesthetics  in  patients  receiving  this 
drug.  Intramuscular  reserpine  has  proved  more 
effective  than  oral  therapy  and  is  useful  in  the 
treatment  of  patients  with  extremely  severe  cases 
of  thyroid  crises. 20  iMore  recently  Lee  and  his  co- 
workers2i  have  used  guanethidine  in  an  oral  dose 
of  80  mg.  daily.  This  compound  acts  at  the  nerve 
arterial  junction  where  it  apparently  opposes  the 
release  and/or  distribution  of  the  pressor  sub- 
stance, norepinephrine.  Within  a period  of  two  to 
14  days  all  thyrotoxic  symptoms  are  relieved  in- 
cluding palpitation.  After  the  symptoms  'od  signs 
are  brought  under  control,  the  patient  is  given 
specific  therapy  of  radioactive  iodine  orally.  In 
my  series  only  four  of  the  36  patients  required 
more  than  one  dose  of  radioactive  iodine.  Two 
required  two  doses  and  two  required  three  doses 
to  achieve  a satisfactory  result. 

Deliti®  reported  improvement  in  his  series  in 
86  per  cent  of  the  thyrocardiac  patients  above  the 
age  of  50  who  were  treated  with  radioactive 
iodine,  as  compared  to  96  per  cent  of  the  total 
number  of  cardiac  patients.  Ninety-two  per  cent 
of  his  patients  with  congestive  heart  failure  sec- 
ondary to  thyrotoxicosis  were  improved,  as  com- 
pared to  82  per  cent  over  the  age  of  50.  One 
hundred  per  cent  of  his  patients  with  angina  under 
age  50  were  improved,  as  compared  to  90  per  cent 
over  50.  Eighty-eight  per  cent  of  his  patients 
were  over  50  years  of  age.  Three  thyrocardiac 
patients  (1.2  per  cent)  had  a recurrence,  but 
there  were  no  recurrences  among  patients  with 
fibrillation  only.  Normal  rhythm,  when  obtained, 
was  usually  obtained  within  four  to  nine  weeks. 
In  the  series  reported  by  Summers  and  Surtees 
the  prognosis  was  good  in  cases  where  true  thyro- 
cardiac disease  existed  and  was  relatively  poor 
comparatively  in  cases  where  thyrotoxicosis  was 
associated  with  organic  heart  disease.  When  a 
normal  sinus  rhythm  was  not  established  after 
treatment,  it  was  usually  obtained  with  quinidine. 
They  reported  that  the  heart  size  did  not  change 
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following  treatment  if  cardiomegaly  existed  prior 
to  therapy.  Richard  and  his  group--  reported 
that  the  thyrocardiac  patients  required  significant- 
ly larger  doses  of  radioactive  iodine  for  control 
of  hyperthyroidism  than  did  the  patients  with 
classic  Graves’  disease  without  severe  cardiac  in- 
volvement. 

In  my  series  the  results  were  approximately 
the  same  as  those  reported  in  the  literature.  One 
death  associated  with  the  therapy  occurred  in  an 
elderly  woman  with  auricular  fibrillation  and  con- 
gestive heart  failure  prior  to  treatment.  Following 
therapy  auricular  fibrillation  was  converted  to  a 
regular  rhythm,  but  a thromboembolism  developed 
in  the  leg  two  w'eeks  after  therapy.  The  patient 
was  operated  on  for  this  condition  and  died  post- 
operatively.  This  death  occurred  prior  to  the  use 
of  Rauwolfia  compounds  or  guanethidine  and  has 
led  me  to  recommend  that  patients  with  fibrilla- 
tion be  given  quinidine  prior  to,  during  and  after 
treatment  and  on  some  occasions  I have  recom- 
mended the  use  of  anticoagulants.  Three  other 
deaths  have  occurred  among  this  group  of  ira- 
tients  since  therapy.  One  occurred  one  year  after 
treatment  in  a patient  having  arteriosclerotic 
heart  disease  associated  with  diabetes.  .Another 


patient  died  following  a cerebrovascular  accident 
three  years  after  treatment;  hypertension  was 
present  prior  to  therapy.  A third  patient  had  a 
fatal  heart  attack  five  }'ears  after  treatment;  she 
gave  a history  of  having  had  a heart  attack  three 
years  prior  to  treatment  and  she  also  had  angina 
prior  to  treatment. 

Conclusion 

The  elusive  diagnosis  of  thyrotoxic  heart  dis- 
ease is  obviously  worth  pursuing.  A high  degree 
of  suspicion  in  patients  with  intractable  angina, 
paroxysmal  and  supraventricular  tachycardia, 
auricular  fibrillation,  and  congestive  heart  failure 
will  lead  to  the  proper  therapy  for  a condition 
which,  if  untreated,  results  in  a high  degree  of 
morbidity  and  inevitable  mortality.  The  excellent 
results  obtained  with  radioactive  iodine  in  the 
treatment  of  the  thyrocardiac  patient  compare 
favorably  with  the  most  successful  treatment  of 
any  condition  as  potentially  dangerous  as  this.  A 
series  of  100  cases  of  thyrotoxicosis  is  reported 
in  35  per  cent  of  which  thyrocardiac  disease  was 
present. 

References  will  l»e  supplied  by  the  author  upon  request. 
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Choice  of  Digitalis  Preparations 
for  Adults,  Children  and  Infants 


Clifton  B.  Leech,  M.D. 

Henry  R.  Cooper,  M.D. 

FORT  LAUDERDALE 

Without  historical  survey  and  without  pre- 
liminary discussion  of  the  pharmacologic  effects 
of  digitalis,  this  review  is  presented  to  give  an 
opinion  in  regard  to  which  digitalis  preparation 
or  preparations  are  advantageous  for  the  treat- 
ment of  congestiv'e  heart  failure,  the  control  of 
the  ventricular  rate  in  atrial  fibrillation,  and  the 
abolishment  and  prophylaxis  of  various  types  of 
paroxysmal  rapid  heart  action. 

Whole  Powdered  Leaf  of  Digitalis  Purpurea 

Tablets  of  the  whole  powdered  leaf  may  be 
used  for  the  routine  digitalization  and  control  of 
most  patients  with  congestive  failure  and  atrial 
fibrillation.  It  has  been  shown  that  in  the  un- 
treated patient  with  atrial  fibrillation  and  a rapid 
ventricular  rate,  enough  of  the  powdered  digitalis 
leaf  may  be  given  by  mouth  within  a 24  hour 


period  to  slow  the  ventricular  rate  to  70  beats  per 
minute  approximately,  that  the  average  amount 
required  for  this  effect  is  1.8  Gm.  and  that  this 
amount  is  essentially  the  same  regardless  of  the 
age  and  body  weight  of  the  patient  except  in 
infants  and  very  young  children.  While  Stewart^ 
found  that  the  average  maintenance  dose  of  the 
whole  leaf  in  such  patients  is  0.2  Gm.  daily,  it  is 
our  e.xperience  that  the  requirement  is  between 
0.1  and  0.2  Gm.  daily.  Even  smaller  daily  rations, 
perhaps  0.05  Gm.,  are  useful  for  its  vagal  effect 
in  the  prophylaxis  of  supraventricular  tachycar- 
dias. Toxic  effects  are  rarely  produced  by  the 
whole  leaf  when  digitalization  and  the  mainten- 
ance dosage  are  intelligently  observed  and  con- 
trolled. In  our  e.xperience  it  is  a rare  patient  in- 
deed in  whom  the  disease  cannot  be  adequately 
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controlled  with  the  powdered  leaf  without  the 
development  of  toxic  symptoms. 

The  powdered  leaf  can  be  used  if  the  patient 
is  not  troubled  with  nausea  and  vomiting  from 
any  cause  including  digitalis  poisoning  itself  and 
if  there  is  no  need  for  a more  rapidly  acting 
preparation  which  may  be  given  intravenously. 
It  has  been  shown  by  Batterman  and  DeGraff- 
that  if  the  desired  effect  is  not  being  maintained 
satisfactorily  on  digitalis  leaf  and  toxicity  occurs 
with  an  increase  in  dosage,  the  substitution  of  a 
digitalis  leaf  glycoside  such  as  digitoxin  will  re- 
sult in  toxicity,  if  comparable  doses  are  used. 

Digitoxin 

Digitoxin  is  a glycoside  which  is  derived  from 
Digitalis  purpurea  and  can  be  obtained  from  the 
hydrolysis  of  lanatoside  A.  Although  it  can  be 
prepared  in  pure  form,  it  has  been  shown  by 
Dick^  that  the  potency  of  various  digitoxin  prep- 
arations varies  considerably.  While  Gold^  advo- 
cated a digitalizing  dose  of  1.2  mg.,  this  has  been 
found  not  to  be  enough  in  most  patients  and  it 
appears  that  the  amount  required  is  comparable 
to  the  amount  of  whole  leaf,  namely,  approxi- 
mately 1.8  mg.  orally.  The  average  maintenance 
dose  of  digitoxin  is  less  than  0.2  mg.  in  our  ex- 
perience, and  is  approximately  0.1  mg.  with  0.2 
mg.  on  alternate  days,  or  0.15  mg.  daily.  In  some 
patients  the  effect  desired  may  be  well  maintained 
on  0.1  mg.  daily  while  others  may  require  more 
than  0.2  mg.  daily. 

Although  digitoxin  can  be  given  intravenous- 
ly, it  is  rapidly  absorbed  and  utilized  when  given 
by  mouth  in  the  same  dosage.  Those  solutions  of 
digitoxin  which  contain  alcohol  may  cause  pain 
when  given  intramuscularly;  otherwise  the  intra- 
muscular route  allows  almost  as  rapid  absorption 
and  action  as  by  vein.  One  cubic  centimeter  of 
the  intravenous  solution  contains  0.2  mg.  of  digi- 
toxin. One  advantage  of  digitoxin  is  that  since 
it  is  suitable  for  intravenous  use  and  since  the 
intravenous  dosage  is  practically  identical  with 
the  oral  dosage,  the  route  of  administration  can 
be  changed  in  patients  who  are  nauseated  or  who 
are  vomiting,  or  in  other  patients  in  whom  the 
oral  administration  is  not  suitable. 

It  should  be  emphasized,  however,  that  when 
this  drug  is  given  orally,  there  is  no  marked  ad- 
vantage in  speed  of  digitalization  when  compared 
with  the  whole  powdered  leaf  given  by  mouth  in 
comparable  doses  of  potency,  since  1.0  gm.  of 
leaf  is  approximately  equal  to  1.0  mg.  of  digi- 
toxin. Indeed,  when  rapid  digitalization  is  at- 


tempted by  digitoxin,  it  is  our  experience  that 
nausea  and  vomiting  occur  as  frequently  as  in  the 
case  of  the  whole  leaf.  Furthermore,  we  find  it  as 
easy  to  maintain  the  desired  effect  on  stable  ra- 
tions of  whole  leaf  as  with  digitoxin.  It  is  our 
experience  also  that  early  toxic  signs  from  the 
maintenance  use  of  whole  leaf  usually  include 
anorexia  and  nausea  whereas  more  serious  toxic 
signs  in  the  case  of  digitoxin  frequently  develop 
without  the  warning  loss  of  appetite  and  nausea. 
We  refer  to  multiple  ectopic  ventricular  beats  and 
ventricular  tachycardia.  Stewart^  stated  that  he 
has  seen  atrial  paro.xysmal  tachycardia  with  two 
to  one  atrioventricular  block  or  complete  atrioven- 
tricular dissociation,  which  we  also  have  observed, 
occur  so  frequently  following  its  use  that  he  re- 
stricts the  occasions  on  which  digito.xin  is  given. 
Furthermore,  when  toxicity  occurs  from  digitoxin, 
it  may  be  of  relatively  long  duration  since  the 
drug  is  excreted  slowly.  The  toxicity  due  to  the 
whole  leaf  may  disappear  if  a smaller  dose  is 
given  whereas  when  toxicity  occurs  from  digi- 
toxin, the  drug  should  be  discontinued. 

Digoxin 

Digoxin  is  a pure  glycoside  obtained  from 
Digitalis  lanata  leaf  from  the  lanatoside  C frac- 
tion. The  advantage  of  oral  digoxin  is  its  rapid 
absorption  and  utilization  which  are  maximal  in 
three  to  four  hours.  It  has  been  shown  to  in- 
crease the  cardiac  output  within  20  minutes  after 
the  intravenous  injection;  furthermore,  it  is  ex- 
creted in  36  hours,  which  means  that  any  toxicity 
from  its  use  is  of  short  duration.  Its  intravenous 
use  is  practical  for  rapid  digitalization  in  approxi- 
mately 1.5  mg.  amount.  It  has  been  found  that 
the  average  oral  digitalizing  amount  in  a 24  hour 
period  is  approximately  3.75  mg.  and  that  the 
average  maintenance  dose  is  between  0.5  mg.  and 
0.75  mg.  daily.  We  have  patients  with  chronic 
and  established  atrial  fibrillation  whose  mainte- 
nance dose  is  0.25  mg.  of  digo.xin  daily.  This  prep- 
aration is  a useful  one  which  seems  to  have  be- 
come popular  in  recent  years. 

Lanatoside  C 

Lanatoside  C is  another  crystalline  glycoside 
obtained  from  Digitalis  lanata  leaf  and  its  definite 
advantage  is  an  extremely  short  latent  period 
when  given  intravenously.  Its  effect  on  cardiac  out- 
put has  been  reported  as  evident  in  one-half  to 
one  hour  after  injection  and  is  ma.ximal  in  one 
to  two  hours  after  injection.  It  is  rapidly  e.\- 
creted,  within  72  hours  or  so.  It  has  achieved 
prominence  because  of  reports  of  its  use  in  the 
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treatment  of  supraventricular  paroxysmal  tachy- 
cardia, atrial  flutter  and  acute  heart  failure.  It 
is  doubtful,  in  our  opinion,  that  lanatoside  C is 
specifically  useful  for  these  purposes  other  than 
for  its  rapid  utilization.  It  has  been  shown  that 
the  range  between  therapeutic  and  toxic  dose  is 
variable  and  is  small  in  some  patients;  therefore, 
it  has  not  become  widely  used  for  routine  oral  use 
nor  for  maintenance.  Its  oral  use  is  not  recom- 
mended. 

Gitalin 

Gitalin  is  amorphous,  is  a mixture  of  glyco- 
sides rather  than  a specific  glycoside  and  is  ob- 
tained from  the  aqueous  e.xtract  of  Digitalis  pur- 
purea. It  is  said  to  be  more  uniform  in  its  po- 
tency from  batch  to  batch  than  some  of  the 
glycosides.  Its  latent  period  is  between  that  of 
digitalis  and  digitoxin  and  it  is  not  dissipated  as 
rapidly  as  digoxin  or  lanatoside  C.  but  more  rap- 
idly than  digitoxin  or  digitalis  leaf.  It  is  used 
orally  and  its  average  24  hour  digitalizing  dose  is 
reported  by  Batterman  and  DeGraff-  as  5.7  mg. 
The  daily  maintenance  dose  varies  from  0.25  to 
1.25  mg.  Five  milligrams  of  gitalin  is  approxi- 
mately equivalent  to  0.1  Gm.  of  digitalis  leaf  in 
terms  of  potency.  The  big  advantage  claimed  for 
gitalin  is  that  its  therap>eutic  dose  is  approxi- 
mately 38  per  cent  of  the  toxic  dose. 

Strophanthin  (Ouabain) 

Mention  should  be  made  of  ouabain,  a very 
rapidly  acting  pure  crystalline  glycoside  which  is 
used  intravenously  since  it  is  not  adequately  ab- 
sorbed by  the  oral  route.  It  has  a very  brief 
latent  period  and  is  excreted  within  24  hours. 

Acteyl  Strophanthidin 

-\cteyl  strophanthidin  is  very  rapidly  effective 
and  is  rapidly  excreted  but  has  not  been  suffi- 
ciently studied  in  clinical  practice  yet.  A digitalis- 
like substance,  it  is  a synthetic  ester  of  the  car- 
diac aglycone,  strophanthidin,  has  the  most  rapid 
onset  of  action  after  intravenous  administration 
and  is  more  rapidly  dissipated  than  any  other  of 
the  digitalis  preparations.  It  has  been  used  as  a 
test  to  determine  the  degree  of  digitalis  effect  in 
patients  whose  digitalis  status  is  in  doubt.*’ 

The  technique  is  described  by  Town.  Crocker 
and  Levine^  follows: 

“Two  cc.  of  acetyl  strophanthidin  (1.1  mg.  or 
6 cat  units)  is  diluted  to  20  cc.  in  5*'f  glucose  and 
water.  If  the  patient  to  be  tested  has  received 
little  or  no  digitalis,  5 cc.  of  the  dilution  of  acetyl 
strophanthidin  (1.7  cat  units  or  0.27  mg.  of  the 
dilution)  is  given  intravenously  every  5 minutes 


until  either  a therapeutic  effect  or  a mild  to.xic 
response  is  noted.  If  the  patient  has  had  previous 
digitalis,  the  initial  dose  is  reduced  by  one-half. 
If  the  patient  is  critically  ill,  a 10  minute  inter- 
val is  to  be  preferred.  The  electrocardiogram  is 
observed  repeatedly  for  evidence  of  augmented 
ventricular  irritability  or  alteration  in  the  atrial 
complex  as  recognized  by  the  acceleration  of  the 
atrial  rate,  prolongation  of  A-\'  conduction  and 
changes  in  the  contour  of  the  P wave.  If  atrial 
fibrillation  is  the  underlying  rhythm,  acceleration 
and  regularization  of  the  ventricular  response  are 
regarded  as  evidence  of  to.xicity.  On  observation 
of  either  atrial  or  ventricular  manifestations  of 
to.xicity,  drug  administration  is  discontinued.  Pro- 
caine amide  is  given  intravenously  immediately  in 
a dose  of  50  mg.  every  two  minutes.  If  toxicity 
is  not  promptly  controlled,  potassium  is  admin- 
istered. in  dosage  of  40  mEq.  in  500  cc.  of  dis- 
tilled water,  intravenously  in  60  to  90  minutes." 

Squill 

The  active  principle  of  squill  has  a digitalis- 
like effect,  but  apjjears  to  have  no  advantages  over 
digitalis.  The  characteristics  of  the  squill  prep- 
arations are  summarized  in  the  accompanying 
table.  Xo  doubt  any  one  of  these  preparations  is 
entire!}'  suitable  for  routine  use.  Generally  speak- 
ing. for  reasons  earlier  mentioned  the  powdered 
leaf  preparation  is  entirely  satisfactory  as  are 
digo.xin  and  any  of  the  other  preparations  the 
effects  of  which  have  become  familiar  to  the  phy- 
sician by  routine  use. 

.Acetyl  Digitoxin  (.Acylanid) 

This  drug  is  the  newest  of  the  purified  glyco- 
sides obtained  from  Digitalis  lanata  and  is  said 
to  be  well  absorbed  from  the  alimentary  tract. 
Sufficient  experience  with  this  preparation  has  not 
been  accumulated  as  yet  to  justify  comparison 
with  the  older  and  well  established  preparations. 

Clinical  .Applications 

The  clinical  applications  of  any  digitalis  prep- 
aration are  dependent  upon  the  physiologic  effect. 
While  therapeutic  doses  of  the  various  prepara- 
tions have  been  shown  to  increase  the  force  of 
the  contractions  of  the  cardiac  muscle,  it  has  also 
been  demonstrated  that  they  similarly  affect  the 
contractions  of  the  skeletal,  arterial  and  venous 
smooth  muscle.  This  effect  does  not  increase  the 
cardiac  output  of  the  normal  heart.  .A  basal  con- 
strictive effect  has  been  demonstrated  in  the  {pe- 
ripheral veins  and  in  the  hepatic  smooth  mus- 
cle.® “ In  the  failing  myocardium,  however,  the  in- 
creased force  of  contraction  leads  to  increased  car- 
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cliac  output,  and  a reduction  in  the  size  of  the  fail- 
ing heart  with  a resulting  increase  in  efficiency  in 
respect  to  oxygen  consumption  has  been  ob- 
served.Conduction  in  the  atrioventricular 
node  is  depressed,  the  degree  depending  upon  the 
dose  used. Because  the  refractory  period  of 
cardiac  muscle  is  reduced,  its  irritability  is  in- 
creased and  may  give  rise  to  ectopic  ventricular 
beats.  1- 

■Although  direct  effect  on  the  cardiac  pace- 
maker, the  sinus  node,  is  not  demonstrated,  an 
altered  vagal  activity  produces  enhancement  of 
vagal  stimuli  on  the  sinoatrial  node,  as  well  as  on 
the  atrial  musculature.  No  direct  diuretic  action 
occurs,  but  the  improved  circulation  and  increased 
renal  blood  flow  may  augment  glomerular  filtra- 
tion and  lead  to  an  indirect  diuresis.  A direct 
renal  action  on  the  tubules  with  increased  salt 
and  water  elimination,  dependent  upon  some  de- 
pression of  reabsorption  of  the  glomerular  filtrate, 
has  been  demonstrated. i-* 

No  significant  alteration  of  the  arterial  blood 
pressure  levels  occurs  although  both  arterial  and 
venous  vasoconstriction  may  occur.  The  elevated 
venous  pressure  secondary  to  myocardial  failure 
may  be  reduced  because  of  the  increased  cardiac 
output  secondary  to  the  increased  strength  of 
contraction  in  the  failing  heart. The  ideal  in- 
dication for  digitalis  therapy  is  myocardial  fail- 
ure in  which  the  increased  cardiac  output  afforded 
by  the  digitalis  preparation  is  of  considerable 
value. 

The  rapid  ventricular  rates,  the  pulse  deficit 
and  the  evidence  of  failure  seen  with  atrial  fibril- 
lation are  markedly  improved  by  the  depression 
of  conduction  which  leads  to  a slower  ventricular 
rate,  a greater  ventricular  filling  and  an  increased 
cardiac  output.  Occasionally  atrial  flutter  is  con- 
verted to  atrial  fibrillation  by  digitalis  and  the 
rate  thereafter  slowed  to  satisfactory  levels.  In 
such  an  event  after  withdrawal  of  the  digitalis 
the  atrial  fibrillation  occasionally  reverts  to  a nor- 
mal sinus  rhythm.  In  some  instances  an  increase 
in  the  atrioventricular  block  reduces  the  ventricu- 
lar rate  to  a satisfactory  level  even  though  the 
flutter  persists.  Paroxysmal  atrial  tachycardia 
often  responds  to  digitalis  therapy  by  reversion  to 
normal  mechanism.  It  is  thought  that  the  digitalis 
alters  the  vagal  activity  so  that  vagal  stimuli  are 
more  effective,  such  as  carotid  sinus  stimulation, 
in  bringing  about  cessation  of  attacks.  Some  evi- 
dence indicates  that  the  combination  of  digitalis 
and  quinidine  is  more  succe.ssful  in  the  conversion 


of  atrial  flutter  and  atrial  fibrillation  than  is  either 
digitalis  or  quinidine  used  singly.  Although  ectopic 
beats,  especially  those  which  are  ventricular  in 
origin,  may  be  an  early  sign  of  digitalis  toxicity, 
both  atrial  and  ventricular  beats  not  due  to  digi- 
talis are  frequently  controlled  by  digitalization, 
especially  the  type  seen  in  disease  of  the  left  ven- 
tricle. 

Many  clinicians  believe  that  patients  with 
severe  hypertension  without  definite  signs  of 
myocardial  failure,  but  who  may  have  increased 
circulation  time,  are  benefited  by  digitalization, 
and  that  the  onset  of  congestive  failure  is  retarded 
thereby.  Although  digitalis  is  usually  withheld 
from  the  patient  with  an  acute  myocardial  in- 
farction because  of  the  fear  of  producing  an  easily 
induced  irritability  with  the  danger  of  ventricular 
tachycardia,  yet  if  congestive  failure  develops  in 
such  patients,  digitalization  is  indicated  and  may 
be  lifesaving,  but  should  not  be  given  intravenous- 
ly as  a rule.  When  there  is  a complete  heart 
block  with  congestive  failure,  digitalis  is  indicated 
and  may  even  be  used  in  incomplete  heart  block 
with  congestive  failure,  provided,  of  course,  neith- 
er of  the  conditions  mentioned  has  been  induced 
by  the  drug. 

In  the  absence  of  congestive  failure  digitalis 
is  of  little  or  no  value  in  the  relief  of  the  symp- 
toms of  bronchiectasis,  emphysema,  pneumonia 
and  asthma.  The  tachycardia  of  hyperthyroidism 
is  not  appreciably  reduced  by  digitalis  even  in 
the  presence  of  congestive  failure  until  the  thyro- 
toxic state  is  controlled.  In  the  absence  of  con- 
gestive failure  congenital  heart  lesions  per  se  are 
not  benefited,  nor  are  mechanical  states  such  as 
constrictive  adhesive  pericarditis.  The  peripheral 
edema  of  renal  and  hepatic  disease  does  not  re- 
spond to  digitalis. 

Toxicity 

The  digitalis  preparations  must  be  given  in 
adequate  amounts  to  produce  the  therapeutic  ef- 
fect or  some  evidence  that  an  adequate  dosage 
has  been  used.  The  absorption  and  utilization  as 
well  as  the  excretion  of  these  preparations  vary 
from  individual  to  individual,  and  the  dosage  must 
be  tailored  to  the  individual  patient.  It  would  be 
ideal  to  be  able  to  utilize  the  minimal  amount  of 
digitalis  which  will  produce  the  maximum  desired 
therapeutic  effect,  but  sometimes  the  therapeutic 
effect  is  not  observed  even  after  early  evidences  of 
toxicity  appear.  Although  patients  often  state 
that  they  cannot  take  digitalis  because  they  are 
sensitive  or  allergic  to  it,  actual  true  allergy  is 
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extremely  uncommon  although  it  has  been  dem- 
onstratedT^ 

The  most  commonly  recognized  toxic  effects 
of  digitalis  are  anorexia,  nausea  and  vomiting; 
these  are  occasionalh'  accompanied  by  diarrhea. 
Usually  the  anore.xia  occurs  before  other  symp- 
toms, but  paresthesias  are  not  uncommon  early 
symptoms.  Sometimes  increased  salivation  and  oc- 
casionally abdominal  cramping  pains  occur.  The 
vomiting  center  in  the  brain  is  stimulated  by  the 
digitalis  and  there  is  minimal,  if  any,  nausea  or 
actual  vomiting  due  to  local  gastrointestinal  irri- 
tation. The  commonl}-  used  antiemetic  drugs,  the 
phenothiazines,  are  of  less  value  in  the  nausea 
and  vomiting  due  to  digitalis  than  they  are  in 
other  forms  of  emesia. 

The  toxic  evidences  of  digitalis  effect  on  the 
central  nervous  system  include  most  commonly 
some  disturbance  of  vision  which  frequently  re- 
sults in  dimness  and  eventual  coloration  of  the 
vision  so  that  things  appear  to  be  more  or  less 
blurred,  or  yellow  or  some  other  color  than  ac- 
tual, with  or  without  some  sensation  of  “spots 
before  the  ej’es.”  \'ertigo  is  such  a common  symp- 
tom in  elderly  people  that  it  is  hazardous  to  at- 
tribute it  to  digitalis,  but  no  doubt  it  is  some- 
times a contributing  factor.  Headache  due  to 
digitalis  is  uncommon,  but  does  occur.  More  com- 
monl}-,  however,  malaise,  reported  as  “feeling 
weak,”  is  experienced.  Rarely,  a psychotic  state  is 
induced  by  digitalis,  and  a trigeminal  neuralgia 
has  been  reported  as  a result  of  digitalis  toxicity. 

When  a loss  of  potassium  is  induced  or  aggra- 
vated by  thiazide  diuretics,  toxic  doses  of  digitalis 
may  aggravate  electrolyte  imbalance,  sometimes 
with  disturbance  of  the  renal  function  producing 
an  increase  rather  than  diminution  of  edema  fluid. 
The  most  serious  evidences  of  digitalis  toxicity 
are  the  tachycardias  and  arrhythmias  which  often 
are  first  evidenced  by  premature  beats,  both  atrial 
and  ventricular  in  origin,  as  well  as  production  of 
first  and  second  degree  heart  block.  Among  these 
arrhythmias  are  paro.xysmal  atrial  tachycardia* 

*'  with  or  without  some  degree  of  block,  nodal 
tachycardia,  ventricular  tachycardia,  complete 
heart  block  and  even  the  onset  of  terminal  ven- 
tricular fibrillation.il 

hen  a patient  with  m\  ocardial  failure  re- 
sponds well  to  digitalis  with  a satisfactory  slow- 
ing of  the  heart  rate,  but,  without  change  in  the 
daily  ration  of  the  drug,  shows  increasing  failure 
with  an  increasing  heart  rate  or  with  bouts  of 
definite  arrhythmia,  this  response  is  usually  evi- 


dence that  toxicity  is  occurring  and  that  the 
daily  maintenance  dose  is  too  great. n Factors 
which  seem  to  render  patients  less  well  able  to 
tolerate  the  usual  dosages  of  digitalis  appear  to 
be  age,  that  is  to  say  the  elderly  arteriosclerotic 
patient,  the  state  of  acute  myocardial  infarction, 
any  state  in  w'hich  there  is  a definite  electrolyte 
disturbance  including  chronic  pulmonary  disease 
and  renal  failure,  and  for  some  reason  not  too 
well  understood  cerebral  vascular  accidents  in- 
cluding those  due  to  hemorrhage  and  throm- 
bosis.* ^ 

Occasionally  there  is  induction  of  evidence  of 
digitalis  toxicity  by  the  administration  of  calcium 
because  of  a definite  synergistic  action  between 
digitalis  and  the  calcium  ion.*^  For  this  reason 
it  is  advisable  to  avoid  calcium  therapy  in  any 
amount  in  a patient  who  is  receiving  digitalis.  The 
calcium  gluconate  in  small  dosage  which  is  used 
in  determining  the  arm  to  tongue  circulation  time, 
however,  is  not  hazardous  in  this  respect. 

The  matter  of  the  synergy  betw'een  calcium 
and  digitalis  has  been  studied  wdth  convincing 
evidence  that  digitalis  produces  an  increased  ac- 
cumulation of  calcium  in  the  heart,  but  it  does 
not  do  so  to  such  an  extent  if  the  potassium  con- 
centration is  at  the  same  time  elevated.*®  It  has 
been  well  documented  that  digitalis  in  therapeutic 
as  well  as  in  toxic  doses  leads  to  loss  of  potassium 
from  the  heart.-'*  It  is  axiomatic  that  the  treat- 
ment of  toxicity  should  include  the  omission  of 
digitalis  and  drugs  which  might  further  deplete 
intracellular  potassium  and  disturb  the  calcium- 
potassium-electrolyte  balance.  Such  drugs  include 
the  thiazides,  mercurial  diuretics  and  corticoids. 

When  a patient  is  not  seriously  ill  from  the 
digitalis  toxicity  and  when  the  evidences  of  the 
toxic  state  do  not  rapidly  disappear  as  a result 
of  cessation  of  the  drug,  the  administration  of 
potassium  chloride  by  mouth  in  comparatively 
small  dosage,  usually  5.0  Gm.  tw'ice  daily  for  24 
to  48  hours,  will  bring  about  marked  improve- 
ment.2"  If  the  potassium  by  mouth  is  not  effec- 
tive, or  if  the  patient  is  seriously  ill,  as  with  a 
dangerous  arrhythmia,  then  the  potassium  may 
be  given  by  the  intravenous  route,  preferably 
with  electrocardiographic  control. 

A useful  solution  is  one  which  contains  3.0 
Gm.  (40  mEq.)  of  potassium  chloride  in  500  cc. 
of  5 per  cent  glucose  in  water  administered  in  an 
hour  or  so.  If  a rapid  atrial  rate  is  not  slowed  by 
this  drug,  it  is  unlikely  that  additional  potassium 
will  be  effective,  but  if  the  rate  is  slowed  but  a 
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normal  mechanism  is  not  re-established,  then  more 
potassium  may  be  carefully  given  until  the  de- 
sired result  is  obtained.  It  should  be  remembered 
that  it  is  possible  to  produce  potassium  intoxica- 
tion, especially  in  elderly  patients  who  do  not 
tolerate  the  drug  as  well  as  others. 

Procaine  amide  (Pronestyl)  has  been  found 
to  be  useful  in  the  treatment  of  the  arrhythmias 
produced  by  digitalis  toxicity.-**  This  drug  may 
be  given  by  mouth  in  doses  of  1.0  Gm.  followed 
by  0.5  Gm.  every  three  to  six  hours  since  the 
peak  effect  of  the  action  which  begins  in  a few 
minutes  usually  occurs  in  one  hour  or  less  and  its 
effect  is  usually  dissipated  in  a few  hours.  The 
drug  may  also  be  given  as  an  intramuscular  dose 
of  approximately  1.0  Gm.  followed  by  0.5  to  1.0 
Gm.  at  intervals  of  several  hours  depending  upon 
the  response.  In  addition,  it  may  be  given  by 
vein  with  50  mg.  injected  slowly  every  two  min- 
utes with  determination  of  the  blood  pressure 
before  each  dose.  With  lowering  of  the  blood 
pressure  the  interval  between  the  injections  is  in- 
creased, and  if  the  pressure  continues  to  become 
lowered,  then  the  drug  is  omitted.  At  the  same 
time  any  expected  potassium  diminution  should 
be  corrected.  Toxic  effects  of  the  procaine  amide 
may  include  vertigo,  marked  lassitude  and  even 
an  allergic  reaction.  It  probably  should  not  be 
u.sed  in  the  presence  of  complete  heart  block  since 
it  has  been  reported  to  produce  ventricular  fibril- 
lation. There  have  also  been  reports  of  serious 
agranulocytosis  after  its  use.-^ 

On  the  basis  of  the  demonstrated  acute  re- 
duction of  the  serum  calcium  by  means  of  the 
chelating  agent  sodium  ethylenediamine  tetraacetic 
acid  (Xa-EDTA),  this  preparation  has  been  used 
to  combat  digitalis  toxicity.-**  For  this  purpose 
it  has  been  given  intravenously,  600  mg.  admin- 
istered slowly  over  the  course  of  one-half  hour  or 
more.  Five  times  this  amount  has  been  given  in  a 
comparatively  short  period  without  serious  toxic 
effects. 

A suitable  stable  preparation  for  human  use 
of  potassium  citrate  is  not  yet  available  although 
this  drug  is  highly  effective  in  digitalis  intoxica- 
tion in  experimental  animals.  It  is  our  under- 
standing that  a satisfactory  solution  of  this  drug 
may  soon  be  marketed. 

The  use  of  quinidine  for  the  prophylaxis  and 
abolishment  of  ectopic  ventricular  beats  and  ven- 
tricular tachycardia  is  well  documented,  but  even 
when  used  in  accordance  with  the  well  established 
dosage  schedule,  it  is  not  without  certain  dangers. 


Nevertheless,  it  is  a useful  drug  when  carefully 
and  intelligently  used  for  this  purpose. 

Digitalis  Therapy  in  Children 

The  use  of  digitalis  in  pediatrics  is  largely 
confined  to  the  treatment  of  supraventricular 
tachycardias  and  arrhythmias  and  in  congestive 
heart  failure.  The  only  true  contraindication  to 
the  use  of  digitalis  in  infants  and  children  is  the 
presence  of  digitalis  toxicity. 

For  a better  understanding  of  the  utility  of 
digitalis,  the  clinical  picture  of  congestive  heart 
failure  in  children  should  be  reviewed.  The  three 
major  types  of  congestive  failure,  that  is,  right- 
sided, left-sided  and  combined  right  and  left  heart 
failure,  may  be  encountered. 

The  primary  symptoms  of  right-sided  failure, 
which  comprise  systemic  venous  distention,  hepa- 
tomegaly, rarely  splenomegaly,  and  edema,  includ- 
ing facial  as  well  as  peripheral  edema,  may  be 
seen.  Advanced  cases  can  progress  to  ascites  and 
anasarca.  Pleural  effusions  and  pericardial  effu- 
sions are  extremely  rare  in  uncomplicated  right- 
sided failure.  Associated  symptoms  of  weakness, 
fatigue,  and  signs  of  peripheral  vasoconstriction 
manifested  by  cold  hands  and  feet  are  often  noted. 
Gallop  rhythm  and  pulmonary  rales  may  be  found, 
and  the  x-ray  picture  usually  reveals  an  enlarged 
heart  with  relatively  clear  lung  fields.  Electro- 
cardiographic evidence  of  right  ventricular  hyper- 
trophy and  right  atrial-type  I*  waves  is  usually 
encountered.  Pulmonary  hypertension,  pulmonary 
valvular  obstruction,  or  tricuspid  disease  usually 
underlies  uncomplicated  right  heart  failure. 

Failure  of  the  left  heart  may  occasionally  be 
seen  in  coarctation  of  the  aorta,  aortic  stenosis, 
mitral  valve  disease,  systemic  hypertension,  and 
occasionally  left  to  right  shunts.  Paro.xysmal  noc- 
turnal dyspnea,  orthopnea  and  cardiac  asthma  are 
not  as  common  as  in  adults.  Exertional  dyspnea 
and  coughing  may  be  prominent  symptoms,  and 
the  weakness,  apprehension  or  mental  dullness, 
together  with  the  peripheral  vasoconstriction  and 
|)eripheral  cyanosis  with  cold  hands  and  feet,  may 
be  striking.  Pulmonary  rales  and  gallop  rhythm 
are  frequently  noted.  The  .x-ray  picture  of  en- 
largement of  the  left  side  of  the  heart  with  pul- 
monary vascular  congestion  and  the  electrocardio- 
graphic findings  suggestive  of  left  atrial  dilatation 
are  helpful. 

-Although  the  unconqfiicated  types  of  right  and 
left  heart  failure  may  be  seen  in  children,  by  far 
the  most  common  form  is  the  combined  type. 
Here  the  picture,  in  contrast  to  that  of  adults,  is 
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most  commonly  associated  with  a precipitating 
respiratory  infection.  In  addition  to  the  causes 
of  left  failure  mentioned,  patent  ductus  arteriosis, 
ventricular  septal  defect,  common  truncus  and,  in 
the  first  month  of  life  particularly,  hypoplastic 
left  heart  syndrome  and  transposition  of  the  great 
vessels  are  frequent  causes.  Tachycardias  and  ar- 
rhythmias, as  well  as  myocarditis  and  fibroelas- 
tosis, are  also  common  causes. 

The  symptoms  are  a mixture  of  those  seen  in 
right-sided  and  left-sided  failure.  The  most  promi- 
nent include  tachycardia,  tachypnea  and  hepa- 
tomegaly. It  should  be  noted  that  in  an  infant 
systemic  venous  distention  in  combined  heart  fail- 
ure may  not  be  easy  to  see  or  demonstrate.  Hepa- 
tomegaly is  an  important  finding.  In  infants,  gen- 
erally, if  the  liver  extends  over  one  third  of  the 
way  below  the  right  costal  margin  in  a line  from 
the  right  nipple  to  the  umbilicus,  it  is  enlarged. 
Weakness,  changes  in  mental  alertness,  cough, 
anorexia,  and  peripheral  vasoconstriction  often 
complete  the  picture  of  combined  failure. 

Congestive  failure  should  be  treated  with  digi- 
talis. This  use  of  the  drug  raises  the  question  of 
differences  between  the  infant  and  child  and  the 
adult  with  regard  to  digitalis.  In  general,  prema- 
ture infants  are  relatively  sensitive  to  digitalis. 
Mature  infants  take  relatively  large  amounts  of 
digitalis,  usually  one  and  a half  to  two  times  the 
adult  per  pound  dose,  while  in  children  over  two 
years  of  age  the  lower  per  pound  dose  limits  usual- 
ly suffice.  In  addition,  because  many  of  the  com- 
bined heart  failures  are  precipitated  by  a respira- 
tory tract  infection,  the  end  points  for  therapeutic 
effects  of  the  digitalis  are  frequently  not  as  sharp 
as  in  adults.  For  this  latter  reason  dose  ranges 
per  pound  of  body  weight  are  more  Important  in 
children  and  infants  than  they  are  in  adults.  Fur- 
ther, the  subjective  toxic  symptoms  of  digitalis 
which  help  in  measuring  adult  dosage  are  not  ob- 
vious in  infants  and  small  children;  an  infant, 
unable  to  complain  of  nausea,  simply  vomits. 

It  has  been  stated  many  times  that  in  view  of 
the  multiplicity  of  preparations  on  the  market 
with  a relatively  high  degree  of  reliability,  the 
physician  should  limit  himself  to  use  of  two  or 
three  drugs  at  most,  to  accomplish  digitalization, 
and  thus  be  more  familiar  with  them.  At  the 
present  time  digoxin  is  widely  used  and  can  be 
given  by  all  routes.  Lanatoside  C is  useful  in 
intravenous  therapy  and  digitoxin  is  still  fairly 
widely  used.  See  the  accompanying  tables  for 
dosages  of  these  drugs.  Except  in  extreme  emer- 


gencies, where  intravenous  therapy  with  lanatoside 
C is  used,  intramuscular  dosage  with  digo.xin  is 
satisfactory  and  significant  effects  may  be  noticed 
from  30  minutes  to  two  hours  after  an  intramus- 
cular injection.  This  preparation  is  well  suited  to 
intramuscular  use,  but  should  not  be  used  sub- 
cutaneously, and  obviously  drugs  should  not  be 
given  intramuscularly  in  a grossly  edematous  site. 

The  end  points  to  be  noted  include  a drop  in 
the  heart  rate,  with  due  regard  for  the  effect  of 
fever  or  respiratory  infection  upon  a sinus  rate. 
Decrease  in  size  of  the  liver,  decrease  in  respira- 
tory rate,  and  disappearance  of  rales  and  edema, 
as  well  as  the  general  improvement  in  the  patient’s 
appearance  and  activity,  are  important.  Loss  in 
weight  is  also  an  important  feature,  except  in  in- 
fants where  the  small  amount  of  fluid  transfer  is 
harder  to  detect.  Electrocardiograms  can  be  used 
to  tell  whether  there  is  some  digitalis  effect  or 
whether  toxicity  has  occurred,  but  they  do  not  tell 
whether  the  patient  is  clinically  adequately  digital- 
ized. A decrease  in  heart  rate,  S-T  T changes  with 
shortening  of  the  Q-T  interval,  and  the  develop- 
ment of  a sinus  arrhythmia  point  to  digitalis 
effect. 

Toxicity  is  usually  present  with  first  and 
higher  degrees  of  atrioventricular  block,  ectopic 
atrial  beats,  paroxysmal  atrial  tachycardia  with 
block,  or  other  atrial  arrhythmias.  \'entricular 
ectopic  beats,  a common  sign  of  digitalis  toxic- 
ity in  the  adult,  are  not  nearly  as  frequent  toxic 
signs  in  infants  and  children  as  are  atrial  effects. 
It  should  be  noted  that  the  development  of  atrial 
tachycardia  or  arrhythmia  during  digitalis  therapy 
in  the  pediatric  age  group  should  be  regarded  as 
due  to  the  digitalis  until  clearly  disproved.  The 
rules  for  treatment  of  digitalis  to.xicity  in  children 
are  the  same  as  those  for  the  treatment  of  adults. 
Here  the  advantage  of  using  a relatively  short- 
lasting  drug,  such  as  lanatoside  C or  digoxin  rather 
than  digitoxin,  is  important.  If  intravenous  potas- 
sium salts  are  to  be  used  for  the  treatment  of 
digitalis  toxicity,  electrocardiographic  monitoring 
should  be  carried  out. 

If  digitalization  by  the  parenteral  route  has 
been  accomplished  within  a 24  hour  period  with 
digoxin,  suitable  maintenance  dosage  can  be  given 
orally,  or  the  parenteral  route  may  be  maintained 
at  about  one  fourth  of  the  digitalizing  dose.  The 
maintenance  dose  for  digitoxin  is  the  same  whether 
administered  parenterally  or  orally,  about  one 
tenth  of  the  digitalizing  dose.  If  lanatoside  C was 
used  parenterally,  the  initial  daily  maintenance 
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dose  of  digoxin  or  digitoxin  may  have  to  be  slight- 
ly greater  than  usual. 

Supraventricular  tachycardias  and  rapid  ar- 
rhythmias in  infants  require  digitalis  as  the  drug 
of  choice.  These  ectopic  rhjqhms  are  more  in  the 
nature  of  an  emergency  than  in  most  adults. 


Quinidine  and  or  the  Cardioverter  may  be  used 
in  place  of  or  in  addition  to  the  digitalis  in 
selected  cases. 

References  are  available  from  the  authors  upon  request. 
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Prevention  of  Hemorrhage 
After  Tonsillectomy  and 
Adenoidectomy  in  Children 

[[.  Improiement  in  the  TecluiKiue  of  Adenoidectomy 


Curtis  D.  Benton  Jr.,  M.D. 

FORT  LAUDERDALE 

In  1961  I reported  the  incidence  of  hemor- 
rhage in  534  adenotonsillectomies.i  I verified 
Emerson’s  findings  that  the  closed  fossa  technique 
completely  eliminates  hemorrhage  from  the  tonsil 
fossae.--^  Postoperative  primary  adenoid  hemor- 
rhage remained  a problem  that  demands  further 
attention.  In  these  previous  534  cases,,  some  trou- 
blesome adenoid  bleeding  occurred  or  threatened 
to  occur  in  29  per  cent. 

I have  since  made  two  changes  in  the  method 
of  removing  adenoids.  First,  I discontinued  using 
the  LaForce  adenotome,  removing  the  adenoid 
tissue  with  sharp  curets  and  punch  forceps  when 
needed.  Secondly,  and  more  recently,  I have  been 
observing  the  nasopharynx  with  a laryngeal  mir- 
ror before  and  after  curettage  of  the  adenoid  tis- 
sue. If  the  mirror  is  coated  with  pHisoHex  and 
wiped  clean  with  sterile  gauze,  it  does  not  fog 
from  the  patient’s  hot  breath.  After  all  the 
adenoid  tissue  is  removed,  one,  two,  or  three 
round  gauze  adenoid  sponges  are  pressed  tightly 
in  the  nasopharynx  and  left  there  during  removal 
of  the  tonsils.  When  the  sponges  are  taken  out, 
the  nasopharynx  is  inspected  for  possible  bleeding 
points.  If  none  are  seen,  the  operation  is  ended. 
If  an  active  bleeder  is  present,  a postnasal  pack 
is  inserted  and  kept  in  place  until  the  following 
morning.  Should  any  bleeding  occur  in  the  re- 
covery room  or  in  the  ward,  an  intramuscular  in- 
jection of  Premarin  (one-half  ampul),  Adrenosem 
(1  cc.),  or  Koagamin  (2  cc.)  is  given  to  the  pa- 
tient. These  injections  are  varied  or  repeated 
every  15  minutes  for  three  or  four  times.  Should 


this  treatment  fail  to  control  the  hemorrhage,  a 
postnasal  pack  is  inserted  if  one  is  not  already 
present.  Otherwise,  a transfusion  of  250  or  500 
cc.  of  whole  blood  is  given. 

Results 

In  this  present  series  of  321  operations,  pri- 
mary adenoid  hemorrhage  occurred  or  threat- 
ened to  occur  in  55  patients  (17  per  cent).  The 
threatened  hemorrhage  was  eliminated  by  post- 
nasal packs  alone  in  35  patients  (11  per  cent), 
and  by  postnasal  packs  plus  one  or  more  injec- 
tions of  coagulants  in  8 patients  (2  per  cent). 
Some  postoperative  bleeding  occurred  in  12  pa- 
tients (4  per  cent)  who  did  not  have  postnasal 
packs.  This  bleeding  was  controlled  by  medication 
(one  to  four  injections)  in  10  of  these  patients. 
The  other  two  required  blood  transfusions. 

One  of  the  patients  with  a postnasal  pack 
bled  severely  the  following  day  when  the  pack 
was  removed.  Control  of  the  hemorrhage  required 
a blood  transfusion.  Subsequent  tests  showed  this 
child  had  a prolonged  prothrombin  time. 

One  child  with  sickle  cell  anemia  was  operated 
on  with  no  complication  other  than  the  precau- 
tionary insertion  of  a postnasal  pack. 

There  were  two  cases  of  secondary  adenoid 
hemorrhage,  one  on  the  sixth  postoperative  day 
and  one  on  the  seventh.  One  child  required  a 
postnasal  pack,  but  in  the  other  bleeding  stopped 
after  injection  of  an  ampul  of  Premarin  (20  mg.). 

These  results  are  presented  in  tables  1,  2 
and  3. 
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Table  1.  — Secondary  Hemorrhage  Following 
Adenotonsillectomy  (331  Cases) 

Tonsil  Fossae  Aden'oid  Fossae 

0 (0%)  2 (0.67o) 

Table  2.  — Primary  Tonsil  Fossa  Hemorrhage 
(331  Operations) 

0 (0%) 

Table  3.  — Primary  Adenoid  Hemorrhage 
(331  Operations) 

Prevented  by  postnasal  pack  alone  35  (11%) 

Controlled  by  medication  alone  10  ( 3%) 

Requiring  pack  and  medication  8 ( 2%) 

Transfusion  2 (0.6%) 

55  (17%) 

Summary 

The  incidence  of  primary  postoperative  ade- 
noid bleeding,  actual  or  threatened,  has  been  re- 
duced from  29  per  cent  to  17  per  cent  by  two 
changes  in  technique: 

1.  Discontinuation  of  the  use  of  the  LaForce 
adenotome.  The  adenoids  are  removed  with  sharp 
adenoid  curets,  supplemented  by  punch  forceps 
when  indicated. 


2.  Clear  visualization  of  the  nasopharynx 
with  the  laryngeal  mirror  to  determine: 

a.  If  all  the  adenoid  tissue  is  cleanly  re- 
moved, and 

b.  If  active  bleeders  are  present  after  re- 
moval of  adenoid  pressure  sponges. 

The  number  of  patients  receiving  injections 
of  coagulants  postoperatively  dropped  dramatical- 
ly from  23  per  cent  in  the  former  series  to  6 per 
cent  in  the  present  series. 

The  incidence  of  secondary  adenoid  hemor- 
rhage, three  to  seven  days  postoperatively,  re- 
mained unchanged  at  less  than  1 per  cent. 

Primary  and  secondary  hemorrhage  of  tonsil 
fossae  is  no  problem. 
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Phthiriasis  Palpebrarum 

Report  of  a Case 


Frank  J.  Beasley,  M.D. 

FORT  LAUDERDALE 

Phthirus  pubis  (crab  or  pubic  louse)  involve- 
ment of  the  eyelashes  is  considered  a rarity  in 
present  day  practice. ^ Because  of  its  infrequency, 
the  following  case  is  reported. 

Report  of  Case 

•An  8 month  old  white  male  infant  was  seen  on  ,\ug. 
16,  1956,  in  the  Department  of  Ophthalmology  at  the 
Geisinger  Medical  Center,  Danville,  Pa.  His  mother  had 
noted  brown  “specks”  on  the  lashes  of  both  eyes  for 
several  months,  but  no  diagnosis  had  been  made  by  his 
pediatrician.  As  we  observed  the  many  small  dark  par- 
ticles, suddenly  we  saw  one  of  them  move.  .A  cellophane 
tape  slide  was  made  of  some  of  the  material  and  both 
lice  and  nits  of  Phthirus  pubis  were  seen  under  the 
microscope. 

The  lids  were  treated  with  1 per  cent  yellow  oxide  of 
mercury  ointment  three  times  a day  and  when  they  were 
seen  ton  August  30,  two  weeks  later,  only  one  nit  was 
evident  on  the  left  upper  lid.  This  was  mechanically  re- 
moved and  the  child  was  discharged. 

A gynecologist  found  that  the  mother  was  free  of 
pubic  lice,  but  the  father  had  the  disease  involving  the 
pubic  region.  This  was  cleared  in  several  days  with  treat- 
ment rendered  by  his  private  physician. 


Comment 

The  group  of  Anoplura  (sucking  lice)  is  made 
up  of  Fediculus  humanus  capitis  (head  louse), 
Pediculus  humanus  corporis  (body  louse),  and 
Phthirus  pubis  (crab  or  pubic  louse).  F’^sually  the 
head  louse  breeds  on  the  hair  of  the  head  and  the 
body  louse  in  the  seams  and  linings  of  clothes  and 
on  chest  and  axillary  hair,  while  the  pubic  louse 
breeds  in  the  pubic  and  perianal  regions.  All  three 
sometimes  breed  on  the  eyelashes;  - however,  the 
pubic  louse  is  the  one  most  frequently  found  on 
the  lids.  Unlike  the  head  and  body  louse,  the 
crab  louse  apparently  does  not  transmit  disease. 

The  reddish  brown  adult  of  Phthirus  pubis 
(fig.  I)-*  measures  1 to  2 mm.  in  length,  is  nearly 
as  broad  as  it  is  long,  and  has  claws  giving  it  the 
appearance  of  a crab.  The  adult  lives  about  one 
month,*  but  will  die  in  24  hours  if  separated  from 
the  human  body.  It  lays  approximately  two  eggs 
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Fig.  1. — Phthirus  pubis.  (Sutton,  Richard  L.,  and 
Sutton,  Richard  L.  Jr.;  Handbook  of  Diseases  of  the 
Skin,  St.  Louis,  The  C.  V.  Mosby  Company,  1949,  p. 
.^“>9.) 


Fig.  2. — Nit  on  eyelash.  (Friedman,  R.,  and  Wright, 
C.  S.;  Phthiriasis  Palpebrarum;  Report  of  a Case,  Arcb. 
Ophth.  11:996  (June)  1934.) 

a day.  The  eggs  incubate  for  si.\  to  eight  days 
and  the  adult  stage  is  reached  in  15  to  17  days 
following  three  molts. ^ 

The  louse  clings  tightly  to  the  base  of  the 
cilia  with  its  head  down  and  inserts  its  mouth 
parts  into  the  soft  tissue  of  the  lid  in  order  to 
feed  on  blood.  This  activity  can  result  in  urti- 
caria, irritation,  and  itching  which  leads  to 
scratching  and  inflammation  of  the  lids  and  con- 
junctiva. Skin  pigmentation  can  occur.  Secondary 
infection  may  follow  causing  abscess  formation 
and  conjunctivitis.  Phthiriasis  has  been  reported 
as  one  of  the  causes  of  bloody  tears. ^ Phthirus 
pubis  causes  a more  severe  lesion  on  the  lids  than 
the  head  and  body  louse  because  of  its  strong 
claws  and  sharp  jaws.^ 


The  usual  spread  of  the  crab  louse  is  by  physi- 
cal contact  or  by  the  use  of  infested  toilet  seats 
or  bed  clothing.  The  scalp,  armpits,  and  beard  also 
can  be  infested  by  Phthirus  pubis.  Only  occasion- 
ally are  the  lashes  infested  without  pubic  involve- 
ment.'* Usually  Phthirus  pubis  is  transmitted  to 
the  eyes  from  the  pubic  region  by  the  hands. 
Children  most  frequently  experience  lid  involve- 
ment. When  phthiriasis  occurs  in  infants,  it  prob- 
ably is  transmitted  by  a parent.  In  the  case  re- 
ported it  was  apparently  transmitted  by  the  fa- 
ther. Goldman*  reported  a similar  case. 

The  eggs  of  lice  are  commonly  called  nits  (fig. 
2)’^  and  are  found  cemented  to  hairs  in  the  af- 
fected area.  The  nits  of  the  pubic  louse  are  larger 
than  those  of  the  head  and  body  louse  and  can  be 
seen  with  the  naked  eye.  They  appear  as  a heavy 
dark  powder  on  the  lashes. 

Infestation  of  regions  other  than  about  the 
eyes  may  be  treated  with  1 per  cent  gamma 
benzene  he.xachloride  cream  ( Kwell ) or  benzyl 
benzoate  compound  containing  DDT  (Topocide). 
In  treating  the  lids,  the  ophthalmologist  can  man- 
ually remove  the  lice  and  nits  with  forceps,  under 
general  anesthesia  if  necessary,  or  the  lashes  and 
eyebrows  may  be  treated  with  a 1 to  2 per  cent 
yellow  oxide  of  mercury  ointment  applied  three 
times  a day. 

Summary 

A case  of  phthiriasis  of  the  eyelashes  in  an  in- 
fant is  reported.  Phthirus  pubis  is  discussed  with 
attention  paid  to  its  morphology,  habits,  transmis- 
sion, signs  and  symptoms,  and  treatment. 
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Appendicitis  Caused  by  Gallstones 


Donald  A.  Berman,  M.D. 

HOLLYWOOD 

It  is  a well  known  fact  that  appendicitis  is 
often  caused  by  obstruction  of  the  lumen  or  focal 
irritation  of  the  mucosa  of  the  appendix.  Many 
cases  of  appendicitis  due  to  Enterobius  vermicu- 
laris,  Ascaris  lumbricoides,  Trichuris  trichiura 
and  of  course  the  most  common,  fecalith,  are  on 
record.  There  is  no  record  to  my  knowledge,  how- 
ever, of  a case  of  appendicitis  being  precipitated 
by  cholelithiasis.  The  following  case  is  presented 
as  an  interesting  variation  of  an  old  problem. 

Report  of  Case 

A 48  year  old  white  male  food  handler  in  whom  a 
duodenal  ulcer  had  previously  been  diagnosed  had  been 
off  his  diet  and  had  been  asymptomatic  for  over  a year. 
On  the  evening  of  May  24,  1963,  he  ate  a large  quantity 
'of  peanuts.  He  wakened  the  next  morning  nauseated  and 
with  pain  in  the  right  upper  quadrant  of  the  abdomen 
and  in  the  epigastrium.  He  vomited  most  of  that  day 
and  when  he  could  vomit  no  more,  he  had  dry  retching. 

The  patient  was  seen  for  the  first  time  on  May  26, 
still  with  pain  in  the  epigastrium  and  right  upper  quad- 
rant of  the  abdomen  and  still  nauseated.  He  was  afebrile. 
Examination  failed  to  reveal  any  tenderness  in  the  lower 
portion  of  the  abdomen,  although  the  rectus  muscles  were 
tender.  B'owel  sounds  were  normal.  There  was  no  tender- 
ness on  rectal  examination. 

Either  acute  cholecystitis  or  a partial  duodenal  ob- 
struction secondary  to  the  known  ulcer  was  suspected. 
The  patient  was  admitted  to  the  hospital  where  he  was 
treated  with  intravenous  fluids  and  anticholinergics  and 
was  given  nothing  by  mouth.  The  day  after  admission 
a gastrointestinal  series  revealed  an  active  duodenal  ulcer 
and  a gallbladder  series  was  nonvisualizing.  That  after- 
noon the  temperature  rose  to  102  F.  The  pain  in  the  ab- 
domen still  was  unchanged.  The  following  day  the  gall- 
bladder series  was  repeated  with  a double  dose  of  dye 
and  still  was  nonvisualizing.  The  temperature  rose  to 
102  F.  again  on  that  day  and  antibiotic  coverage  was 
begun  empirically.  There  was  still  no  pain  in  the  lower 
portion  of  the  abdomen  and  the  nausea  was  lessened. 

On  the  third  hospital  day  a partial  obstruction  of  the 
small  intestine  developed  at  the  terminal  ileum.  Roent- 
genograms of  the  abdomen  confirmed  the  fact  that  this 
had  not  been  present  two  days  earlier  as  barium  had 
passed  freely  into  the  colon.  In  fact,  it  was  still  in  the 
colon  in  such  quantity  that  obstruction  secondary  to  the 
barium  was  entertained.  A Miller-Abbott  tube  was  passed, 
but  after  several  h'ours  the  patient  failed  to  show  any 
progress  and  was  taken  to  the  operating  room,  .^t  opera- 
tion a gangrenous  retroileal  appendix  was  found  in  the 
lumen  of  which  were  several  gallstones. 


Discussion 

The  old  cliche  of  “never  try  to  make  more 
than  one  diagnosis  if  it  will  explain  all  symptoms” 
certainly  held  up  in  this  case.  The  patient  had 
obvious  gallbladder  disease.  He  seemed  to  do  well 
at  first,  but  a relapse  and  an  elevation  of  temper- 
ature occurred,  an  obstruction  of  the  distal  por- 
tion of  the  small  bowel  finally  developing.  A gall- 
stone ileus  was  the  prime  suspect  preoperatively. 
The  finding  of  gallstones  in  the  appendix  was  a 
surprise,  but  certainly  harkened  back  to  the  old 
cliche. 

Apparently  the  patient  had  an  acute  chole- 
cystitis and  passed  some  small  stones,  which  be- 
came lodged  in  the  appendix  and  set  up  appendi- 
citis. The  location  of  the  appendix,  high  behind 
the  ileum,  no  doubt  helped  conceal  the  diagnosis 
of  appendicitis  when  the  obstruction  developed. 

Summary 

A case  of  acute  appendicitis  caused  by  gall- 
stones passed  during  an  attack  of  cholecystitis  is 
presented.  The  unusual  etiology  of  this  common 
disease  is  believed  to  be  of  interest. 
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P/‘eJi4ent'i 

Pafe 

Having  “grown  up”  in  the  Florida  Medical  Association,  I find  there  are  many  subjects  that  should 
occupy  my  first  President’s  Page,  but  after  completing  the  appointment  of  almost  60  Committees, 
that  subject  is  foremost  in  my  mind. 

“To  the  victor  belongs  the  spoils”  is  the  adage  by  which  elected  officers  in  many  fields  seem  to 
function.  Xo  doubt  it  exists  to  a small  degree  with  all  officials,  but  Florida  medicine  has  a working 
organization  and  through  the  years  efforts  have  been  made  to  appoint  physicians  who  are  known  to 
be  workers  and  thinkers.  There  are  no  spoils. 

Last  year  President  Quillian  sent  requests  to  all  members  asking  those  who  were  interested  in 
serving  to  indicate  their  particular  Committee  interests.  Many  responded  and  their  replies  were  cata- 
logued. In  January,  I asked  county  society  presidents  to  indicate  physicians,  particularly  young  ones, 
who  had  served  well  in  local  societies  and  were  likely  to  be  an  asset  to  the  Association.  Several  re- 
sponded with  lists  of  doctors  which  were  likewise  catalogued,  although  some  arrived  too  late  to  be 
of  value  this  year.  Unfortunately,  a moderate  number  of  county  societies  usually  do  not  respond  to 
requests  for  information  from  your  Association  until  three,  or  sometimes  four,  requests  are  sent,  mak- 
ing it  slow,  difficult  and  costly  to  maintain  the  local  action  that  so  many  of  us  desire. 

Armed  with  these  lists  of  workers  and  a knowledge  of  many  doctors  over  the  state,  I set  about 
the  task  of  appointing  Committees.  Never  have  I been  confronted  by  a more  difficult  and  sometimes 
frustrating  experience.  In  the  first  place  a President  is  limited  in  the  number  of  appointments  he 
can  make.  Committees  are  appointed  on  a staggered  basis  so  that  there  can  be  no  drastic  turnover 
at  any  time.  Usually  this  plan  permits  the  appointment  of  two  Committee  members  by  each  Presi- 
dent; one  is  limited  to  a particular  district  and  one  appointed  at  large.  In  some  instances.  Commit- 
tees are  at  work  on  particular  projects  and  the  chairman  requests  that  the  appointments  not  be  dis- 
turbed. Consideration  was  always  given  to  this  request.  Several  physicians  occupied  places  on  two 
or  more  Committees  and  a few  even  served  as  chairman  of  two,  a fact  which  seemed  unnecessary 
e.xcept  in  most  unusual  circumstances.  This  was  discussed  with  these  appointees  and  resignations 
were  requested  from  all  but  one.  All  readily  complied.  Some  Committee  members  who  had  not  at- 
tended meetings  or  indicated  interest  in  their  Committees  were  likewise  asked  to  resign  or  in  isolated 
instances  were  removed.  Council  and  Committee  chairmen  who  had  served  four  or  more  years  were 
usually  replaced  unless  they  had  an  incomplete  project.  This  change  necessitated  the  removal  of 
some  of  our  most  capable  and  most  faithful  workers  who  will  undoubtedly  be  utilized  again  in  our 
organization. 

.\s  can  be  seen,  an  attempt  was  made  to  find  new  faces  to  work  in  Florida  medicine  and  to  re- 
turn old  ones  who  are  particularly  capable.  To  a much  smaller  degree  than  I desired,  this  was  suc- 
cessful. -Appointments  were  discussed  with  Council  chairmen  and  most  new  chairmen  of  Commit- 
tees. It  would  have  been  desirable  to  talk  to  each  appointee,  but  that  was  not  possible.  Coopera- 
tion was  terrific!  Only  two  refusals  were  encountered  and  both  members  gave  justifiable  reasons. 

Men  who  may  be  controversial  in  their  thoughts  and  actions  in  some  respects  but  who  stimulate 
thought  and  action  in  others  were  put  to  work.  Men  with  selfish  interests  known  to  supersede  their 
interest  in  the  whole  of  Florida  medicine  were  excluded  when  possible.  Many  doctors  whom  I respect, 
and  admire  and  consider  as  friends  were  not  included  because  positions  simply  were  not  available. 
Some  of  these  had  been  asked  their  Committee  interests  and  yet  could  not  be  appointed.  To  them  I 
apologize.  Vacancies  will  develop,  new  jobs  will  appear;  they  may  yet  be  utilized. 

To  one  and  all,  I express  my  appreciation.  I request  that  Councils  and  Committees  be  active 
and  if  there  are  appointees  who  are  not  interested  or  who  cannot  serve  diligently,  I request  their 
resignation  so  that  others  may  be  activated.  Our  foremost  aim  is  an  active  and  progressive  Florida 
Medical  .Association. 
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Editorials 


The  Limitist-A  Rebuttal 

In  an  editorial  appearing  in  the  iNIarch  1963 
Journal,  Dr.  Willard  E.  Manry  Jr.,  a member  of 
the  Florida  Academy  of  General  Practice,  de- 
fended the  philosophy  behind  the  present  fee 
schedule  provided  under  Workmen’s  Compensa- 
tion. This  schedule  makes  no  distinction  between 
the  services  of  a specialist  for  setting  a difficult 
wrist  fracture,  to  use  Dr.  Manry’s  example,  and 
those  of  a generalist  who  sets  these  same  bones 
in  an  easy,  uncomplicated  and  therefore  “profit- 
able” case.  This  same  writer  indicated  that  any 
proposal  to  compensate  adequately  for  the  com- 
plicated case  should  be  fought  “tooth  and  nail.” 
Although  conceding  that  the  specialist  usually 
performs  a more  difficult  procedure.  Dr.  Manry 
rationalized  away  the  need  for  commensurate  pay- 
ment by  insisting,  in  another  example,  that  if  an 
ear,  nose  and  throat  doctor  will  treat  a cold,  he 
competes  with  the  generalists  and  loses  his  right 
to  be  recognized  as  a specialist.  Instead  he  should 
be  called  a “limitist.”  A limitist,  by  Dr.  Manry’s 
definition,  restricts  himself  to  certain  portions  of 
the  body,  but  will  treat  any  ailment  in  this  re- 
stricted sphere  no  matter  how  trivial.  Thereby  he 
loses  his  rights  as  a specialist  so  far  as  a fee  is 
concerned.  This  writer  leaves  little  doubt  that 
most  of  us  who  specialize  are  actually  limitists. 
We  shall  come  in  a moment  to  his  highly  original 
proposal  as  to  how  his  true  blue,  nonlimitist  spe- 
cialist should  be  compensated. 

First  of  all,  however,  let  us  look  at  how  Dr. 
Manry’s  proposal  hurts  all  doctors  of  whatever 
persuasion  or  degree  of  training.  The  system  of 
free  private  enterprise  manifests  itself  in  medicine 
in  the  arrangement  known  as  fees  for  services.  If 
doctors  are  consistently  paid  less  than  the  true 
worth  of  their  services,  those  services  will  de- 
teriorate in  quality  and  the  system  may  fail.  In 
an  era  of  threatened  government  participation  in 
medicine,  a great  disservice  is  done  to  the  entire 
profession  if  we  must  negotiate  and  find  that  one 
subgroup  of  doctors  insists  that  all  broken  wrists 
or  all  heart  attacks  are  the  same  with  no  distinc- 
tion as  to  the  care  and  skill  required.  This  view 


will  quickly  lead,  as  it  already  has  in  Workmen’s 
Compensation  and  in  some  insurance  policies,  to 
the  setting  of  a price  for  all  broken  wrists  and 
all  heart  attacks  regardless  of  severity.  This 
“average  rate”  once  established,  we  have  seen, 
quickly  becomes  the  “top  rate”  allowed  for  this 
category.  How  can  this  fail  to  happen  if  some 
doctors  will  testify  that  all  cases  in  a given  broad 
diagnostic  category  are  alike?  Only  doctors  can 
force  the  recognition  of  a distinction,  a gradation 
of  skills,  and  Dr.  Manry  will  not  do  this.  I won- 
der if  an  internist  should  bow  out  of  a case  of 
uncomplicated  myocardial  infarction  if  it  appears 
that  the  patient  is  not  going  to  have  an  arrhyth- 
mia or  an  embolus,  or  be  precipitated  into  con- 
gestive failure?  If  he  does  not  do  so,  he  would 
appear  to  live  under  the  danger  of  Dr.  Manry’s 
judgment. 

Pointing  out  that  his  ideal  specialist  handles 
only  difficult  cases,  the  writer  of  the  editorial  then 
throws  him  to  the  wolves  with  the  statement,  “A 
doctor  of  this  type  should  have  no  fee  schedule.” 
Supposedly,  the  patient  is  to  be  given  to  under- 
stand that  since  his  case  is  beyond  the  general- 
ist’s competence,  he  might  just  as  well  prepare  to 
sign  over  all  of  his  worldly  goods  in  advance  of 
seeing  this  exalted  personage.  How  far  behind  the 
times  can  Dr.  Manry  get?  The  general  public 
insists  that  a doctor  place  some  valuation  on  his 
services  in  advance  and  in  some  recognizable 
frame  of  reference.  To  do  so  is  sometimes  very 
difficult,  but  the  majority  of  practicing  physicians 
have  already  shown  their  willingness  to  meet  this 
demand.  We  “limitists”  want  to  be  placed  neither 
on  an  impossibly  high  cloud  of  Dr.  Manry’s  fash- 
ioning, nor  on  the  same  plane  as  the  generalists 
who  are  performing  the  simpler  services.  There 
is  an  equitable  place  in  between  based  on  the 
realities  of  practice,  and  the  cause  of  medicine 
can  only  be  served  if  all  doctors  work  together 
toward  finding  it. 

Dan  C.  Roehm,  M.D. 

Fort  Lauderdale 
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Association 

News 


Major  subjects  on  which  the  House  of  Delegates  took, 
action  at  the  113th  annual  convention  of  the  American 
Medical  Association,  held  in  San  Francisco  June  21-25, 
1964,  included  tobacco  and  health,  human  rights,  physi- 
cian-hospital relations,  continuing  medical  education,  the 
cost  of  medical  care,  and  federal  subsidization  of  pre- 
payment plans  and  health  insurance  companies.  .Approv- 
ing a strong  stand  on  tobacco  and  health,  the  House 
called  cigaret  smoking  “a  serious  health  hazard”  and 
declared  that  “the  .American  Medical  .Association  is  on 
record  and  does  recognize  a significant  relationship  be- 
tween cigaret  smoking  and  the  incidence  of  lung  cancer 
and  certain  other  diseases.”  It  urged  that  programs  be 
developed  to  disseminate  \ital  health  education  material 
on  the  hazards  of  smoking  to  all  age  groups  through  all 
means  of  communication. 

On  the  issue  of  human  rights  the  House  declared  itself 
“unalterably  opposed  to  the  denial  of  membership,  privi- 
leges and  responsibilities  in  county  medical  societies  and 
state  medical  associations  to  any  duly  licensed  physician 
because  of  race,  color,  religion,  ethnic  affiliation,  or  na- 
tional origin.”  It  urged  all  state  medical  associations,  all 
component  societies,  and  all  individual  members  “to  exert 
every  effort  to  end  every  instance  in  which  such  equal 
rights,  privileges  and  responsibilities  are  denied.” 

The  House  adopted  recommendations  designed  to  serve 
as  guidelines  for  physicians  in  meeting  such  problems  of 
physician-hospital  relations  as;  appointment  of  salaried 
chiefs  of  staff ; appointment  of  salaried  heads  of  clinical 
departments;  appointment  of  salaried  directors  of  medical 
education;  employment  of  salaried  physicians  for  out- 
patient and  emergency  departments;  use  of  salaried  physi- 
cians to  provide  care  ordinarily  provided  by  interns  and 
residents;  and  utilization  of  closed  panel  prepayment 
medical  care  programs  by  hospitals.  The  report  contain- 
ing these  recommendations  also  stressed  the  imperative 
need  for  the  medical  profession  to  assume  responsibility 
for  the  quality,  continuity,  and  availability  of  professional 
serxices  and  for  the  coordination  of  these  serxices  xx’ith 
the  other  essential  supportix-e  aspects  of  health  care. 

.An  .Association-sponsored  surx-ey  and  accreditation 
program  in  continuing  medical  education  xvas  authorized 
by  the  House.  In  the  program  attention  xx-ill  be  concen- 
trated on  institutions  and  organizations  offering  courses 
rather  than  on  indix'idual  courses.  .Appraisal  will  be  carried 
out  only  at  their  request  and  ex’entually  only  these  in- 
stitutions and  organizations  and  the  courses  they  offer 
xxill  be  included  in  the  annual  lists  of  “Continuing  Edu- 
cation Courses  for  Physicians.” 

The  .AM.A  Commission  on  the  Cost  of  Medical  Care 
submitted  its  four  x'olume  report  to  the  House.  Its  con- 
clusions and  recommendations  xvill  be  studied  and  reported 
on  at  the  1964  Clinical  Conx-ention.  The  House  reaffirmed 
the  .Association’s  policy  favoring  federal  grants  for  funds 
for  construction  and  renox-ation  of  medical  schools,  hos- 
pitals. related  institutions,  and  mental  health  centers,  but 
urged  that  the  adx-antages  and  desirability  of  multiple 
source  financing  be  kept  clearly  in  mind. 

The  House  xxent  on  record  as  opposing  federal  sub- 
sidization of  prepayment  plans  and  health  insurance  com- 
panies. It  opposed  a poll  of  the  .Association  members  con- 
cerning compulsory  Social  Security  for  self-employed 
physicians  and  also  opposed  polls  of  the  membership  on 
issues  of  “great  or  ex-en  moderate  importance”  because 


the  House  members  express  the  majority  sentiments  of 
their  constituents  on  all  questions  coming  before  the 
House.  .Approval  was  gix’en  to  an  expanded  program  on 
medical  ethics  and  to  a three  point  communications  pro- 
gram designed  to  improve  the  public  relations  position 
of  the  medical  profession. 

Miscellaneous  actions  included  approx’al  of  creation 
of  a Section  on  .Allerg>-,  a comprehensiv-e  inquiry  into  the 
causatix-e  factors  for  the  sharp  increase  in  syphilis  and 
gonorrhea,  and  a national  conference  on  areaxxide  plan- 
ning of  hospitals  and  related  health  facilities.  The  House 
also  agreed  to  broaden  studies  on  the  problems  of  unwed 
mothers,  illegitimacy  and  other  related  matters.  It  sup- 
ported a position  statement  on  protecting  children  against 
physical  abuse  and  agreed  that  a forum  for  representatives 
of  national  medical  specialty  societies  and  the  .American 
.Academy  of  General  Practice  be  held  on  Xov.  1,  1964,  in 
Chicago.  In  addition,  it  recommended  that  the  Board 
of  Trustees  use  the  talents  of  Dr.  Edward  R.  Annis, 
immediate  past  president,  and  other  qualified  spokesmen 
for  medicine  with  appropriate  remuneration.  The  House 
requested  clarification  of  the  ethical  and  legal  limitations 
of  physicians  participating  in  court-ordered,  pre-trial 
psychiatric  examinations  and  urged  the  Association  to 
continue  its  vigorous  opposition  to  tax  regulatioixs  dis- 
criminating against  “prolessional  associations”  and  “pro- 
fessional corporations”  and  its  support  of  legislation 
xvhich  seeks  to  provide  tax  equality  xvith  business  cor- 
porations for  these  professional  organizations. 

Six  of  the  sex'en  resolutions  submitted  by  the  Florida 
delegation  were  adopted  in  principle.  The  subjects  of 
these  resolutions  were:  Corporate  Status  for  Physicians 
to  .Apply  to  U.  S.  Internal  Rex-enue  Code;  Smoking  a”d 
Health;  Medical  Care  for  the  .Aging;  Xeed  for  Family- 
Physicians;  Specialty  Medicine,  and  Welcome  to  .AMA. 
The  resolution  on  AM.A  Prepaid  Life  Membership  was 
referred  to  the  Board  of  Trustees  for  further  study. 

Dr.  .Annis,  of  Miami,  outgoing  President,  was  succeed- 
ed in  office  by  Dr.  Norman  .A.  Welch,  of  Boston,  xvho 
chose  for  his  inaugural  address  the  theme  of  “Unity  in 
.Medicine.”  Dr.  Donoxan  F.  Ward  of  Dubuque,  Iowa, 
Vice  President  of  the  .Association,  xvas  named  President- 
Elect  and  xx-ill  assume  office  at  the  June  1965  annual 
conx-ention  in  New  York  City.  Dr.  .Alx-in  J.  Ingram,  of 
Memphis.  Tenn.,  xvas  elected  to  the  Board  of  Trustees. 
Dr.  Irvine  H.  Page,  director  of  research  of  the  Clex-eland 
Clinic,  receix-ed  the  .AM.A  1964  Distinguished  Serx-ice 
.Award  for  his  inx-estigation  of  cardiac,  x-ascu'ar  and  renal 
disease.  The  .AM.A  Scientific  .Achievement  .Award  was 
given  to  Prof.  Rene  Jules  Dubos,  Ph.D.,  of  the  Rocke- 
feller Institute,  Nexv  York  City,  and  the  Joseph  Gold- 
berger  .Axx-ard  in  Clinical  Nutrition  to  Dr.  William  J. 
Darby,  of  Vanderbilt  Unix-ersity  School  of  Medicine. 
Nashx-ille. 

Final  registration  figures  reached  a grand  total  of 
49,437,  including  14,229  physicians.  The  entire  Florida 
delegation  xvas  in  attendance  xx'ith  the  exception  of  the 
chairman.  Dr.  Reuben  B.  Chrisman  Jr.,  who  was  unable 
to  attend  because  of  illness  in  his  family.  Dr.  Robert 
E.  Zellner,  his  alternate,  xx-as  seated  in  his  stead. 

Respectfully  submitted, 

Jere  W.  .Annis,  M.D. 

Burns  .A.  Dobbins  Jr.,  M.D. 

Meredith  Mallory,  M.D. 

Robert  E.  Zellner,  M.D. 

Francis  T.  Holland,  M.D.,  .Acting 
Chairman 
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Florida  Orthopedic  Society 
Fall  Meeting 

The  annual  fall  meeting  of  the  Florida  Ortho- 
pedic Society  was  held  in  October.  Abstracts  of 
papers  comprising  the  scientific  program  follow; 

“Conservative  Treatment  of  Abduction  Frac- 
tures of  the  Femoral  Neck,”  Richard  A.  Worsham, 
M.D.,  Jacksonville. — The  author  presented  nine 
patients  who  had  sustained  fractures  of  the  fem- 
oral neck  with  clinical  stability  following  the  in- 
jury with  a valgus  relationship  between  the  head 
and  neck  of  the  femur.  Fractures  were  treated 
by  bed  rest,  immediate  chair  privileges  and 
crutches  without  weight  bearing  until  union  was 
demonstrated  by  x-ray.  Stress  was  placed  upon 
the  necessity  for  the  absence  of  any  significant 
deformity  at  the  fracture  site  in  both  the  antero- 
posterior and  lateral  view,  and  it  was  noted  that 
all  the  patients  were  women  in  the  general  age 
range  of  45  to  50  years. 

“Posterior  Dislocation  and  Posterior  Fracture 
—Dislocation  of  the  Humerus,”  Jos.  H.  Dimon 
III,  M.D.,  Atlanta,  Georgia. — Posterior  disloca- 
tion of  the  shoulder  is  a rare  condition  and  is 
divided  into  three  categories:  (1)  posterior  dislo- 
cation following  febrile  illnesses  with  convulsions 
or  electroshock  therapy  and  presumably  due  to 
muscular  wrenching;  (2)  fracture  dislocation  of 
the  shoulder  as  the  result  of  direct  trauma;  and 
(3)  nontraumatic  dislocation  as  the  result  of  con- 
genital hyperextensile  joints.  In  all  three  cate- 
gories it  was  pointed  out  that  the  anteroposterior 
■X-ray  view  is  seldom  diagnostic  and  may  in  fact 
appear  almost  normal  in  that  an  axillary  lateral 
view  of  the  shoulder  is  required  for  diagnosis.  The 
end  results  of  surgical  treatment  of  these  various 
categories  were  discussed. 

“Congenital  Absence  of  the  Femur,”  William 
J.  Hutchison,  M.D.,  and  Francis  T.  Holland, 
M.D.,  Tallahassee.  — The  authors  discussed  the 
possible  etiologic  factors  in  congenital  absence  of 
the  femur  and  thought  that  most  likely  external 
environment  influences  this  anomaly  at  the  criti- 
cal time  of  organ  development  and  is  the  most 
likely  cause.  The  therapeutic  management  of  the 
patients  revolves  about  obtaining  stability  at  the 
hip  and  fitting  them  with  prosthe.ses  to  overcome 


the  severe  leg  length  discrepancy.  The  authors 
presented  two  patients  in  whom  they  had  estab- 
lished hip  stability  by  the  surgical  production  of 
an  acetabular  shelf  to  stabilize  the  deformed  prox- 
imal femur  and  two  other  patients  who  were  be- 
ing treated  in  abduction  splints  in  a conservative 
effort  to  produce  a similar  shelf.  They  stated  that 
the  patients  walked  better  with  the  foot  as  a base 
in  the  prosthesis,  although  with  obvious  cosmetic 
deformity.  They  presented  two  patients  in  whom 
the  foot  had  subsequently  been  amputated  follow- 
ing hip  stabilization  and  stated  their  gait  was  not 
as  good  as  it  was  prior  to  the  amputation  of  the 
foot  although  they  thought  the  gait  was  improv- 
ing and  expected  continued  improvement. 

“Tibia  Vara,”  Robert  P.  Reiser,  M.D.,  Coral 
Gables. — The  author  presented  23  cases  of  tibia 
vara  or  Blount’s  disease.  After  a review  of  the 
pertinent  literature,  the  cases  were  divided  into 
those  appearing  in  the  early  years  of  life  termed 
infantile  in  type  and  those  appearing  in  later 
years  in  life  termed  juvenile  in  type.  They  are  to 
be  distinguished  from  the  physiological  varus  de- 
formities of  the  extremities  in  young  children  and 
by  the  abrupt  deformity  at  the  knee  rather  than 
the  general  curve  of  the  physiological  deformity. 
The  infantile  type  of  the  disease  is  best  managed 
conservatively  with  braces,  and  the  author  pre- 
sented illustrations  of  successful  management  by 
this  nonoperative  treatment.  In  those  patients 
who  did  not  respond  to  conservative  care,  lateral 
closure  of  the  proximal  tibial  epiphysis  was  uti- 
lized in  an  attempt  to  obtain  correction  of  the 
deformity  during  the  growing  years,  and  in  those 
patients  in  whom  this  method  failed  to  correct 
the  deformity  satisfactorily,  osteotomy  of  the 
proximal  tibia  was  advocated  after  cessation  of 
growth.  It  was  pointed  out  that  if  osteotomy  was 
performed  prior  to  cessation  of  growth,  the  de- 
formity was  likely  to  recur  and  the  patient  was 
likely  to  require  repeated  osteotomies  to  maintain 
a satisfactory  result. 

“The  Pathogenesis  of  Discogenic  Backache,” 
Carroll  B.  Larson,  M.D..  Iowa  City,  Iowa. — The 
author  presented  a basic  discussion  of  the  known 
pathogenesis  of  discogenic  backache.  He  present- 
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ed  evidence  that  the  normal  intervertebral  disk 
operates  under  30  to  35  pounds  of  hydraulic  pres- 
sure in  the  upright  position  and  that  this  hydrau- 
lic pressure  is  contained  by  the  annular  and  lon- 
gitudinal ligaments  of  the  spine.  This  pressure  is 
the  result  of  the  migration  of  fluid  or  imbibition 
into  the  semigelatinous  nucleus  of  the  disk.  The 
author  thought  that  deformity  of  the  nucleus  of 
the  disk  altering  the  hydraulic  stresses  on  the 
annular  ligament  and  stimulating  C-fibers  dem- 
onstrated in  the  longitudinal  ligaments  produces 
backache  without  nerve  root  involvement.  These 
variations  in  hydraulic  pressure  result  from  trau- 
matic or  degenerative  change  with  biochemical 
reflections  in  the  ground  substance  of  the  annular 
ligament.  Associated  with  these  basic  findings  the 
author  presented  clinical  e.xamples  of  disk  de- 
formity both  by  physical  examination  and  x-ray. 
He  also  stated  that  the  secondary  cause  of  defor- 
mation of  the  intervertebral  disk  is  muscular  im- 
balance between  the  extensors  of  the  trunk  and 
the  abdominal  muscles  acting  as  fle.xors.  Conser- 
vative management  of  these  problems  was  then 
presented  and  discussed  in  some  detail  both  by 
the  author  and  members  of  the  society. 

“The  Scope  of  Fat  Embolism,”  Walter  C. 
Jones  III,  M.D.,  Coral  Gables. — The  author  pre- 
sented a review  of  the  incidence,  etiology,  clinical 
science,  differential  diagnosis,  diagnostic  aids,  and 
methods  of  treatment  of  fat  embolism.  This  ma- 
terial was  illustrated  with  a report  of  two  fatal 
cases  of  fat  embolism  following  fracture  of  the 
tibia  in  one  instance  and  fracture  of  the  femur 
in  the  other. 

“The  Orthopedic  Surgeon  and  Rehabilitation,” 
Augusto  Sarmiento,  M.D.,  and  Newton  C.  McCol- 
lough  III,  M.D.,  Miami. — The  authors  traced  the 
evolution  of  rehabilitation  services  following 
World  War  II  and  pointed  out  that,  in  1958,  80 
per  cent  of  orthopedic  rehabilitation  was  being 
carried  out  by  physiatrists  who  had  formed  and 
administered  rehabilitation  centers.  Diseases  such 
as  cerebral  palsy,  muscular  dystrophy,  arthritis, 
poliomyelitis  and  paraplegia  and  treatment  of  am- 
putees had  passed  from  the  traditional  orthopedic 
pattern  into  management  by  physiatrists.  The  au- 
thors noted  that  in  these  circumstances  the  ortho- 
pedic surgeon  was  relegated  to  the  role  of  a sur- 
gical technician  at  the  behest  of  the  physiatrist 
and  thought  that  this  did  not  represent  the  best 
interest  of  the  patients.  They  described  the  for- 
mation and  administration  of  a rehabilitation  cen- 
ter at  Jackson  Memorial  Hospital  in  Miami  super- 


vised by  the  orthopedic  surgical  service.  Points 
of  interest  were  the  low  hospital  stay  for  patients 
with  these  chronic  problems,  averaging  22  days, 
and  the  establishment  of  group  physiotherapy 
which  the  authors  thought  demonstrated  some 
of  the  ancillary  benefits  of  group  psychotherapy 
in  elderly  patients  with  rehabilitation  problems. 

“Two-Plate  Fixation  of  Femoral  Shaft  Frac- 
tures,” Ronald  J.  Mann,  M.D.,  Miami. — The  au- 
thor presented  a review  of  the  literature  on  the 
use  of  two-plate  fi.xation  in  the  treatment  of  frac- 
tures of  the  femoral  shaft.  He  discussed  the  opera- 
tive technique  and  presented  20  cases.  Postopera- 
tively  the  patients  were  treated  in  balanced  sus- 
pension and  allowed  to  ambulate  on  crutches  with- 
out weight  bearing.  In  all  cases  presented  union 
had  taken  place  between  14  and  24  weeks  post- 
operatively.  The  author  pointed  out  that  this 
method  of  treatment  did  not  supersede  conserva- 
tive care  in  traction  or  the  use  of  an  intermedul- 
lary  rod  for  internal  stabilization  and  pointed  out 
that  it  should  be  reserved  for  those  cases  which 
by  virtue  of  the  types  of  injury  or  other  ancillary 
problems  are  not  suitable  for  conservative  care. 

Resident’s  Award 

The  society  has  established  an  annual  award 
for  the  best  manuscript  on  orthopedic  research  by 
residents  in  training  in  the  state  of  Florida.  Manu- 
scripts were  judged  by  Dr.  Baxter  L.  Clement  of 
Ft.  Lauderdale,  Dr.  William  J.  Hutchison  of  Tal- 
lahassee, and  Dr.  James  West  of  Sarasota,  Chair- 
man. The  award  was  presented  to  Dr.  Steve  H. 
Gilman  of  the  University  of  Florida  in  Gaines- 
ville who  presented  an  experiment  in  which  he 
had  done  simultaneous  homogenous  autogenous 
transplants  of  the  metatarsal  shafts  of  rabbits  at 
intervals  varying  from  two  to  12  days  following 
the  first  transplantation.  The  transplants  were 
retransplanted  back  into  the  original  donor  ani- 
mal. Twenty-one  days  following  the  second  re- 
transplantation, the  specimens  were  obtained  for 
histological  study.  The  author  pointed  out  that 
the  survival  time  of  homogenous  bone  grafts  is 
nine  days  in  varying  species.  He  demonstrated 
that  irreversible  changes  occur  in  the  cells  of 
homogenous  bone  transplants  six  days  after  trans- 
plantation. He  concluded  that  metabolic  changes 
occur  in  transplanted  cells  48  to  72  hours  before 
these  changes  can  be  detected  by  conventional 
histologic  techniques. 

William  F.  Enneking,  M.D. 

Gainesville 
Program  Chairman 
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PEPTIC  ULCER  • FUNCTIONAL  H Y P E R M O T I L I T Y • IRRITABLE  COLON 


I 


PRO-BANTHiNE  (propantheline  bromide)  Assures  AuthoNtative 
Anticholinergic  Control  in  Gastrointestinal  Dysfunctions 


Tile  clear  and  consistent  therapeutic  benefits 
of  Pro-BantliTne  (propantheline  bromide)  have 
made  it  the  preferred  anticholiyergic  for  the 
past  decade. 

During  that  time,  many  compounds  have 
been  developed  and  proposed  as  alternatives. 
In  the  appraisal  of  Roach'  “. . . few,  if  any,  have 
seemed  to  offer  a distinct  improvement, . . .” 

Early  investigations  showed  that  Pro- 
Banthine  (propantheline  bromide)  reduces  mo- 
tility and  acid  secretion  and  may  be  used  in  a 
wide  range  of  dosage,  to  bring  prompt,  positive 
anticholinergic  benefits  to  patients  with  peptic 
ulcer,  spastic  colon,  pylorospasm  and  related 
gastrointestinal  dysfunctions. 

Recent  evaluations  sustain  these  earlier 
judgments.  In  a current  authoritative  assess- 
ment based  mainly  on  the  factors  of  potency, 
superiority  to  atropine,  clinical  experience  and 
physiologic  study,  Steinberg  and  Almy-  select 
as  the  first  two  preferred  anticholinergic  drugs, 
methantheline  [Banthine]  and  propantheline 
[Pro-BanthTne]. 


The  name  Pro-Banthine  (propantheline  bro- 
mide) sets  a stamp  of  therapeutic  authority  on 
any  anticholinergic  prescription. 

Side  Effects  and  Precautions— Viinury  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  usual  adult  dosage  is  one  tablet 
of  15  mg.  with  meals  and  two  at  bedtime; 
this  amount  may  be  doubled  or  tripled  for  pa- 
tients with  severe  conditions.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 

Research  in  the  Service  of  Medicine 

1.  Roach,  T.  C.:  Therapy  of  Peptic  Ulcer,  J.  Louisiana  Mccl.  Soc. 
ii5.136-l.39  (April)  1963. 

2.  Stcinlierg,  H.,  and  Almy,  T.  P.,  Drugs  for  Gastrointestinal  Dis- 
turhancc’s,  Chajiter  21,  in  Model!,  W.  (editor):  Drugs  of  Choice 
-1964-196.5,  St.  Louis,  The  C.  V.  Mosby  Company,  1964, 
p.  343. 
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News 


The  Fall  Meeting  of  the  Florida  Orthopedic 
Society  is  being  held  at  the  International  Inn  in 
Tampa  beginning  on  Friday  afternoon,  September 
25  and  ending  with  a business  meeting  on  Sunday 
morning,  September  27,  according  to  announce- 
ment by  Dr.  William  J.  Hutchison  of  Tallahassee, 
program  chairman  of  the  Society. 

The  Annual  Fall  Meeting  of  the  Florida  Soci- 
ety of  Anesthesiologists  will  be  held  on  October 
10  at  the  Hotel  Singapore  at  Miami  Beach. 

Dr.  G.  Dekle  Taylor  of  Jacksonville  has  been 
appointed  Florida  State  Chairman  of  the  Deafness 
Re.search  Foundation. 

The  Eighth  Program  of  Postgraduate  Medical 
Education  for  Latin  American  Physicians  is  being 
held  at  the  University  of  Miami  School  of  Medi- 
cine during  the  months  of  August,  September  and 
October.  Participating  in  a symposium  on  the 
formal  organization  of  American  Medicine  on 
September  9 will  be  Dr.  Warren  W.  Quillian  of 
Coral  Gables,  Immediate  Past  President  of  the 
Florida  Medical  Association;  Dr.  Homer  L.  Pear- 


son Jr.  of  Miami,  Secretary  of  the  Florida  State 
Board  of  Medical  Examiners,  and  Dr.  DeWitt  C. 
Daughtry  of  Miami,  President  of  the  Dade  Coun- 
ty Medical  Association. 

The  Seventh  Annual  Medical  Progress  Assem- 
bly sponsored  by  the  Birmingham  Academy  of 
Medicine  has  been  scheduled  for  September  13-15 
at  the  Parliament  House  in  Birmingham.  .A  total 
of  22  hours  of  Category  I credit  will  be  allowed 
by  the  American  .Academy  of  General  Practice  for 
the  programs. 

The  Third  Annual  Physicians’  Seminar  on 
Respiratory  Diseases  will  be  held  at  the  Cherry- 
Plaza  Hotel  in  Orlando  on  Saturday  and  Sunday, 
September  12-13.  Out-of-state  speakers  include 
Dr.  Leighton  Cluff  of  Baltimore,  Dr.  Joseph  W. 
Peabody  Jr.  of  Washington  and  Dr.  John  H. 
Seabury  of  New  Orleans. 

The  Postgraduate  Seminar  of  the  Duval  Coun- 
ty Medical  Society  has  been  scheduled  for  Sep- 
tember 26-27  at  the  Hotel  Robert  Meyer  in  Jack- 
sonville. 


The  15th  Annual  Scientific  Assembly  of  the 
Florida  Academy  of  General  Practice  is  being  held 
aboard  the  Italian  cruise  ship  M'S  Riviera  sailing 
from  Fort  Lauderdale  on  October  31  for  Ocho 
Rios  and  Montego  Bay,  returning  to  Fort  Lauder- 
dale on  November  5.  The  program,  co-sponsorcd 
by  the  Florida  Medical  Association  and  in  cooper- 
ation with  the  University  of  Florida  College  of 
Medicine,  will  be  presented  by  18  speakers.  Phy- 
sicians from  Florida  participating  include  Drs. 
Lester  R.  Dragstedt  and  Richard  P.  Schmidt  of 
Gainesville,  and  Drs.  J.  Brooks  Brown  and 
G.  Dekle  Taylor  of  Jacksonville. 

Dr.  Alan  Cazort,  Professor  of  Allergy  at  the 
University  of  Arkansas  School  of  Medicine  at  Lit- 
tle Rock,  was  the  guest  speaker  at  the  meeting 
sponsored  by  the  Okaloosa  County  Medical  As- 
sociation on  July  14.  Invited  guests  included 
members  of  the  Walton  County  Medical  Associa- 
tion, the  Santa  Rosa  County  Medical  Association 
of  physicians  at  Eglin  Air  Force  Base.  Arrange- 
ments for  the  meeting,  held  at  the  Officers  Beach 
Club  on  the  Base,  were  made  by  Col.  Adanto 
A.S.  D’Amore. 


Meetings 


August 

Florida  Proctologic  Society,  .\ugust  13-14,  Buccaneer  Inn, 
Jekyll  Island,  Georgia 

Fourteenth  Annual  Postgraduate  Obstetric-Pediatric  Semi- 
nar, .\ugust  20-21,  Daytona  Plaza  Hotel,  Daytona 
Beach 


September 

Physicians’  Seminar  on  Respiratory  Disease,  Third  .An- 
nual, September  12-13,  Cherry  Plaza  Hotel,  Orlando 
Florida  Orthopedic  Society,  Fall  Meeting,  September  25- 
27,  International  Inn,  Tampa 
Postgraduate  Seminar  of  the  Duval  County  Medical 
Society,  September  26-27,  Hotel  Robert  Meyer,  Jack- 
sonville 

Twelfth  Annual  Diabetes  Seminar,  September  30-October 
2,  Balmoral  Hotel,  Miami  Beach 


October 

Florida  Society  of  .Anesthesiologists,  October  10,  Hotel 
Singapore,  Miami  Beach 

Scientific  .Assembly  Cruise,  Florida  .Academy  of  General 
Practice,  M/S  Riviera,  Leaves  Fort  Lauderdale,  Octo- 
ber 31,  returns  November  S 


liabetic 

IBI  lowers  high  blood 
ars  without  promoting 
synthesis,  encourages 
dual  weight  loss^'^ 


to  manage  the  overweight  stable  adult  diabetic  unresponsive  to  diet  alone 

DBi:  DBI-TDe 

tablets  25  mg.  timed-disintegration  capsules  50  mg. 

BRAND  OF  PHENFORMIN  HCI 

DBI  promotes  glucose  utilization  via  the  physiologic  Embden-Meyerhof  pathway... 
reduces  high  blood  sugars,  lowers  toward  normal  elevated  blood  insulin  levels,  encour- 
ages gradual  weight  reduction.  For  the  ketoacidosis-prone  diabetic,  however,  insulin 
is  still  the  essential  hypoglycemic  agent. 

side  effects:  Gastrointestinal,  occurring  more  often  at  higher  dosage  levels,  abate  promptly 
upon  dosage  reduction  or  temporary  withdrawal,  precautions:  Occasionally  an  insulin- 
dependent  patient  will  show  “starvation”  ketosis  (acetonuria  without  hyperglycemia)  which 
must  be  differentiated  from  “insulin-lack”  ketosis  which  is  accompanied  by  acidosis,  and 
treated  accordingly.  Lactic  acidosis  has  been  reported  in  non-diabetics  and  diabetics  treated 
with  insulin,  with  diet,  and  with  DBI.  Question  has  arisen  regarding  possible  contribution 
of  DBI  to  lactic  acidosis  in  patients  with  renal  impairment  and  azotemia  and  also  those  with 
severe  hypotension  secondary  to  myocardial  or  bowel  infarction.  Periodic  B.  U.  N.  determina- 
tions should  be  made  when  DBI  is  administered  in  the  presence  of  chronic  renal  disease. 
DBI  should  not  be  used  when  there  is  significant  azotemia.  Any  cardiovascular  lesion  that 
could  result  in  severe  or  sustained  hypotension,  which  may  itself  lead  to  development  of  lactic 
acidosis,  should  be  considered  cause  for  immediate  discontinuation  of  DBI  at  least  until 
normal  blood  pressure  has  been  restored  and  is  maintained  without  vasopressors.  Should 
lactic  acidosis  occur  from  any  cause,  vigorous  attempts  should  be  made  to  correct  circulatory 
collapse,  tissue  hypoxia,  and  pH.  contraindications:  Severe  hepatic  disease,  renal  disease  with 
uremia,  cardiovascular  collapse.  Not  recommended  without  insulin  in  acute  complications  of 
diabetes  (metabolic  acidosis,  coma,  severe  infections,  gangrene,  surgery),  pregnancy  warning: 
During  pregnancy,  until  safety  is  proved,  use  of  DBI,  like  other  oral  hypoglycemic  drugs,  is 
to  be  avoided.  Consult  product  brochure  for  full  information. 

1.  Gordon,  E.S.:  Metabolism  11:819,  1962.  2.  Grodsky,  G.M.  et  al.:  Metabolism  12:278,  1963. 

з.  Weller,  C.  et  al.:  Scientific  Exhibit,  A.M.A.,  June  1962.  4.  Sadow,  H.S.:  Metabolism  12:333,  1963. 
5.  Faludi,  G.:  J.  Am.  Med.  Women's  Assoc.  18:722,  1963.  6.  Faludi,  G.:  Geriatrics  18:452,  1963. 
7.  Williams,  R.H.:  Textbook  of  Endocrinology,  Ed.  3,  Saunders,  Phila.,  1962,  p.  610.  8.  Weller,  C.  and 
Linder,  M.:  Am,  Therap.  Soc.,  June  1963,  9.  Moss,  J.  M.  et  al.:  Med.  Times,  July  1964. 
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CLASSIFIED 

Advertising  rates  for  this  column  are  S5.00  per 
insertion  for  ads  of  25  words  or  less.  Add  20(  for 
each  additional  word. 


W.^NTED:  Pediatrician,  ENT,  Internist  and  Der- 

matologist for  new  medical  building  ready  Feb.  IS. 
.\djacent  to  hospital  in  beautiful  location  on  Gulf  of 
Mexico.  Fine  practice  opportunity.  Write  69-510,  P.O. 
Box  2411,  Jacksonville,  Fla. 

W.\NTED:  Pediatrician  for  association  with  two 

obstetricians.  Office  space,  basic  equipment  and  guar- 
anteed income  are  available  for  an  acceptable  man. 
Write  69-551,  P.O.  Box  2411,  Jacksonville,  Fla. 


W.\NTED:  General  Practitioner  for  Clinic-Hos- 
pital. Salary  open — plus  bonus.  Write  69-535,  P.O. 
Box  2411,  Jacksonville,  Fla. 


FOR  RENT:  Complete  office,  seven  rooms,  water- 

front Doctors  Building.  $225.  per  month,  .\ir-condi- 
tioning,  heat,  hot  water,  janitor  service.  Downtown. 
Free  parking  for  patients.  Contact  S.  J.  Wilson,  M.D., 
309  N.E.  River  Drive,  Fort  Lauderdale,  Florida. 


OBSTETRICI.\N  - GYNECOLOGIST  W.\NTED: 
To  associate  with  two  man  group.  Large  established 
practice  in  Miami;  Board  eligible  or  certified;  prefer 
under  age  35.  Write  P.O.  Box  384,  Miami  Shores,  Fla. 


FOR  IMMEDI.\TE  S.\LE;  Combination,  well 
established  Miami  Beach  medical  practice  plus  suc- 
cessful next-door  optical  business  as  a unit.  Will  sacri- 
fice. Write  69-593,  P.O.  Box  2411,  Jacksonville,  Fla. 


FOR  S.ALE:  Westinghouse  X-ray  machine,  50 
milliamp,  tilt  table.  Good  condition.  Reasonable. 
Write  William  R.  Earnhart,  M.D.,  1004  E.  .\tlantic, 
Delray  Beach,  Fla.  or  call  278-3222- 


GENER.-\L  SURGEON:  Board  certified,  former 
Fellow  in  Surgery  at  the  Lahey  Clinic.  Boston.  White, 
male,  aged  48.  Seeking  location  in  S.E.  Florida.  Fami- 
ly reasons.  Seeking  association  with  established  spe- 
cialist or  group.  Write  69-575,  P.O.  Box  2411,  Jack- 
sonville, Fla. 


OFFICE  FOR  RENT:  I am  moving  my  office  be- 
fore lease  expires.  Will  subsidize  if  interested  in  rent- 
ing office  in  Orlando,  Florida.  Write  or  call  William 
H.  Ferguson,  M.D.,  99  W.  Columbia.  Orlando,  Fla. 
Phone  241-5679. 


INTERNIST:  Multispecialty  group  in  N.W.  Flor- 
ida serving  large  referral  area  desires  to  add  one  or 
two  Board  eligible  Internists  to  the  Department  of 
Medicine.  Inquiries  invited  from  men  completing 
training  in  1964  and  1965.  Write  69-599,  P.O.  Box 
2411,  Jacksonville,  Fla. 


NEW  MEDIC.-XL  BUILDING:  Under  construc- 

tion. Completion  September.  Custom  designed  offices 
including  air-conditioning,  heat  and  janitorial  services. 
Convenient  to  St.  Vincent’s  hospital.  For  information 
call  Charter  Realtors.  387-65 11-Ext.  356. 


FOR  WELL  TR.\INED  OPHTH.\LMOLOGIST: 
wide  open  location  in  outstanding  lower  East  coast 
community.  Very  attractive  arrangements  for  right 
man.  Write  69-600,  P.  O.  Box  2411,  Jacksonville,  Fla. 


FOR  S.-\LE:  Practical  and  beautifully  located  prac- 
tice North  Tampa  area.  Potential  unlimited.  (Retir- 
ing). Send  for  pictures  and  brochure.  Clenton  White- 
hurst, M.D.,  P.O.  Box  188,  Land  O Lakes.  Florida. 
Phone  Tampa  949-18CX). 


OBSTETRICLW'-GYNECOLOGIST  with  Florida 
license,  age  32,  married,  completing  approved  residency 
in  Baltimore,  Maryland,  in  July  1965  seeks  associa- 
tion leading  to  eventual  partnership.  Write  69-602, 
P.O.  Box  2411,  Jacksonville,  Fla. 

W.\NTED:  General  Practitioner  (.\..\.G.P.)  and/or 
General  Surgeon  (Boards)  to  join  2 established  Gen- 
eral Practitioners  in  rapidly  growing  community.  New 
200  bed  hospital  under  construction.  Guarantee  or 
other  liberal  arrangements.  Write  69-601,  P.O.  Box 
2411,  Jacksonville,  Fla. 

PR.\CTICE  FOR  S.\LE:  Internal  Medicine  and 
.\llergy.  Location  Perrine,  Fla.  Gross  Income  over 
$20,000.  Office  and  equipment  included.  Phone  667- 
2695  or  write  730  Cremona  .-\ve..  Coral  Gables,  Fla. 

SPRINGFIELD  MEDIC.\L  CENTER:  507  W. 

10th  St.  One  block  from  Duval  Medical  Center,  across 
the  street  from  Blood  Bank  and  St.  Luke’s  hospital. 
Includes  3 examining  rooms,  dark  room,  reception 
room  and  lab.  For  information  call  Charter  Realtors, 
phone  387-6511 — Ext.  356. 


FOR  LE.\SE  OR  RENT:  Beautiful  suites  for 

physicians,  surgeons,  general  practitioners,  etc.  .\ir- 
conditioned,  piped  music,  ideal  location  in  St.  Nicholas 
Medical  Center,  3127  .\tlantic  Blvd.,  Jacksonville. 
Contact  W.  G.  .-Mien  Jr.,  3116  .-\tlantic  Blvd.  Phone 
EX  8-5500. 


W.-\NTED:  G.P.  with  surgical  training.  57  bed 

hospital  with  modern  equipment.  Growing  town  of 
7,500  with  drawing  area  of  more  than  20,000  on  ocean 
north  of  Jacksonville.  Write  to  .\dm.,  Humphreys 
Memorial  Hospital,  Fernandina  Beach,  Florida. 


GENER.AL  PR.ACTITIONER  W.ANTED:  To 

work  with  young  G.P.  in  two  offices.  Salary  to  start. 
Opportunity  unlimited  for  ambitious  man.  Write  or 
Call  Robert  H.  Jacobs.  M.D.,  112  West  Pablo,  Lake- 
land. Florida.  Phone  682-5109. 


FURNISHED  OFFICE  SP.^CE  available  for  Gen- 
eral Practitioner.  Use  of  laboratory  and  x-ray  included. 
Central  Florida  area.  Write  69-590,  P.O.  Box  2411, 
Jacksonville,  Fla. 


W.\NTED:  Florida  licensed  General  Practitioner 

or  Internist.  Institutional  work  in  Miami.  Hours  can 
be  arranged.  Phone:  Medical  Director,  371-1371. 

Miami. 


GENER.AL  PR.ACTITIONER  AND  GENERAL 
SURGEON:  to  take  over  my  large  practice  in  Live 
Oak,  Fla.  New  modern,  air-conditioned  office.  77  bed 
modern  hospital.  Office  equipment  available  if  de- 
sired. Community  needs  a good  man.  If  interested, 
call  or  write:  S.  L.  Hadden,  M.D.,  P.O.  Box  179, 
Live  Oak,  Fla.  Res.  phone  362-2400  — Bus.  phone 
362-1331. 


GENER.\L  SURGEON:  Excellent  opportunity  in 
prosperous  area  on  Florida’s  West  Ccast.  Board  eligible 
or  certified  surgeon  to  do  all  surgery  for  two  estab- 
lished general  practitioners.  Full  time  coverage  of 
practice;  no  general  practice  necessary.  Weekends  off 
and  good  income.  Beautiful  new  hospital  and  office. 
Contact  R.  Henry,  M.D..  621  Jefferson  St.,  Brooks- 
ville,  Fla.  33512. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service.  P.O.  Box  2411,  Jacksonville  3.  This  serv- 
ice is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates  and  is 
without  charge. 
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Effective  July  3 a change  was  made  in  the  procedure  for  prescribing  the  useful  drug 
Percodan.  Regulations  will  no  longer  allow  doctors  to  prescribe  this  popular  product 
by  telephone.  Instead  a written  prescription  must  be  presented  before  Percodan 
can  be  dispensed. 
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SUPPLY  COMPANY 


Are  you  just  starting  or  hove  you  been  in  practice?  We  can  supply  you  with  cJis 
tinctive  and  madern  equipment  for  your  office. 

It  increases  your  efficiency  and  makes  your  work  easier. 


Ph.  EL  5-8391 


P.  O.  Box  2580 — 1050  W.  Adams 


Jacksonville,  Fla. 


A COMPLETE  BUSINESS  SERVICE 
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FOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 


PM  FLORIDA 


233  Fourth  Avenue,  N.  E. 
St.  Petersburg,  Florida 
Phone  862-6903 


314B  John  Ringling  Blvd. 
Sarasota,  Florida 
Phone  388-1604 


12490  N.  E.  ■’th  Ave. 
Carlaine  Bldg. 

Suite  209-10 
Miami,  Florida 
Phone  751-2101 


Affiliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 


HCV  CREME 

3%  lodochlorhydroxyquin 
1%  Hydrocortisone  alcohol 
Antifungal  Antiinflammatory 

Antibacterial  Antipruritic 

A white  vanishing  cream 

AURAL  ACUTE  (pdr  Pg  858) 

The  ear  drop  of  the  year.  Combining: 


Polymyxin  B Sulphate  lO.OOOu 

Neomycin  Sulfate  5mg 

Hydrocortisone  Alcohol  1% 

PC  MX  0.05% 

Pramoxine  HCL  1% 


Antibacterial,  antifungal,  anti-inflammatory,  anaesthetic: 
the  complete  answer  for  External  Otitis. 


SAROCYLINE  250mg 

U.S.P. 

Tetracycline  Hcl  at  a tremendous  economy  to  your  pa- 
tient. Look  for  the  green  and  white  capsule. 

QUALITY  — ECONOMY 

SARON  PHARMACAL  CORP. 

St.  Petersburg,  Florida 
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Outwardly  calm... but  what  goes  on  inside? 


Appearances  on  the  outside  do  not 
necessarily  suggest  what  goes  on  in- 
side. This  is  particularly  true  of  the 
ulcer  patient,  who  may  appear  jolly 
and  unruffled  to  his  neighbors,  but 
presents  to  you  the  classic  symp- 
toms: organic  and  functional  dis- 
orders of  the  G.I.  ti’act,  associated 
with  anxiety  and  tension. 

Consider,  when  you  see  him  next, 
the  value  of  pathilon®  sequels® 
with  Phenobarbital,  which  provides 
sustained  anticholinergic  protection 


from  spasm  and  pain  in  the  target 
areas,  as  well  as  sustained  pheno- 
bai^i^al  action  against  triggering 
anxiety.  The  controlled  release  of  the 
active  ingredients  in  the  sequels® 
formulation  means  protective  medi- 
cation day  and  night. 

Effective  in  peptic  ulcer,  intestinal 
colic,  ileitis,  esophageal  spasm,  spas- 
tic colon,  alcohol-induced  G.I.  upsets, 
gastric  hypermotility  and  anxiety 
neurosis  with  G.I.  symptoms.  Should 
be  used  as  adjunct  to  other  measures. 


Side  Effects  (due  to  tridihexethyl 
chloride)  : dry  mouth,  blurring  of 
vision,  constipation. 
Contraindications:  urinary  bladder 
neck  obstruction;  glaucoma;  ob- 
structive congenital  anomalies  of  the 
gastrointestinal  tract;  pyloric  ob- 
struction; congenital  megacolon;  and 
stenosing  gastric  or  duodenal  ulcer 
with  significant  gastric  retention. 

Also  available,  without  phenobar- 
bital, as  PATHILON®  Tridihexethyl 
chloride  sequels®  75  mg. 


Pathilon®  Sequels®  with  Phenobarbital 


Sustained  Release  Capsules 


Each  capsule  contains : Tridihexethyl  chloride,  75  mg.,  and  phenobarbital,  45  mg. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

279-4 


SANITARIUM 

AND  OUTPATIENT  CLINIC 


MEDICAL  DIRECTORS: 

James  A.  Becton.  M.D.,  F.A.P.A. 

James  K.  Ward,  M.D.,  F.A.P.A. 

Location:  7000  5th  Avenue,  South 

Box  2896,  Woodlawn  Station 
BIRMINGHAM,  ALABAMA  35212 
Phone,  595-1151 


is  a private  psychiatric  hospital  established 
in  1925  for  the  treatment  of  nervous  or 
mental  disorders,  alcohol  or  drug  addic- 
tion problems. 

The  hospital  accepts  both  men  and  wom- 
en. It  is  departmentalized  according  to 
vex  and  the  degree  of  illness,  with  differ- 
ent sections  for  the  acutely  ill  patient, 
the  mildly  ill  patient,  the  convalescent 
patient,  and  the  chronically  ill  resident 
patient.  All  rooms  are  private. 

HILL  CREST  SANITARIU.M  is  a mem- 
ber of: 

American  Hospital  .\ssociation 
■American  Psychiatric  .Association 
National  .Association  of  Private 
Psychiatric  Hospitals 
Alabama  Hospital  Association 
Birmingham  Regional  Hospital 
Council 
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TUCKER  HOSPITAL,  INC. 

212  West  Franklin  Street 
Richmond.  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neurological 
patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic  disorders, 
mood  disturbances,  social  adjustment  problems,  involutional  reactions  and  selective 
psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  W.  Frederick  Young 


too,  is 
compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  abitof  quick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 
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r THORAZINE® 

„«.,CHLORPROMAZINE 


one  of  the  fundamental  drugs  in  medicine 


Smith  Kline  & French  Laboratories 
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YOUR  Patronage  Has  Made  Our  Growth  Possible 


Medical  Supply  Company 
of  Jacksonville 


Home  Office 
JACKSONVILLE 

4539  Beach  Blvd. 
Telephone  FL  9-2191 

ORLANDO 

1511  Sligh  Blvd. 
Telephone  GA  5-3537 


Patronize  Your 
Independent  X-ray  Dealer 
He’ll  be  around  when  you  need  him 

BOB  WAGNER  X-RAY 

P.  O.  Box  8161 
Jax  1 1,  Florida 
RA  4-3434. 


THE  DUVALL  HOME 
for  RETARDED  CHILDREN 

A home  offering  the  hnest  custodial  care  with  a 
happy  home-like  environment.  We  specialize  in  the 
care  of  infants,  bed-ridden  children  and  Mongoloids. 

For  further  information  write  to 
MRS.  A.  H.  DUVALL  GLENWOOD,  FI.ORIDA 


BALLAST  POINT  MANOR 


SANITARIUM 


Care  of  Mild  Mental  Cases,  Senile  Disorders 
and  Invalids 
Alcoholics  Treated 


Aged  adjudged  cases 
will  be  accepted  on 
either  permanent  or 
temporary  basis. 


Safety  against  fire  — by 
Automatic  Fire  Sprinkling 
System. 


Cyclone  fence  enclosure  for 
recreation  facilities,  seven- 
ty-five by  eighty-five  feet. 


Member  of 

American  Medical  Assn. 
American  Hospital  Assn. 
Florida  Hospital  Assn. 


5226  Nichols  St. 
Telephone  831-4191 


DON  SAVAGE 

Owner  and  Manager 


P.  O.  Box  13467 
Tampa  11,  Florida 
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“The  G- 1 tract  is  the  barometer  of  the  mind” 


"The  G-l  tract 
is  the  barometer 
o(  the  mind" 


BELBARB. 

S K D AT  1 V E A N T'  I S P A S \I  0 1)  I C 

Each  scored  white  tablet  contains:  Vn  gr.  Phenobarbital;  0.0072  mg.  Hyoscine  Hydrobromide;  0.024  mg.  Atropine 
Sulfate;  and  0.128  mg.  Hyoscyamine  Hydrobromide.  BELBARB  NO.  2— Same  as  Belbarb  but  with  Vz  gr. 
Phenobarbital.  BELBARB  ELIXIR— Each  5 ml.  is  equivalent  to  one  Belbarb  tablet. 


Belbarb  soothes  the  agitated 
mind  and  calms  G-I  spasm 
through  the  central  effect  of 
phenobarbital  and  the  syner- 
gistic action  of  belladonna 
alkaloids  on  the  G-I  tract. 


Indications:  Belbarb  is  of  particular  value  in  conditions 
associated  with  visceral  smooth  muscle  spasm  and 
tension  states,  such  as  anxiety  reactions,  nervous  ten- 
sion, visceral  spasm,  irritable  bowel  syndrome,  urinary 
tract  spasm,  peptic  ulcer  and  hypertension. 

Dose:  TABLETS:  1 tablet  q.i.d.  Vz  hour  before  meals 
and  at  bedtime,  or  as  directed  by  physician.  ELIXIR: 
Adults:  1 teaspoon  q.i.d.  Children  3-12  years:  Vi  to  1 
teaspoon  q.i.d. 

Warning;  May  be  habit  forming.  Caution:  Do  not  use 
in  patients  with  glaucoma  or  in  elderly  patients  with 
prostatic  hypertrophy. 


CHARLES  C. 


Send  for  samples  and  literature. 

& COMPANY,  Richmond,  Virginia 


Division  of  ARNAR-STONE  LABORATORIES,  INC. 


m- 
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a 15  mm.  Hg.  drop  in 


also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 


HYDROMQX 


QUINETHAZONE-TABLETS 


antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
15  mm.  just  right  for  patients  with  mild  to 

moderate  diastolic  elevations.  Systolic  pressure 
lowered  accordingly.  A convenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  sufficient. 

INDICATED  in  hypertension  with  or  without  edema,  and  in  all 
types  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lymphedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be 
stopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 

hp  a crorra  va 


1.  Steigmann,  F.,  and  Griffin,  R.:  Evaluation  of  Qulnctliazone,  a 
New  Diuretic.  J.  Amer.  Geriat.Soc.  11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES, 

A Division  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 


if 


ADVANTAGES  - 

Chelated  Iron  PLUS  4 Chelated  Minerals 
• High  Therapeutic  Effectiveness  • Less 
Irritation  — even  on  empty  stomach  • 
No  Tooth  Stain  • Less  Toxic  • B-Vitamins 
for  Added  Hemopoietic  Activity  • Pleas- 
ant Flavor  • Economical 


FORMULA  - 

Each  5 cc.  (one  teaspoonful)  contains: 

Iron  (as  Ferrous  Betaine  Citrate) 30  mg. 

Cobalt  (as  Cobaltous  Betaine  Citrate)  . . 0.1  mg. 

Manganese  (as  Manganese  Betaine  Citrate)  . . 1.0  mg. 

Zinc  (as  Zinc  Betaine  Citrate) 1.25  mg. 

Magnesium  (as  Magnesium  Betaine  Citrate)  6.0  mg. 

Vitamin  B-1 1,5  mg. 

Vitamin  B-2 1.2  mg. 

Vitamin  B-12  6.0  meg. 

Niacinamide  10  mg. 

Panthenol  10  mg. 


In  an  exceptionally  pleasant  tasting  base. 


s. 


The  FIRST  Hematinic  to  Contain 
BOTH  CHELATED  IRON  and  CHE- 
LATED MINERALS  Assuring  a 
Truly  Flavorful,  Better  Tolerated 
Iron  Therapy. 


KELATRATE 

LIQUID  HEMATINIC 

CHELATED  IRON-MINERALS 
and  VITAMINS 


Comprehensive  literature  and 
samples  on  request. 

U T A G & CO. 

) E T R O I T 3 4, 

MICHIGAN 


Westbrook  Psycbiatric  Hospital,  Inc. 

( formerly  Westbrook  Sanatorium,  Inc.) 

FOUNDED  1911 

Ricbmond,  Virginia 


A private  psychiatric  hospital  employing  modern  diagnostic  and  treatment  pro- 
cedures— electro  shock,  insulin,  psychotherapy,  occupational  and  recreational 
therapy — for  nervous  and  mental  disorders  and  problems  of  addiction. 


REX  BLANKINSHIP,  M.D. 
President 

THOMAS  F.  COATES,  JR.,  M.D. 
Assistant  Medical  Director 


JOHN  R.  SAUNDERS,  M.D. 
Medical  Director 

j.  McDermott  barnes,  m.d. 

Associate 


R.  H.  CRYTZER 
Administrator 


BROCHURE  OF  LITERATURE  AND  VIEWS  SENT  ON  REQUEST 

write  to: 


WESTBROOK  PSYCHIATRIC  HOSPITAL,  INC. 
P.  O.  Box  1514,  Richmond  27,  Virginia 
Telephone  353-6666 
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In  long-term 
treatment 
of  your  patients 
with  coronary 
insufficiency. 


MORE  HELP  FOR 
THE  STRICKEN  HEART  ^ 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 


■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meproljamatc  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML-1055 


MILTRATE* 

meprobamate  200  mg.  -f-  pentaerythritol  tetranitrate  10  mg. 


\W/g,VVALLACE  LABORATORIES /Cianbury,  N.J. 


PESTICIDE? 
POISONING  ! 


PROTOPAM®  CHLORIDE 

(PRALIDOXIMECHLORIDE)  injection  and 
tablets  are  now  available  on  prescription  for 
treatment  and  prophylaxis  of  jxtisoning  with 
pesticides,  chemicals  and  drugs  having  anticho- 
linesterase activity.  This  drug  is  a specific  anti- 
dote against  parathion,  tepp  and  related  agri- 
cultural chemicals. 

May  we  suggest  that  you  maintain  a supply 
of  PROTOPAM  (pralidoxime)  at  hand  at  all  times. 
Emergency  Kit  provides  diluent,  syringe  and 
needle  for  emergency  injection  in  field,  factory 
or  home. 

No  side  effects  have  so  far  been  reported  in 
the  clinical  use  of  this  drug.  Prophylaxis  is  rec- 
ommended, at  present,  only  for  short  episodes 
because  of  incomplete  information  on  tolerance 
to  the  drug  when  taken  over  prolonged  periods. 
Regular  orders  through  usual  sources  of  supply. 

IN  emergencies:  telephone  212  AL  4-1140. 

^CAMPBELL  PHARMACEUTICALS,  INC. 

121  EAST  24th  ST.  NEW  YORK,  N.Y.  10010 


Convention 
Press 

218  W.  Church  St. 
Jacksonville,  Florida 


QUALITY 
BOOK  PRINTING 
PUBLICATIONS 
BROCHURES 


WHATEVER  your  first  requisites  may  be, 
we  always  endeavor  to  maintain  a 
standard  of  quality  in  keeping  with  our 
reputation  for  fine  quality  work — and  at 
the  same  time  provide  the  service  desired. 
Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting 
on  all  details. 
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Anderson  Surgical  Supply  Co. 

Established  1916 

Distributors  of  Known  Brands  of  Proven  Quality 

TELEPHONE  229-G504  TELEPHONE  896-3107 

Morgan  at  Platt,  P.  O.  Box  1228  556  9th  St.,  South 

TAMPA,  FLORIDA  33601  ST.  PETERSBURG,  FLORIDA 

TELEPHONE  376-8253  TELEPHONE  CHerry  1-9589  TELEPHONE  958-0489 

729  S.W.  4th  Ave.  1616  N.  Orange  Ave.  1934  Hillview  St. 

GAINESVILLE,  FLORIDA  ORLANDO,  FLORIDA  SARASOTA,  FLORIDA 


P.  L.  DODGE  MEMORIAL  HOSPITAL 

formerly 

MIAMI  MEDICAL  CENTER 

M.  G.  Isaacson,  M.D. 

Medical  Director 

1861  N.W.  South  River  Drive 
Phone  379-1448 

A private  institution  for  the  treatment  of  ner- 
vous and  mental  disorders  and  the  problems  of 
drug  addiction  and  alcoholic  habituation.  Mod- 
ern diagnostic  and  treatment  procedures  includ- 
ing — Psychotherapy.  Insulin,  & Electroshock, 
when  indicated.  Adequate  facilities  for  recrea- 
tion and  out-door  activities. 

Information  on  request 

Member  NAPPH  and  American  Psychiatric  Assn. 


APPALACHIAN  HALL 

•ASHEVILLE  Established  1916  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convales- 
cence, drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en 
suite. 

\Vm.  Ray  Griffin  -Jr..  M.D.  Mark  .A.  Griffin  Sr.,  M.D. 

Robert  A.  Griffin,  M.D.  Mark  A.  Griffin  Jr.,  M.D. 

For  rates  and  further  information  wr  ite  .Appalachian  Hall,  .Asheville,  N.  C. 
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TUBERCUUN,TINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWABTHEARM- 
UNCAPA  TINE  TEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TD  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare; 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7099-4 
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FLORIDA  MEDICAL  ASSOCIATION 
735  Riverside  Ave.,  P.  O.  Box  2411 
Jacksonville  3,  Florida 


Officers 


SAMUEL  M.  DAY,  M.D.,  President  J acksonville 

H.  PHILLIP  HAMPTOX,  M.D.,  President-Elect  Tampa 

EUGENE  G.  PEEK  JR.,  M.D.,  Vice  President  Ocala 

FR.\XKLIX  J.  E\  AXS,  M.D.,  Speaker  of  the  House  Coral  Gables 

J.\MES  T.  CCKDK,  M.D.,  \’ice  Speaker Marianna 

FLOYD  K.  HURT,  M.D.,  Secretary-Treasurer — Jacksonville 

\V.\RREX  \V.  QUILLI.\X,  M.D.,  Immediate  Past  President Coral  Gables 

\V.  H.AROLD  P.XRH.AM,  Executive  Director  Jacksonville 


Councils 


JESSE  W.  CASTLEBERRY,  M.D.,  Chairman,  Council  on  .\llied  Professions  and  Vocations  Orlando 

JERE  W.  .\XXIS,  M.D.,  Chairman,  Judicial  Council  Lakeland 

JOSEPH  C.  VonTHROX,  M.D.,  Chairman,  Council  on  Legislation  and  Public  .\gencies Cocoa  Beach 

J.\CK  McCRIS,  M.D.,  Chairman,  Council  on  Medical  Economics St.  Petersburg 

HUGH  A.  CARITHERS  JR.,  M.D.,  Chairman,  Council  on  Medical  Education  and  Hospitals  Jacksonville 

1R\TXG  E.  H.\LL  JR.,  M.D.,  Chairman,  Council  on  Medical  Services  Bradenton 

RICH.-XRD  C.  DEVER,  M.D.,  Chairman,  Scientific  Council ....Miami 

WALTER  C.  P.\YXE  SR.,  M.D.,  Chairman,  Council  on  Special  Activities  Pensacola 

EMMET  F.  FERGUSON  JR.,  M.D.,  Chairman,  Council  on  Specialty  Medicine  Jacksonville 

M.\SOX  ROM.MXE  HI,  M.D.,  Chairman,  Council  on  Voluntary  Health  Agencies  Jacksonville 
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“the  same  old  story,  doctor— indigestion” 


The  patient’s  complaint  is  indigestion .. .especially  of  intolerance  to  fried 
foods... aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress... as  manifested  by  flatulence,  “nervous”  indigestion  and 
constipation.  Prescribe 


DECHOLIN-BB' 

(Hydrocholeretic  • Antispasmodic  • Sedative,  AMES) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (V4  gr) 

(Warning:  May  be  habit  forming)  eaS6  nerVOUS  tenSiOn 

DEHYDROCHOLIC  ACID 250  mg  (33/4  gr) 

to  produce  large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  the  in- 
testinal mucosa 

BELLADONNA  EXTRACT 10  mg  (i/g  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  adult  dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  period- 
ically for  increased  intraocular  pressure  and  bar- 
biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehy- 
drocholic  acid  may  cause  transitory  diarrhea; 
belladonna  — blurred  vision,  dry  mouth.  Contra- 
indications: Biliary  tract  obstruction, 
acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia.  Available  through 
your  regular  supplier:  Decholin-BB, 
bottles  of  100  tablets.  72664 


Ames  Company,  Inc.,  Elkhart,  Indiana,  aivies 


when  psychic  tension  mounts 

Valium^ 

(diazepam) 


useful  in  alleviating 

— psychic  tension 
in  the  common 
psychoneuroses 

— psychic  tension 
related  to 
situational  stress 

— psychic  tension 
intensified 

by  concomitant 

somatic 

components 


How  to  prescribe  Valium  (diazepam) 

Indications:  Valium  (diazepam)  is  of  use  in  dealing  with  anxiety  reactions 
stemming  from  stressful  circumstances  or  whenever  somatic  complaints  are 
concomitants  of  emotional  factors.  It  is  useful  in  psychoneurotic  states 
manifested  by  anxiety,  tension,  fear  and  fatigue.  Valium  (diazepam)  may 
also  be  useful  in  acute  agitation  due  to  alcohol  withdrawal.  Valium  (diaze- 
pam) may  be  of  use  to  alleviate  muscle  spasm  associated  with  cerebral  palsy 
and  athetosis. 


Dosage  and  administration 

Mild  to  moderate  psychoneurotic  reactions:  Mani- 
fested by  anxiety-tension  alone  or  with  depressive 
symptomatology,  agitation,  restlessness,  psycho- 
physiological  disturbances 

Severe  psychoneurotic  reactions:  Where  severe  anx- 
iety, fear,  agitation,  aggression  or  hostility  exist 
alone  or  with  depressive  symptoms 
Alcoholism:  As  an  aid  in  symptomatic  relief  of 
acute  agitation,  tremor,  impending  or  acute  delirium 
tremens  and  hallucinosis 


Muscle  spasm  associated  with  cerebral  palsy  or 
athetosis 


Usual  daily  dose 
2 mg  to  S mg, 

2 or  3 times 
daily 

5 mg  to  10  mg, 

3 or  4 times 
daily 

10  mg,  3 or  4 
times  during  the 
first  24  hours; 
reducing  to  5 mg, 
3 or  4 times 
daily  as  needed 

2 mg  to  10  mg, 

3 or  4 times  daily 


Contraindications:  Valium  (diazepam)  is  contraindicated  in  infants,  patients 
with  a history  of  convulsive  disorders  or  patients  with  a history  of  glaucoma. 
Warning:  Valium  (diazepam)  is  not  of  value  in  dealing  with  psychotic  pa- 
tients manifesting  anxiety  and  should  be  avoided  when  there  is  reason  to 
believe  the  patient  is  psychotic. 

Precautions:  In  elderly  or  debilitated  patients,  it  is  important  to  limit  the 
dosage  to  the  smallest  effective  amount  to  preclude  the  development  of 
ataxia  or  oversedation  (not  more  than  1 mg,  1 or  2 times  daily  ini  tially,  to  be 
increased  gradually  as  needed  and  tolerated).  As  is  true  of  all  CNS-acting 
drugs,  until  the  correct  maintenance  dosage  is  established,  patients  receiving 
Valium  (diazepam)  should  be  advised  against  possibly  hazardous  procedures 


requiring  complete  mental  alertness  or  physical  coordination.  Drivi 
automobile  during  the  period  of  Valium  (diazepam)  therapy  is  not  r 
mended.  In  general,  the  concurrent  administration  of  Valium  (diazepair 
other  psychotropic  agents  is  not  recommended.  If  such  combination  th 
is  used,  careful  consideration  should  be  given  to  the  pharmacology  c 
agents  to  be  employed  with  Valium  (diazepam)  — particularly  with  k 
compounds  which  may  potentiate  the  action  of  Valium  (diazepam), 
as  phenothiazines,  barbiturates,  MAO  inhibitors  and  other  antidepres 
Since  Milium  (diazepam)  has  a central  nervous  system  depressant 
patients  should  be  advised  against  the  simultaneous  ingestion  of  alcohi 
other  central  nervous  system  depressant  drugs  during  Valium  (diaze 
therapy.  Safe  use  of  Valium  (diazepam)  during  pregnancy  has  not 
established.  The  usual  precautions  are  indicated  when  Valium  (diazep: 
used  in  the  treatment  of  anxiety  states  where  there  is  any  evidence  o 
pending  depression;  particularly  the  recognition  that  suicidal  tendencies 
be  present  and  protective  measures  may  be  necessary.  The  usual  precai 
in  treating  patients  with  impaired  renal  or  hepatic  function  should  b 
served. 

Side  effects:  In  clinical  use,  fatigue,  drowsiness  and  ataxia  have  bee 
ported;  in  most  instances  these  are  dose-related  and  may  be  avoid* 
proper  dosage  adjustment.  Mild  nausea  and  dizziness  may  occur  on  occ: 
As  with  any  new  agent,  when  it  is  administered  for  protracted  perio' 
time,  periodic  blood  counts  and  liver  function  tests  are  advisable.  A1 
cessation  after  prolonged  overdosage  may,  in  some  patients,  produce  ’ 
drawal  symptoms  {e.g.,  convulsions,  tremor,  abdominal  and  muscle  era 
vomiting,  sweating)  similar  to  those  seen  with  barbiturates,  meproba 
and  Librium®  (chlordiazepoxide  HCl).  Changes  in  EEC  patterns  have 
observed  in  patients  during  and  after  Valium  (diazepam)  treatment. 
Paradoxical  reactions,  such  as  excitement,  depression,  stimulation,  sleep 
turbances,  acute  hyperexcited  states  and  hallucinations  have  been  repo 
Other  side  effects  noted  have  been  blurred  vision,  diplopia,  headache 
continence,  slurred  speech,  tremor  and  skin  rash. 

Valium  (diazepam)  is  available  as  S-mg  and  2-mg  tablets.  For  conveni 
and  economy  in  prescribing,  both  strengths  are  supplied  in  bottles  ol 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both‘Soma’(carisoprodol)  and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient’’). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound-!- Codeine.  Dosage;  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Somif  Compound  ^ 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

Soma^Compound+Codeine  j 

carisoprodol  200  mg.,  acefophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

\^/®WALLACE  LABOR^\TORIES  j Cranbury,  N.J. 


CSO-9193 


nTz  Nasal  Spray  gives  prompt,  depend- 
able decongestion  of  the  nasal  membranes 
for  fast  symptomatic  relief  of  hay  fever. 
The  first  spray  shrinks  the  turbinates,  re- 
stores nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a few  min- 
utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 

nTz  Nasal  Spray  also  provides  deconges- 
tive  relief  for  head  colds,  perennial  rhinitis 
and  sinusitis.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and 
in  bottles  of  30  ml.  with  dropper. 

nTz^  Nasal  Spray 


nTz  is  more  than  a simple  vasoconstrictor. 
It  contains  ®eo-Synephrine®  HCI  0.5%  — 
the  efficacy  of  which  is  unexcelled-to 
shrink  nasal  membranes  and  provide  inner 
space;  [T]henfadil®  HCI  0.1%  for  topical 
antiallergic  action;  and  [Z]ephiran®  Cl 
1:5000  (antibacterial  wettingagent)  to  pro- 
mote the  spread  of  the  decongestant  com- 
ponents to  less  accessible  nasal  areas. 

nTz  is  well  tolerated  and  does  not  harm 
respiratory  tissues. 

nTz,  Neo- Synephrine  fbr?jnd  of  phenylephrine),  Thenfadil  (brand  of  then* 
yldiamine)and  Zcpluran  (brand  of  ber.z^lkonium  as  chloride,  refined),  trade* 
marks  reg.  U.  S.  Pat.  Off.  *796M 

1 Winthrop  Laboratories 
¥¥/nfnrOp  \ York  is,  N.Y. 
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In  Chronic  Illness:  B and  C vitamins  are  therapy 


An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 
STRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 
In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B,  (ThiamineMononitrate)  10  mg. 


Vitamin  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B6  (Pyridoxine  HCI)  2 mg. 

Vitamin  B12  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Of  1,028  patients  with  confirmed 
respiratory  infections... 

954  or  92.8%  were  treated 
successfully  with  Signemycin^ 


Note: 

Hammerl*  selected  his  pa- 
tients for  treatment  with 
Signemycin  on  the  basis 
of  demonstrated  bacterio- 
logical resistance  to  other 
antibiotics  or  failure  of 
previous  therapy.  Of  100 
patients  with  various  respi- 
ratory tract  infections,  95 
responded  to  Signemycin. 
Pathogens  isolated  in- 
cluded staphylococci  and 
Diplococcus  pneumoniae. 

•Hammerl,  H.:  Wien.  Med. 
Wschr.  108:629,  July  26,  1958. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Abscess,  pulmonary 

17 

16 

Bronchiectasis 

19 

13 

Bronchitis 

286 

267 

Bronchopneumonia 

192 

179 

Empyema 

12 

11 

Pneumonia,  lobar 

150 

146 

Pneumonia,  other  febrile 

160 

150 

Various  infected  pneumopathies 

192 

172 

Totals 

1,028 

954  (92.8%) 

consistently  effective. ..often  when  others  fail 

Signemycin 


capsules  (250  mg.) 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup.  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 


Science  for  the  world's  well-being® 


J^fizer)  Since 


1849 


PFIZER  LABORATORIES  Division,  Chas.Pfizer&Co.,lnc.  New  York,  New  York  1001 7 


ANY  PAIN 

not  severe  enough 
to  require  morphine 
is  an  indication  for 

‘Empirin’ Compound 
with  Codeine 


‘EMPIRIN’  COMPOUND  with  CODEINE  No.  3 
KEEPS  THE  PROMISE  OF  PAIN  RELIEF 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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Of  507  patients  with  confirmed 
ear,  nose  and  throat  infections... 
465  or  91.7%  were  treated 
successfully  with  Signemycin^ 


Note: 

Condition 

No.  of 

No.  Cured  with 

Adams,*  whose  50  patients 
included  20  with  ENT 

Patients 

Signemycin 

infections,  stated  that 
Signemycin  "was  particu- 

Otitis  media 

90 

86 

larly  valuable  in  infections 
that  did  not  respond  to 
other  antimicrobial  agents, 

Pharyngitis  and  laryngitis 

162 

148 

Sinusitis 

68 

55 

and  in  patients  to  whom 

penicillin  could  not  be 

given."  All  his  cases  re- 
sponded within  five  days; 

Tonsillitis  and  peritonsillitis 

163 

153 

in  most  patients,  all  signs 
of  infection  disappeared  in 
three  days. 

Adams.  J.:  J.  Term.  Med  Ass. 
50  446.  Nov.,  1957. 

Various 

24 

23 

Totals 

507 

465  (91 .7%) 

consistently  effective... often  when  others  fail 

Signemycin 


capsules  (250  mg.) 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 


Science  for  the  world's  well-being®  Since  1849 
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PFIZER  LABORATORIES  Division.Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  1001 7 


HOW  TO  BE  SURE 

your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 

The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage  is  134  grains  per  tablet.  Mothers  place  such  confi- 
dence in  the  Bayer  name.  And  the  new  orange  flavor  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on  their  own.) 

For  professional  samples,  jusf  write  The  Bayer  Company,  Dept.  112,  1450  Braadway,  New  York  18,  New  York. 
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Of  1,021  children  with 
various  confirmed  infections... 
950  or  93.0%  were  treated 
successfully  with  Signemycin 


Note; 

Condition 

No.  of 

No.  Cured  with 

The  effectiveness  of 
Signemycin  was  demon- 

Patients 

Signemycin 

Eye,  ear,  nose,  throat  infections 

368 

343 

strated  by  Chattas  and  his 
co-workers*  who  adminis- 

tered  Signemycin  to  30 
children  with  serious 
staphylococcal  infections 
resistant  to  commonly 

Respiratory  infections 

369 

346 

Gastrointestinal  infections 

42 

30 

used  antibiotics.  Only  one 
failed  to  respond.  In  each 
case  the  use  of  this  drug 

Skin  and  soft-tissue  infections 

38 

37 

was  indicated  by  antibio- 
gram. Those  children 
treated  with  a nonselected 

Deep-seated  or  generalized  infections 

47 

44 

Various  conditions 

157 

150 

antibiotic— for  comparative 

purposes— took  three 

times  longer  to  recover. 

Totals 

1,021 

950  (93.0%) 

Chattas.  A.  et  al.:  Antibiot. 
Med.  7:300.  May,  1960. 


consistently  effective. ..often  when  others  fail 

Signemycin 


tetracycline  HCI,  167  mg.; oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Signemycin  is  also  available  as  half-strength  Capsules, 
preconstituted  raspberry-flavored  Syrup  and  Pediatric  Drops 

Brief  Summary  and  Bibliography  follow. 

Science  for  the  world's  well-being®  Since  1849 


capsules  (250  mg.) 


PFIZER  LABORATORIES  Division,  Chas. Pfizer  & Co.,  Inc.  New  York, New  Yorki  001 7 


Signemycin®  Bibliography 

1.  Adams,  J.:  J.  Tenn.  Med.  Ass.  50  446.  Nov.,  1957.  2.  Arachi,  N. 
and  Gheradi,  F : Quad.  Urol.  9 156.  Apr. -June,  1959.  3.  Arneil, 
G.  C.:  Antibiot.  Ann.  1958-1959  327.  4.  Arrigoni,  G.  et  al.:  Minerva 
Med.  48:2701.  Aug,  25,  1957.  5.  Baur,  A : AerztI.  Prax.  11:1845.  Dec. 
5,  1959.  6.  Bellomio.  S.  et  al.:  Riv.  Ital.  Tracoma.  vol.  10.  Nos.  1-2, 
Jan. -June.  1958.  7.  Bellomio.  S.  et  al  : Riv.  Ital.  Tracoma.  vol.  11, 
No.  1,  Jan. -Mar.,  1959,  8.  Belonoschkin.  B.  and  Lindgren.  M.:  Svensk. 
Lakartidn.  56:2134,  July  31.  1959.  9.  Bergdahl,  U.:  Svensk.  Lakartidn. 
55:1715,  June  6,  1958.  10.  Bhattacharyya.  M.  N.  and  Bhuyan,  J.  N.: 
Antiseptic  56611,  Aug..  1959.  11.  Blass,  R.:  Schweiz.  Med.  Wschr. 
89:158,  Feb.  7,  1959.  12.  Bolognesi.  C.:  Minerva  Med.  48  2695,  Aug. 
25.  1957.  13.  Candela,  R.  B.:  Med.  Esp.  46  273,  Oct..  1961.  14. 
Cappelli.  E.:  Minerva  Med.  48  2690,  Aug.  25.  1957.  15.  Carter,  C.  H. 
and  Maley,  M.  C.:  Antibiot.  Ann.  1956-1957:51.  16.  Caruselli,  M. 
and  Musca,  A.:  Minerva  Med.  51:3516,  Oct.  17,  1960.  17.  Ceitlin,  J.: 
Med  Panamer.  15  72.  Aug.  1.  1960.  18.  Chattas,  A.  et  al  : Antibiot, 
Med.  7:300.  May,  1960.  19.  Chiarenza.  A.:  Minerva  Med.  48  2692, 
Aug.  25.  1957.  20.  Cooper,  J.  et  al.:  Antibiot.  Med.  5:302,  May.  1958. 
21.  Guppies,  J.  F.  B.  and  Perry.  A.  W.:  Canad.  Med.  Ass.  J.  77  699, 
Oct.  1.  1957.  22.  David,  N.  A.  and  Carter,  P B : Rocky  Mountain 
Med.  J.  58:27,  Mar.,  1961.  23.  Davis.  W.  G : Clin.  Rev.  1:21,  Apr., 
1958  . 24.  de  Lellis,  J.:  Dia  Med  . Apr.  24.  1958.  p.  824  25.  Dienz,  H : 
AerztI.  Prax  13:1797.  1961.  26.  Dietel.  V.  and  Meissner,  F : Deutsch. 
Gesundh.  16  2470,  Dec.  28,  1961.  27.  Dryjski,  J.:  Pol.  Tyg.  Lek. 
24  1113,  June  24.  1959.  28.  Durrieu,  C.  A et  al.:  Antibiot.  Ann. 
1958-1959:297.  29.  Faz  Tabio.  H.:  Rev.  Cuba  Pediat.  30  219,  Apr., 
1958  30.  Febles  Alonzo.  D and  Batthyany,  C : Actas  Ginecotocol. 
(Uruguay)  13  4,  Aug..  1959.  31.  Febles  Alonzo,  D.  and  Biderman,  I.: 
Antibiot  Ann.  1958- 1959  270.  32.  Fiora.  F.  and  Compa,  F.:  Dia  Med., 
Apr  3,  1958,  p 570.  33.  Garre.  E : Antibiot.  Med.  7 285.  May.  1960. 
34.  Geiger,  K.:  Praxis  15  365.  Apr.  9.  1959.  35.  Gemma.  G B et  al.: 
Minerva  Med  48  2643.  Aug.  25,  1957.  36.  Gerner,  G . Arzneimittel- 
forschung  9 484.  Aug  , 1959  37.  Grazia.  G : Clin  Pediat.  (Bologna) 
41:1005.  Nov  . 1959.  38.  Greco.  O : Med.  Condotto-Med.  Prat  9:497, 
1958  39.  Hammerl,  H Wien.  Med  Wschr.  108  629,  July  26,  1958. 

40.  Henne.  H F : Med.  Klin  . No.  29.  July  18.  1958,  p.  1267. 

41 . Heredia  Diaz,  J.  et  al  Medicina  (Mex.)  38  308.  July  10.  1958  . 42. 
Herrera.  W.  A : Dia  Med  30  3H6.  Dec.  8.  1958.  43.  Hoffmann.  H : 
Medizinische  (Stuttgart)  45  1830.  Nov.  8.  1958.  44.  Kelleher,  D.: 


Practitioner  182  227.  Feb.,  1959.  45.  Kleine,  W.  and  Hagen,  H,:  Ther. 
Gegenw  98  171,  Apr  . 1959.  46.  Klovstad,  O.:  T.  Norsk.  Laegeforen. 
77:681,  Aug.  15,  1957.  47.  Kobari,  K.  and  Tajiri,  I.:  Naika  No  Ryoiki 
(Field  of  Internal  Medicine)  7:245,  May,  1959.  48.  Kohler,  H.  F.:  Clin. 
Rev.  1 16.  Apr.,  1958.  49.  Kraljevic,  R.  et  al.:  Antibiot.  Med.  5 364, 
June,  1958.  50.  La  Caille,  R.  A.  and  Prigot,  A.:  Antibiot.  Ann.  1956- 

1957  67.  51.  Lapeyre,  L.  et  al.:  Marseille  Med.  99:953,  1962.  52.  Levi. 
W.  M , Jr.  and  Kredel,  F.  E : J.  S.  Carolina  Med.  Ass.  53:178,  May, 
1957.  53.  Loughlin,  E.  H.  et  al.:  Antibiot.  Ann.  1958-1959  293.  54. 
Loughlin,  E.  H et  al.:  Antibiot.  Med.  7:739,  Dec.,  1960.  55.  Mathur, 
S N.  and  Joshi,  V.  S.:  J.  Indian  Med.  Ass.  34  437,  June  1,  1960. 
56.  Moggian,  G.  Minerva  Med  48:2648,  Aug.  25,  1957.  57.  Molinelli, 

E.  A.  et  al.:  Antibiot.  Ann.  1957-1958  692.  58.  Montilli,  G.  and 
Avellino,  M : Dermatologies  (Basel)  9.2,  1958.  59.  Morador,  J.  L. 
et  al  : Antibiot.  Ann.  1959-1960:716.  60.  Morador,  J.  L.  and  Saldana 
Tate,  L.:  An.  Ateneo,  Clin.  Quirur.  1:52,  Jan.,  1958.  61.  Morel.  A.  S.: 
Clin.  Rev.  1:18,  July.  1958  62.  Morey.  G.  S.  et  al.:  Rev.  Hosp.  Nino 
(Lima)  18:293.  1957.  63.  Ottolenghi,  C.  E.  et  al.:  Bol.  Soc.  Cir.  B. 
Air.  41:739,  Nov.  6,  1957.  64  Pagola,  J.  G.  et  al.:  Antibiot.  Ann. 
1958-1959:287.  65.  Pavone,  M.  etal.:  Minerva  Urol.  70:121,  Sept. -Oct.. 

1958  66.  Porrazzo,  F..  Gazz.  Med.  Ital.  118:550,  Dec.,  1959.  67.  Prats, 

F.  and  de  la  Parra,  M A.:  Antibiot.  Ann.  1959-1960:484.  68.  Prokop,  O.: 
Prakt.  Arzt.  12:145,  Feb.  15.  1958.  69.  Ramirez  Boettner,  C.  M.  etal.: 
Rev  Med.  Paraguay  5 269,  July-Sept  , 1960.  70.  Randig.  K.:  Deutsch. 
Med.  J.  8 447.  Aug  15,  1957.  71.  Saavedra  Amaro,  S.  and  Lopez 
Zepeda.  L : Medicina  (Mex.)  38  396,  Aug.  25.  1958.  72.  Saldana 
Sotomayor,  F.:  Medicina  (Mex.)  39191 , May  10,  1959.  73.  Santos,  A.: 
Rev.  Brasil.  Med.  16  463,  July.  1959.  74.  Schenone,  H.:  Antibiot. 
Ann.  1958-1959:316.  75.  Schunk,  A.:  Int.  Rec.  Med,  173:143.  Mar., 
1960.  76.  Sgarzini,  L.  and  Amato.  R.:  Ann.  Stomat.  7:499.  July.  1958. 
77.  Shubin,  H : Antibiot.  Med.  4174,  Mar.,  1957.  78.  Sundberg,  R.  H.: 
Antibiot.  Med.  7:115.  Feb.,  1960.  79.  Talbot,  J.  R.:  Wisconsin  Med.  J. 
57:237,  June.  1958.  80.  Tato,  J M.  et  al.:  Antibiot.  Ann.  1 957-1 958  675. 
81.  Weithofer.  W : Medizinische  (Stuttgart)  No.  33-34:1490.  Aug.  22, 
1959.  82.  Willcox,  R R.  and  Rosedale,  N.:  Brit.  J.  Vener.  Dis.  38:19, 
Mar.,  1962  83.  Willemot,  J.  P et  al  : Bruxelles  Med.  38:1026,  June 
22.  1958.  84.  Winton.  S.  S.  and  Chesrow,  E.  J.:  Antibiot.  Ann.  1956- 
1957  55.  85.  Wolman,  B : Practitioner  185:199,  Aug.,  1960  . 86.  Yodh, 
B B : J J.  J.  Group  Hosp.  5 183,  July.  1960.  87.  Zaldivar,  C.  G. 
and  Falcone.  F.  L.:  Rev.  Hosp.  Nino  (Lima)  20:141,  June.  1958. 


SIGNEMYCIN® 

Side  Effects:  Glossitis  and  allergic  reactions,  as 
well  as  severe  anaphylactoid  reactions,  have  been 
reported  as  rare  side  effects.  Should  significant 
reaction  or  idiosyncrasy  occur,  discontinue  medi- 
cation and  institute  countermeasures.  Use  of  tetra- 
cycline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause 
discoloration  of  developing  teeth.  Reduce  usual 
oral  dosage  and  consider  serum  level  determina- 
tions in  patients  with  impaired  renal  function  to 
prevent  possible  liver  toxicity  due  to  excessive 
accumulation  of  antibiotic  in  the  serum. 

Precautions:  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur.  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
indicated  by  susceptibility  testing.  Aluminum  hy- 
droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 
The  coloring  agents  used  in  Signemycin  Syrup  and 
Pediatric  Drops  may  produce  red  discoloration 
of  stools. 

Triacetyloleandomycin,  a constituent  of 
Signemycin,  administered  to  adults  in  daily  oral 
doses  of  1.0  Gm.  (3  Gm.  Signemycin)  for  periods 
of  more  than  ten  days  may  produce  hepatic  dys- 
function and  jaundice.  In  the  rare  patient  who  re- 


quires this  high  dosage  level  of  Signemycin  initially, 
liver  function  should  be  carefully  followed  and  dos- 
age should  be  reduced,  as  promptly  as  possible,  to 
the  usual  recommended  range  of  1 .0  to  2.0  Gm.  per 
day.  Therefore,  Signemycin  is  recommended  pri- 
marily for  the  treatment  of  acute  or  severe  infec- 
tions, with  treatment  restricted  to  a ten-day  period. 
If  clinical  judgment  dictates  continuation  of  therapy 
beyond  ten  days,  serial  monitoring  of  the  liver  pro- 
file should  be  carried  out,  including  BSP,  transam- 
inase, and  cephalin  flocculation  tests.  Changes 
observed  in  liver  function  were  reversible  follow- 
ing discontinuation  of  the  drug. 

Formulas:  Capsules:  250  mg.  Signemycin  (167  mg. 
tetracycline  HCI  and  83  mg.  oleandomycin  as  tri- 
acetyloleandomycin). 

Capsules:  125  mg,  Signemycin  (83  mg.  tetracy- 
cline HCI  and  42  mg.  oleandomycin  as  triacetylo- 
leandomycin). 

Syrup:  125  mg.  Signemycin  (tetracycline  equiva- 
lent to  83  mg.  tetracycline  HCI  and  42  mg.  oleando- 
mycin as  triacetyloleandomycin)  per  5 cc. 

Pediatric  Drops:  100  mg.  Signemycin  (tetracy- 
cline equivalent  to  67  mg.  tetracycline  HCI  and  33 
mg.  oleandomycin  as  triacetyloleandomycin)  per  cc. 

More  detailed  professional  information  available 
on  request. 


Science  for  the  world's  well-being® 


Since  1849 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 


Of  5,057  patients  with  confirmed 
infections  of  all  body  systems... 
4,731  or  93.5%  were  treated 
successfully  with  Signemycin® 


Note: 

The  high  rate  of  response 
to  Signemycin  in  these 
cases  is  noteworthy  be- 
cause the  totals  include 
many  patients  with 
difficult-to-treat  infec- 
tions, many  whose 
infections  had  proved 
resistant  to  other  agents, 
and  many  who  had  been 
treatment  failures  on 
other  therapy. 1-87 
In  addition  the  following 
criteria  were  used  for 
the  cases  cited:  (1)  only 
published  results  were 
used  (2)  results  were 
confirmed  by  clinical 
and/or  laboratory  find- 
ings (3)  patients  were 
cured,  not  "improved" 

(4)  dosage  conformed  with 
current  recommenda- 
tions in  the  United  States 

(5)  no  other  anti-infective 
agents  were  used  concomi- 
tantly (6)  no  instance  of 
prophylactic  use  was  in- 
cluded in  these  tabulations. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Ear,  nose  and  throat  infections 

507 

465 

Respiratory  infections 

1,028 

954 

Gastrointestinal  infections 

425 

387 

Genitourinary  infections 

748 

684 

Skin  and  soft-tissue  infections 

1,088 

1,036 

Bone  and  joint  infections 

71 

64 

Deep-seated  or  generalized  infections 

257 

251 

Obstetrical  & gynecological  infections 

341 

320 

Miscellaneous  conditions 

592 

570 

Totals 

5,057 

4,731  (93.5%) 

consistently  effective. ..often  when  others  fail 

Signemycin 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 


capsules  (250  mg.) 


Science  for  the  world's  well-being'^ 


Since  1849 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co., Inc.  NewYork,  New  York  1 001 7 


“If  food  makes  him  feel  good,  it  is  not  at  all  surprising  that  he 
will  turn  to  it  when  times  are  tough,  and  his  tension  mounts.”* 


ESK  AT  R€^L%rademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 

SPANSVLE^ 

brand  of  sustained  release  capsules 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 


Brief  Summary  of  Principal  Side  Effects,  Cautions  and  Contraindications 

Side  ejffects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 

Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms) 
from  the  phenothiazine  component  in  ‘Eskatrol’  Spansule  capsules. 

Contraindications:  Hyperexcitability,  hyperthyroidism. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1.  Dorfman,  W.,  and  Johnson,  D.:  Overweight  /rCurai/z,  New  York,  The  Macmillan  Company,  1948,p.  16. 
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“Wonderful... haven’t  liad  opening  in  bolli  nostrils  for  years* 

(clearly  decongested  with  Dimetapp) 

Dimetapp  lets  your  “stuffed-up”  patients  breathe  easy  again. 

Each  long-acting  Extentab  works  hard  for  up  to  10-12  hours 
clearing  away  stuffiness,  turning  off  the  drip,  and  unplugging 
congestion  that  accompanies  upper  respiratory  conditions. 

Yet,  patients  seldom  experience  drowsiness  or  overstimu- 
lation. (A  key  to  success;  the  Dimetapp  formula.)  Now 
that  the  "stuffy”  season  is  here,  keep  dependable  Dimetapp 
Extentabs  on  tap.  They  get  the  job  done. 


FOR  NASAL  DECONGESTION 
IN  SINUSITIS,  COLDS,  U.R.I. 


UP  TO  10-12  HOURS’  CLEAR 
BREATHING  ON  ONE  TABLET 


Dimelapif  Extentab^ 

(Dimetane®[brompheniramine  maleatej,  12mg.;  Phenylephrine  HCI,  15mg.; 


Phenylpropanolamine  HCi,  15  mg.) 


BRIEF  SUMMARY:  Indications;  Dime- 
tapp reduces  nasal  secretions,  con- 
gestion, and  postnasal  drip  for 
symptomatic  relief  of  colds,  U.R.I., 
sinusitis,  and  rhinitis.  Side  Effects; 
In  high  dosages,  occasional  drows- 
iness due  to  the  antihistamine  or 
CNS  stimulation  due  to  the  sym- 
pathomimetics  may  be  observed. 
Precautions;  Administer  with  cau- 
tion in  the  presence  of  cardiac  or 
peripheral  vascular  diseases  and 
hypertension.  Contraindications; 
Antihistamine  sensitivity.  Not  recom- 
mended for  use  during  pregnancy. 
‘Clinical  report  on  file,  Medical  Depart- 
ment, A.  H.  Robins  Co.,  Inc. 

A.  H.  ROBINS  CO..  INC.,  RICHMOND  20,  VA. 


J.  Florida  M. A. /September,  1964 
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WHEN  EXCESS  CO2  DAMPENS  BREATHING  TO  THE  DANGER  PO 


EMIVAN  (ethamivan)  DEEPENS  BREATHING  TO  THE  AROUSAL  PO 


A SELECTIVE  VENTILATING  AGENT  THAT  DEEPENS  BREATHING. ..IMPROVES  ALVEOLAR  VENTILATION.  ENCOURyi 
Oi  SATURATION  INCREASE ...  HELPS  LOWER  CO;  ACCUMULATION  IN  PATIENTS  WITH  RESPIRATORY  DEPRES5 


in  chronic  pulmonary  emphysema ..  .‘‘a  potent  ven- 
tilatory stimulant”^ 

in  acute  respiratory  depression... "prompt  lowering 
of  arterial  pCO:... without  the  concomitant  use  of  a 
respirator"^ 

in  coma  and  severe  respiratory  depression... "a  val- 
uable agent  not  only  to  stimulate  respiration,  but  as 
an  arousal  agent"^ 

in  respiratory  acidosis ..  ."demonstrated  effective- 
ness... even  when  oxygen  was  added"^ 
in  barbiturate  poisoning. .."mainstay  in. ..treatment”^ 

EMIVAN  (ethamivan)  for  intravenous  injection  in 
emergency  treatment  of  the  comatose  or  severely 
respiratory-depressed  patient  (when  caused  by 
depressant  drug  overdosage  or  severe  pulmonary 
involvement).  Ampuls  of  2 cc.  (100  mg.)  and  10  cc. 
(500  mg.)  in  5%  aqueous  diethanolamine  solution. 
Also  available:  ORALTablets— 60  mg.,  bottles  of  1 00; 
and  20  mg.,  bottles  of  100  and  1,000. 


Contraindications:  Known  or  suspected  epile 
Parenteral  use  is  contraindicated  when  side  eff 
of  coughing,  sneezing,  laryngospasm,  or  prui 
are  to  be  avoided.  Oral  Emivan  (ethamivan) 
sometimes  cause  wakefulness;  course  of  adm 
tration  should  not  exceed  eight  weeks  at  a t 
Consult  product  brochure  for  complete  informa' 

REFERENCES;  1.  Silipo,  S..  et  al.:  J.A.M.A.  177-.37B  (Aug.  12) 
2.  Aronovitch,  M.,  et  al.:  Canad,  M.A.J.  85:875  (Oct.  14)  1961.  3.  N 
W.  F..  et  al.:  J.A.M.A.  180.905  (June  16)  1962.  4.  Said.  S.  I. 
Banerjee,  C.  M.:  Am.  J.  Med.  33:845  (Dec.)  1962.  5.  Wheeldon, 
and  Perry.  A.  W.:  Canad.  M.A.J.  89:20  (July  6)  1963. 

FOR  INTRAVENOUS  INJECTK 
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EMOTIOIMAL 

RELIEF 


PHYSICALLY 


AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPRQSPAI\l-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE] 


Simplified,  convenient  dosage  for  emotional  relief. 


tide  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
5 remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
las  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
nay  occur,  generally  developing  after  1-4  doses  of  the  drug. 

rontraindications:  Previous  allergic  or  idiosyncratic  reactions 
o meprobamate  contraindicate  subsequent  use. 

’recautions:  Should  administration  of  meprobamate  cause 
• rowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
)peration  of  motor  vehicles  or  machinery  or  other  activity 
equiring  alertness  should  be  avoided  if  these  symptoms  are 
•resent.  Effects  of  excessive  alcohol  may  possibly  be  increased 
y meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


MC-80S 


WALLACE  LABORATORIES  Cranbury,  N.  J. 


thrown 

for 

a loss... 


Keeping  flies  out  of  pharmaceutical  production 
areas  is  important,  yet  entrances  must  accom- 
modate heavy  traffic  of  people  and  materials. 
In  fact,  at  Eli  Lilly  and  Company,  the  en- 
trances to  certain  production  facilities  where 
traffic  is  heaviest  have  no  screens  or  doors. 
□ This  makes  it  look  easy  for  flies  to  get  in.  But 


let  one  try  it  and  he  is  literally  picked  up  by 
a fast-moving  blast  of  air  and  thi'own  for  a 
loss — back  outside.  This  "curtain  of  ah',”  mov- 
ing down  and  out  from  the  top  of  the  open 
doorway,  bars  the  entrance  and  keeps  flies  out 
. . . still  another  step  demonstrating  the  care 
that  goes  into  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Symposium  on  Myocardial  Infarction 

William  M.  Straight,  M.D. 

Guest  Editor 


In  the  succeeding  pages  five  prominent  car- 
diologists of  Florida  discuss  several  practical  as- 
pects of  myocardial  infarction.  This  disease,  the 
first  correct  antemortem  diagnosis  of  which  was 
made  but  a scant  63  years  ago,  is  now  one  of  the 
most  common  causes  of  death.  Even,  however,  in 
this  day  of  sophisticated  diagnostic  instruments 
and  therapeutic  means  available  in  the  farthest 

Coronary  Proneness 
Can  It  Be  Identified? 

Paul  N.  Unger,  M.D. 

MIAMI  BEACH 

Is  the  characterization  of  a coronary-prone  in- 
dividual justifiable?  Do  current  facts  warrant  the 
separation  of  such  an  individual  from  the  re- 
mainder of  the  population?  Can  he  be  identified 
and,  if  at  all,  with  what  degree  of  accuracy? 
Finally,  having  identified  him,  what  methods  of 
therapy,  if  any,  are  available  to  modify  the  in- 
evitable course  of  his  disease? 

The  answer  to  the  first  question  is  probably  a 
qualified  “yes,”  realizing  that  present  criteria  are 
guidelines  rather  than  absolute  facts.  With  close 
to  525,000  deaths  in  the  United  States  from 
coronary  artery  disease  in  1962  and  the  threat 
that  this  figure  will  grow  even  larger,  one  cannot 
afford  to  wait  until  all  the  facts  are  discovered. 
If  these  factors  could  be  detected  and  evaluated 
early  enough  in  life  and  prior  to  the  appearance 
of  clinical  symptoms  referable  to  ischemic  heart 
disease,  the  inevitable  succession  of  events  lead- 


reaches  of  our  state,  mistakes  of  omission  and 
commission  continue  to  be  made  in  the  diagnosis 
and  treatment  of  this  disease.  It  is  hoped  that 
the  articles  comprising  this  symposium  will  sharp- 
en the  reader’s  acumen  and  stimulate  him  to  more 
accurate  diagnosis  and  more  effective  therapy  of 
this  common  disease. 


ing  to  development  and  progress  of  this  disease 
might  be  modified. 

Before  proceeding  to  an  enumeration  of  these 
factors,  certain  basic  background  information 
must  be  introduced.  The  developmental  progress 
of  atherosclerotic  lesions  as  shown  at  post-mortem 
and  by  e.xperimental  production  can  be  summa- 
rized briefly.  Musculoelastic  thickening  is  found 
in  the  first  decade  of  life  with  differences  noted 
between  sexes  even  at  this  early  date.  Fatty 
streaks  occur  in  the  second  decade;  fibrous 
plaques  in  the  third;  complicated  lesions  in  the 
fourth;  and  clinically  manifest  disease  in  the  fifth 
decades.  Thus  critical  lesions  occur  in  the  cor- 
onary vessels  20  or  more  years  before  clinically 
manifest  coronary  artery  disease.  The  fibrous 
plaque  found  in  the  third  decade  of  life  is  direct- 
ly associated  with  the  development  of  ischemic 
heart  disease.  The  coronary-prone  individual  must 
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be  discovered  as  early  in  his  disease  process  as 
possible  since  present  evidence  indicates  that  with 
the  appearance  of  the  fibrous  plaque  the  reversi- 
bility of  the  lesion  is  lost.  Whether  modification 
of  predisposing  factors  which  effect  the  production 
of  the  fibrous  plaque  can  affect  the  end  result 
will  take  years  to  evaluate,  but  a start  must  be 
made.  The  attempt  is  certainly  worth  the  effort 
since  means  of  modification  of  these  adverse  fac- 
tors can  be  undertaken  utilizing  measures  which, 
on  the  whole,,  carry  no  risk. 

Predisposing  Factors 

Limitations  of  space  permit  no  more  than 
enumeration  and  the  briefest  consideration  of 
these  factors.  The  serum  cholesterol  level  is  well 
established  as  being  directly  related  to  the  devel- 
opment of  atherosclerotic  heart  disease  on  a group 
basis,  but  it  does  not  always  predict  the  extent 
of  the  fibrous  plaque  on  an  individual  basis.  Forty 
per  cent  of  white  males  in  the  40  to  50  year  age 
group  who  die  in  accidents  have  extensive  athero- 
sclerosis of  the  coronary  arteries.  This  figure  in- 
creases to  over  50  per  cent  in  the  50  to  60  year 
age  group.  V'^ery  few  competent  observers  have 
any  doubt  about  the  relationship  between  the 
level  of  serum  cholesterol  and  the  risk  of  coronary 
artery  disease.  A stepwise  increase  in  the  risk 
of  coronary  artery  disease  with  elevation  of  the 
serum  cholesterol  has  been  demonstrated.  The 
properly  done  serum  cholesterol  determination  is 
as  good  a predicative  measurement  and  is  easier 
to  perform  than  beta-lipoproteins,  beta-lipopro- 
tein glycosides,  or  triglycerides.  There  is  urgent 
need  for  a reliable  and  easily  performed  fat  toler- 
ance test  as  one  means  of  finding  the  coronary- 
prone  individual. 

Genetic  factors  are  definitely  involved,  but 
there  is  no  absolute  evidence  to  date  to  indicate 
the  manner  in  which  they  operate.  Perhaps  it  is 
through  their  effect  on  lipids,  the  anatomic  con- 
figuration and  angle  of  coronary  artery  branch- 
ing, the  relationship  of  the  vessels  to  the  surround- 
ing cardiac  muscle  bundles,  the  intimal  thickness 
and  permeability,  the  relationship  to  hypertensive 
disease,  or  the  presence  of  occult  or  frank  diabetes. 
Purely  physical  factors  such  as  the  Reynolds 
number,  the  Bernoulli  effect,  and  Poiseuille’s  law 
may  also  be  important  determinants.  While,  for 
example,  intimal  thickening  is  favored  by  high 
velocity  flows,  high  perfusion  pressures  favor  the 
formation  of  atheroma.  Sayers’  studies  relating 
flow  pressures  with  ion  transport  may  prove  to  be 
extremely  important.  Humoral  factors  of  interest 


relate  epinephrine  and  norepinephrine  release  with 
the  mobilization  of  fat,  and  adrenal  steroids  prob- 
ably have  an  effect  on  lipids  and  the  development 
of  atherosclerosis.  Hypertension  and  its  known 
accelerating  effect  on  the  development  of  coronary 
artery  disease  may  be  related  to  any  number  of 
the  factors  previously  discussed. 

The  role  of  diabetes  as  an  accelerator  of  the 
rate  of  development  of  atherosclerotic  heart  dis- 
ease is  beyond  doubt.  It  has  been  shown  that  by 
the  time  carbohydrate  tolerance  fails  and  becomes 
clinically  manifest  as  diabetes,  the  disease  process 
has  been  actively  progressing  for  some  20  years. 
By  that  time  there  are  already  well  developed 
changes  in  the  vessel  walls.  Diabetes  may  exert 
its  effect  through  alteration  of  the  glycogen  cycle, 
an  effect  on  mucopolysaccharides  and  glucuronates 
in  the  vessel  wall,  effects  on  intimal  cell  permeabil- 
ity and  the  precipitation  of  fats  in  the  vessel  wall. 
Every  clinician  is  aware  that  poorly  controlled 
diabetes  can  mean  an  elevation  of  the  serum 
cholesterol  and  related  lipids  which  will  resist  all 
measures  directed  towards  their  reduction  until 
the  diabetes  is  controlled.  It  should  be  urged  here 
not  only  that  regular  checks  of  blood  sugar  levels 
of  individuals  whose  antecedents  are  diabetic 
should  be  made  early  in  life,  but  also  that  the  full 
glucose  tolerance  test  or  the  provocative  glucose 
tolerance  test  should  be  more  frequently  utilized. 
Significant  results  can  be  achieved  by  the  earliest 
identification  of  these  individuals. 

Other  Related  Factors 

L’p  to  the  present,  there  have  been  identified 
the  factors  related  to  coronary  proneness  concern- 
ing which  there  can  be  little  or  no  argument: 
family  history,  serum  cholesterol,  hypertension, 
and  diabetes.  What  follows  falls  into  relatively 
gray  areas  of  current  knowledge. 

Hyperuricemia  in  and  of  itself  has  not  been 
shown  to  be  of  importance.  The  combination, 
however,  of  hyperuricemia,  hypercholesterolemia, 
diabetes,  and  modest  to  significantly  elevated 
hemoglobin  and  hematocrit  levels  is  significant. 
The  elevation  of  three  or  all  four  of  these  factors 
is  frequently  associated  with  demonstrable  coro- 
nary artery  disease.  The  role  of  gross  serum  lipes- 
cence  and  moderate  polycythemia  affecting  in- 
creased rouleaux  formation  with  coating  of  the 
coronary  intima  and  consequent  decreased  per- 
fusion of  oxygen  and  other  nutrients  across  the 
endothelium  may  be  operative  here.  To  date, 
blood  coagulation  studies  as  related  to  predictabil- 
ity of  risk  factors  in  coronary  heart  disease  are  of 


580 


Volume  51/Number  9 


COOPER:  ATYPICAL  SYMPTOMS 


no  value.  Much  has  been  written  relating  the 
value  of  exercise  in  reducing  the  death  rate  of  cor- 
onary artery  disease.  A careful  analysis  of  data 
shows  that  vigorous,  regular  physical  activity 
exerts  a salutary  effect  on  coronary  heart  disease 
only  when  hypertension  is  present.  It  is  ineffective 
in  the  absence  of  hypertension.  Smoking  is  defi- 
nitely related  to  incidence  of  deaths  in  established 
coronary  artery  disease.  Its  role  in  the  absence  of 
established  disease  or  predisposition  to  disease  is 
subject  to  considerable  question.  Obesity  in  the 
absence  of  hypertension  and  hypercholesterolemia 
is  not  directly  related  to  the  development  of 


ischemic  heart  disease.  Obesity,  however,  predis- 
poses to  the  development  of  hypertension  and 
hypercholesterolemia,  thus  making  the  mainte- 
nance of  the  ideal  weight  a worthy  effort. 

Conclusion 

Statistical  data  concerning  the  factors  men- 
tioned are  overwhelmingly  convincing  that  they 
play  a significant  role  in  the  causation  of  athero- 
sclerotic heart  disease.  Based  on  current  knowl- 
edge, atherosclerotic  heart  disease  can  be  signifi- 
cantly modified  by  a preventive  approach. 

1680  Meridian  Avenue. 


Atypical  Symptoms 
in  Myocardial  Infarction 


Henry  R.  Cooper,  M.D. 

FORT  LAUDERDALE 

The  symptom  complex  of  myocardial  infarc- 
tion is  remarkable  in  its  specificity.  The  descrip- 
tion of  chest  discomfort  varies  little  from  patient 
to  patient.  Indeed,  relatives,  neighbors,  or 
passers-by  make  the  correct  diagnosis  with  dis- 
maying ease  and  frequency.  The  almost  monot- 
onously reliable  common  features  of  the  symp- 
toms of  a coronary  accident  enable  the  amateur  to 
equal  the  professional  in  diagnostic  accuracy  in 
a majority  of  instances.  Unfortunately,  the  ama- 
teur almost  equals  the  professional  in  his  prog- 
nostic ability  as  well,  for,  in  any  single  instance 
of  this  disease  the  rule  is  absolute  unpredictabil- 
ity. The  situation  being  thus,  it  behooves  the 
physician,  in  this  day  of  heart  consciousness  and 
widespread  lay  publicity  with  regard  to  this  most 
common  major  disease,  to  be  familiar  not  only 
with  the  usual  symptoms  of  myocardial  infarction, 
but  also  with  the  less  typical  features. 

Typical  Symptoms  of  Myocardial  Infarction 

The  chest  sensation  is  described  as  a sense  of 
constriction,  tightness  or  pressure  located  sub- 
sternally  and  often  radiating  to  the  throat  or  up- 
per left  arm.  Unlike  simple  angina,  the  intensity 
of  the  pressure  is  usually  painful  and  is  so  ex- 
pressed by  the  patient.  It  lasts  from  30  minutes 
to  several  hours,  waxes  and  wanes  in  intensity. 


and  is  not  related  to  position,  respiration,  swallow- 
ing or  moderate  movement  of  the  chest  wall.  The 
victim  prefers  to  remain  still.  Associated  pallor, 
weakness,  sweating,  and  some  degree  of  dyspnea,, 
apprehension  and  gastrointestinal  disturbance  are 
present.  If  the  intellectual  ability  or  descriptive 
facility  of  the  individual  is  limited,  the  “language 
of  the  hands”  is  characteristic  in  expressing  the 
location  and  character  of  the  pain,  and  to  some 
degree  its  intensity.  The  patient’s  hands  are 
placed  over  the  anterolateral  aspect  of  the  chest 
and  pressed  inward  in  a squeezing  gesture,  or  one 
hand  may  be  placed  over  the  midsternum  and 
pressed  down  firmly.  Verbally  or  by  gesture  the 
patient  indicates  the  size  of  the  painful  area  to  be 
at  least  as  large  as  his  hand.  Nausea  or  vomiting 
may  or  may  not  be  present,  but  medication  may 
alter  this. 

In  summary,  the  classical  symptomatic  fea- 
tures are:  (1)  Location — substernal;  (2)  Area — 
hand-size  or  larger;  (3)  Character  of  the  sensa- 
tion— pressure;  (4)  Intensity — painful;  (5)  Ra- 
diation— throat  and  upper  left  arm;  (6)  Duration 
— 30  minutes  or  more;  (7)  Relationship — unre- 
lated to  bodily  function  or  moderate  chest  wall 
movement;  (8)  Associated  symptoms — pallor, 
weakness,  sweating,  dyspnea,  apprehension  and 
gastrointestinal  disturbance. 
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Variation  in  the  Common  Symptoms  of 
Myocardial  Infarction 

The  location  of  pressure  often  extends  from 
the  substernal  area  and  covers  the  entire  anterior 
chest,  and  is  described  as  a squeezing,  crushing, 
tearing,  pushing,  heavy,  aching,  burning,  weight- 
like, constrictive  bandlike,  or  expanding  (“burst- 
ing”) pain.  To  convey  the  sense  of  weight  the 
patient’s  expression  is  usually  embellished  by 
indicating  that  someone  or  something  is  sitting 
on  the  chest  (as  a truck,  ox,  or  elephant).  Rarely 
is  the  pain  described  as  stabbing  or  sharp,  and 
the  closer  to  the  cardiac  apex  the  patient  indicates 
the  center  of  the  pain  to  be,  the  farther  away  the 
physician  walks  from  the  diagnosis  of  myocardial 
infarction.  The  radiation  of  pain  often  extends 
beyond  the  throat  and  inner  aspect  of  the  left 
upper  arm  to  include  the  angle  of  the  jaws,  the 
lower  teeth,  or  the  side  of  the  neck.  There  is  often 
an  associated  heaviness  or  aching  of  both  arms. 
Ulnar  radiation  into  the  forearm,  ring  finger,  and 
little  finger  is  helpful  in  diagnosis.  Spot  pain, 
such  as  a tightness  of  the  wrists  or  aching  in  the 
elbow,  is  not  infrequent.  Radiation  through  to 
the  midback  is  rare,  but  referred  pain  to  the  lower 
cervical  and  upper  dorsal  back  area  is  not  uncom- 
mon. The  important  point  is  that  despite  rather 
remote  and  prominent  radiation,  substernal  op- 
pression is  almost  invariably  present  to  some 
degree. 

The  most  common  variation  in  the  relationship 
of  pain  is  aggravation  by  respiration,  and  rest- 
lessness in  the  occasional  person  who  cannot  re- 
main still  but  walks  back  and  forth  throwing  his 
arms  about  dramatically. 

In  addition  to  classical  symptoms  there  occur 
varying  degrees  of  syncope  and  palpitation,  both 
of  which  may  be  due  to  arrhythmias,  heart  block, 
or  secondary  autonomic  imbalance. 

Atypical  Symptoms  of  Myocardial  Infarction 

The  most  atypical  symptom  of  myocardial  in- 
farction is  the  absence  of  pain.  Syncope  may 
mask  the  pain,  and,  if  it  does,  it  usually  occurs 
at  the  onset  of  the  coronary  accident.  This  has 
led  to  the  statement  that  myocardial  infarction 
should  always  be  suspected  in  a patient  in  whom 
low  blood  pressure,  weak  pulse,  pallor  and  sweat- 
ing persist  for  a long  time  after  syncope.^  Some 
patients  have  neither  syncope  nor  pain,  and  in 
such  cases  other  characteristics  must  lead  to  a 
diagnosis. 


Atypical  location  of  pain  also  occurs.  This  has 
long  been  recognized,  and  indeed,  it  is  not  uncom- 
mon to  hear  cardiologists  say  that  any  pain  above 
the  waistline  may  be  due  to  myocardial  infarction. 
In  my  experience,  if  a patient  has  had  a site  of 
chronic  inflammation  or  discomfort,  particularly 
above  the  level  of  the  umbilicus,  the  pain  of  the 
myocardial  infarction  may  be  centered  there.  For 
e.xample,  it  may  be  in  the  right  shoulder  with 
chronic  bursitis,  or  along  the  line  of  a previous 
left  thoracotomy  scar.  Occasionally  this  atypical 
pain  may  be  most  dramatic,  as  in  one  patient  with 
excruciating  pain  located  solely  over  the  left 
kidney  with  a nephrostomy  tube  in  situ.  The  pa- 
tient rapidly  went  into  shock  with  an  acute  pos- 
terior infarction.  Sometimes  radiation  sites  un- 
related to  previous  disease  may  be  the  most  prom- 
inent subjective  complaint.  These  include  head- 
ache, pain  in  the  hard  palate  or  sinuses,  and  severe 
posterior  pain  in  the  neck.  In  addition,  although 
sharp,  stabbing,  knifelike  or  cutting  pain  is  rare, 
it  does  occur.  F’inally,  atypical  pain  of  myocardial 
infarction  may  be  coexistent  with  acute  disease 
of  other  organs.  The  obvious  disease  of  the  other 
organ  absorbs  the  physician’s  attention  and  the 
myocardial  infarction  is  missed.  This  is  particular- 
ly true  of  cholecystitis,  but  can  occur  with  any 
acute  abdominal  condition. 

On  occasion  paresthesia  replaces  the  usual 
retrosternal  pressure.  This  was  exemplified  in  a 
32  year  old  husky  man  who  complained  of  “tin- 
gling like  mild  electricity”  in  the  anterior  chest 
for  10  to  15  minutes,  associated  with  moderate 
dyspnea.  His  electrocardiogram  slowly  evolved  as 
an  anterior  infarction  in  the  subsequent  10  days. 

In  the  absence  of  any  chest  sensation,  “sub- 
stitution symptoms”  or  “equivalents”  of  acute 
myocardial  infarction  usually  are  present.  These 
are  the  associated  symptoms  of  autonomic  im- 
balance or  stress  (pallor,  sweating,  weakness, 
vomiting,  mental  aberration,  bradycardia  or 
tachycardia,  and  even  profound  shock),  or  the 
symptoms  of  left  ventricular  dysfunction,  such  as 
dyspnea  and  cough,  ventricular  tachycardia,  or 
other  arrhythmias.  A frequent  atypical  picture  is 
dyspnea  with  weakness  and  nausea  and  little  or 
no  chest  discomfort,  but  with  associated  pallor 
and  sweating.  A bizarre  picture  in  the  presence 
of  infarction  was  one  of  a man  with  an  acute 
onset  of  weakness,  sweating,  and  a sensation  of 
being  chilled  to  such  a degree  that  he  immersed 
himself  in  a tub  of  hot  water  for  relief. 
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Conclusion 

The  more  experienced  the  clinician,  the  greater 
is  his  appreciation  of  the  wide  variation  in  the 
symptoms  of  myocardial  infarction.  It  is  by  this 
appreciation  aided  by  corroborative  laborator>^ 


procedures  that  the  professional  will  exceed  the 
amateur  in  the  diagnosis  of  this  disease. 
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Deceptive  Electrocardiograms 
in  Coronary  Disease 


Louis  Lemberg,  M.D. 

MIAMI 

The  electrocardiogram  is  the  most  valuable  in- 
strumental aid  in  the  diagnosis  of  myocardial  in- 
farction due  to  atherosclerotic  heart  disease.  All 
too  frequently,  however,  the  diagnostic  import  of 
the  electrocardiogram  as  well  as  the  vectorcardio- 
gram suffers  from  either  overinterpretation  or 
underinterpretation.  Many  authors  have  described 
incidents  where  overinterpretation  has  resulted  in 
iatrogenic  disease  attended  by  needless  hospital- 
ization and  loss  of  time  from  gainful  employ- 
ment.Equal  in  incidence,  although  less  fre- 
quently stressed,  are  the  patients  with  coronary 
artery  disease  who  are  inadequately  treated  be- 
cause of  failure  to  recognize  atypical  and  less  fre- 
quent abnormalities  in  the  electrocardiogram. 
.Admittedly  both  extremes,  overinterpretation  and 
underinterpretation,  create  heavy  penalties  for  the 
patient.  Potentially,  however,  the  more  dangerous 
error  is  the  one  of  omission.  .Acute  atherosclerotic 
heart  disease  is  characterized  by  an  unpredictable 
course.  It  is  paramount  that  recognition  of  this, 
the  most  prevalent  and  deadly  disease  of  our  day, 
be  established  as  early  as  possible  in  order  to 
initiate  effective  care.  A few  examples  of  atypical 
features  in  the  electrocardiogram  of  patients  with 
coronary  disease  are  presented  in  order  of  fre- 
quency. 

Septal  Infarction,  Septal  Fibrosis,  or  Incomplete 
Left  Bundle  Branch  Block 

Normal  septal  activation  from  left  to  right 
producing  an  initial  r wave  in  \^4R,  VI  or  V2  is 
reversed.  This  is  a result  of  infarction  of  the  left 
side  of  the  septum  or  because  of  incomplete  left 
bundle  branch  block  in  the  absence  of  gross  in- 
farction but  usually  associated  with  scattered 


fibrosis  of  the  left  septal  mass.  The  depolarization 
pattern  in  one  or  more  of  the  right  precordial 
leads  consists  of  a qrS  deflection^  (fig.  1).  The 
initial  q wave  reflects  right  to  left  septal  activa- 
tion. The  succeeding  activation  of  the  free  wall  of 
the  right  ventricle  tends  to  cause  positivity  over 
the  right  precordium  indicated  by  an  upstroke 
which  crosses  the  isoelectric  line  to  produce  a 
small  r wave.  The  following  S wave  represents 
negative  potentials  transmitted  during  activation 
of  the  free  wall  of  the  left  ventricle. 


Fig.  I. — A minute’  q wave  followed  by  a small  r 
wave  is  present  in  V I and  V2.  Note  absence  of  q 
waves  in  leads  1 and  V6. 


HORIZONTAL  'NITIAL 

VECTORS 

(H) 


Fig.  2. — Initial  QRS  forces  in  the  horizontal  and 
sagittal  planes  are  directed  posteriorly.  "Z”  curve  is 
seen  in  the  first  30  msec,  of  the  horizontal  plane.  Two 
legs  of  the  "Z”  are  shown  enlarged  in  the  trace  above 
(H). 
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v:  V2  V3  V4  V5  V6 


Fig.  3. — Prominent  and  widened  R waves  in  Vl 
and  V2  result  from  reduction  of  posterior  forces. 


horizontal  enlarged  horizontal  frontal  sagittal 


V 

V 


Fig.  7. — Negative  U waves  in  V2,  V3,  V4  and  V5, 
on  May  10,  1951,  preceding  clinical  myocardial  infarc- 
tion. Two  days  later  typical  acute  electrocardiographic 
changes  after  clinical  myocardial  infarction. 


The  characteristic  vectorcardiogram  (Frank 
technique)  records  a “Z”  curve  in  the  initial  25 
to  30  msec,  of  the  horizontal  loop  (fig.  2). 


Fig.  4. — The  major  portion  of  the  horizontal  loop 
lies  in  the  anterior  half.  Significant  diminution  of 
forces  can  be  seen  in  the  left  posterior  quadrant.  Coun- 
terclockwise rotation  and  horizontal  axis  of  the  frontal 
loop  differentiate  this  characteristic  SVCG  of  true  pos- 
terior infarction  from  that  of  right  ventricular  hyper- 
trophy in  rheumatic  mitral  stenosis. 


Fig.  5. — Initial  r s precedes  the  RR’  of  complete  left 
bundle  branch  block  in  V6. 


HORIZONTAL  ENLARGED  FRONTAL  SAGITTAL 

HORIZONTAL 


Fig.  6. — The  first  30  msec,  in  the  enlarged  hori- 
zontal plane  shows  a small  anterior  loop.  Its  mag- 
nitude relationship  to  the  major  loop  is  seen  in  the 
first  trace  on  the  left. 


True  Posterior  and  Posterolateral  Wall 
Myocardial  Infarctions 

A significant  loss  of  viable  myocardium  in  the 
posterior  or  posterolateral  wall  of  the  left  ventricle 
will  result  in  abnormal  Q deflections  in  those  leads 
which  reflect  epicardial  potentials  of  the  posterior 
aspect  of  the  left  ventricle.  Electrode  positions 
over  the  back  record  minute  deflections  too  small 
to  interpret.  Under  these  circumstances  the  right 
precordial  electrode  positions  V4R  and  VI  will 
often  record  tall  and  wider  R waves  associated 
with  S waves  of  decreasing  depth  (fig.  3).  These 
represent  the  inverse  of  the  abnormal  Q deflec- 
tions that  would  be  recorded  by  direct  leads  over 
the  epicardial  surface  of  the  posterior  aspect  of 
the  left  ventricle. 

The  vectorcardiogram  in  true  posterior  in- 
farctions clearly  indicates  the  loss  of  posterior 
forces  and  associated  increase  in  magnitude  of  the 
anterior  forces  (fig.  4).  The  horizontal  loop  is 
distorted  so  that  a major  portion  lies  in  the  ante- 
rior half.  The  differentiation  from  right  ventricu- 
lar hypertrophy  is  made  by  the  presence  of  a 
vertical  axis  and  clockwise  rotation  of  the  loop 


Right 

Fig.  8. — A.  Clinical  acute  myocardial  infarction  with 
the  initial  electrocardiogram  revealing  loss  of  R in  V2, 
V3,  and  Q V4,  V5  also  cove  plane  ST-T  in  AVL  and 
V4.  B.  Tracing  24  hours  later  with  reversal  of  initial 
abnormalities.  C.  and  D.  Typical  evolutionary  changes 
48  and  96  hours  after  onset  of  myocardial  infarction. 
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in  the  frontal  plane  in  ri^ht  ventricular  hyper- 
trophy. 

Complete  Left  Bundle  Branch  Block  and 
Myocardial  Infarction 

The  difficulties  inherent  in  the  diagnosis  of 
myocardial  infarction  in  the  presence  of  complete 
left  bundle  branch  block  are  well  known.  The 
reason  for  these  is  the  right  to  left  septal  depolar- 
ization in  left  bundle  branch  block  which  gives 
rise  to  positive  deflections  in  leads  which  reflect 
electrical  potentials  of  the  epicardial  surface  of 
the  left  ventricle.  Infarction  of  the  left  septal 
mass  or  free  wall  of  the  left  ventricle  in  the  pres- 
ence of  complete  left  bundle  branch  block  will 
therefore  fail  to  produce  Q waves  in  leads  reflect- 
ing left  ventricular  epicardial  potentials.  When 
the  intraventricular  septum  is  electrically  inert 
because  of  replacement  of  myocardium  by  scar 
tissue,  Q waves  are  recorded  in  leads  reflecting 
left  ventricular  epicardial  potentials.  These  Q 
waves  represent  activation  of  the  free  wall  of  the 
right  ventricle  recorded  from  precordial  left  ven- 
tricular leads.  This  finding  is  well  known  as  being 
diagnostic  of  septal,  anteroseptal  or  posteroseptal 
infarction  in  the  presence  of  complete  left  bundle 
branch  block.  Little  known  is  the  alteration  that 
may  occur  in  the  first  ascending  R wave  in  com- 
plete left  bundle  branch  block.  Slurring  and 
notching  in  the  first  2 mm.  of  the  initial  R wave 
are  the  equivalent  of  a Q wave  and  have  the  same 
diagnostic  significance  (fig.  5). 

The  vectorcardiogram  will  reveal  anterior  de- 
viation of  the  first  25  to  30  msec,  in  the  horizontal 
loop  (fig.  6).  The  remainder  of  the  horizontal 
loop  will  be  either  a narrow  clockwise  or  counter- 
clockwise loop  directed  posteriorly  and  to  the  left. 

Inverted  U Waves 

The  L'  wave,  a small,  slow  deflection,  following 
the  T wave  and  considered  in  the  past  to  represent 
an  after  potential  is  probably  the  T wave  of  the 
Purkinje  fiber  in  the  light  of  recent  work.^  The 
L’  wave  is  normally  positive  when  the  T wave  is 
positive.  In  the  last  15  years  increasing  attention 
has  been  focused  on  this  small  deflection  especial- 
ly in  serum  potassium  abnormalities.  A relatively 
infrequent  but  highly  significant  finding  is  the 
presence  of  an  inverted  L’  following  an  upright 
T wave.  This  abnormality  when  present  with 
angina  is  frequently  associated  with  an  impending 
myocardial  infarction  (fig.  7).  When  seen  follow- 
ing an  exercise  tolerance  test  it  is  diagnostic  of 
a positive  test. 


On  occasion  a normal  electrocardiogram  is 
recorded  during  the  early  evolutionary  changes  of 
an  acute  myocardial  infarction.  The  fact  that  this 
is  seen  even  when  the  earlier  tracings  of  the  pre- 
ceding days  recorded  the  usual  characteristic  fea- 
tures of  an  acute  myocardial  infarction,  makes 
knowledge  of  this  possible  occurrence  important. 
The  sequence  of  events  is  as  follows:  The  first 
one  to  three  tracings  record  characteristic  repolar- 
ization changes  that  are  seen  in  the  early  stages 
of  an  acute  myocardial  infarction.  A serial  tracing 
then  reveals  a normal  electrocardiogram  without 
the  current  of  injury  or  abnormal  Q waves  that 
were  seen  in  the  preceding  electrocardiograms. 
Subsequent  tracings  again  show  the  usual  evolu- 
tionary changes  of  an  acute  myocardial  infarction 
(fig.  8).  The  importance  of  this  atypical  evolu- 
tionary stage  is:  1.  It  may  mislead  the  physician 
into  thinking  that  a myocardial  infarction  has  not 
occurred.  2.  Since  this  atypical  evolutionary 
stage  may  occur  at  any  time  in  the  first  72  hours 
of  a myocardial  infarction,  it  may  very  well  be 
the  initial  tracing  (determined  by  the  time  after 
onset  that  the  electrocardiogram  is  taken)  and  j 
its  normal  appearance  be  responsible  for  an  in- 
correct diagnosis  even  in  the  face  of  typical 
clinical  features  of  a coronary  thrombosis.  Ther- 
apy will  thus  be  delayed  or  withheld  during  a 
very  critical  period. 

Summary 

Proper  application  and  use  of  a laboratory 
tool  in  clinical  medicine  obviates  sins  of  omission 
as  well  as  commission.  In  many  diseases  failure 
to  recognize  the  finer  aspects  of  a laboratory  ex- 
amination will  result  in  consequences  more 
hazardous  to  life  than  iatrogenic  disease  due  to 
overinterpretation.  Atherosclerotic  coronary  ar- 
tery disease,  because  of  its  prevalence,  unpredict- 
ability, and  high  mortality  rate,  is  included  in  the 
former. 

A few  simple  but  infrequently  stressed  elec- 
trocardiographic signs  of  coronary  artery  disease 
are  described  in  order  to  improve  accuracy  in 
interpretations. 
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Cineangiography -Its  Value  in  Diagnosis 
of  Coronary  Artery  Disease 


Frank  LaCamera  Jr.,  M.D. 

ST.  PETERSBURG 

Every  practicing  physician  has  been  faced 
with  the  problem  of  deciding  whether  a certain 
patient  does  or  does  not  have  coronary  artery 
disease.  Under  most  circumstances  a correct  de- 
cision can  be  made  with  a good  history  and  phy- 
sical examination,  laboratory  tests,  and  if  suffi- 
cient time  allows,  a therapeutic  trial.  There  are 
some  cases  where  the  physician  remains  in  doubt 
and  where  a correct  diagnosis  is  particularly  im- 
portant. It  is  in  just  such  a situation  that  cine- 
coronary  angiography  can  play  a decisive  role. 

Cineangiography  of  the  coronary  arteries  was 
developed  as  a technique  by  F.  Mason  Sones, 
M.D.,  of  the  Cleveland  Clinic,  in  the  latter  half 
of  1959.  This  has  been  proved  to  be  a much  safer 
test  than  originally  thought  so  long  as  warning 
signals  are  observed.  The  mortality  figure  for  the 
largest  reported  series  is  0.17  per  cent.i  In  our 
laboratory  the  mortality  has  been  zero.  The 
morbidity  is  minimal  even  though  the  procedure 
may  require  anywhere  from  one  to  four  hours  to 
perform  adequately.  The  patient  is  awake  in 
order  to  insure  maximum  safety,  and  he  experi- 
ences only  moderate  discomfort  at  the  site  of  the 
cut  down  for  the  catheter  insertion.  This  is  usual- 
ly over  the  brachial  artery.  Most  of  the  procedure 
involves  maneuvering  the  special  catheter  into  the 
orifice  of  each  coronary  artery,  so  that  selective, 
small  Injections  of  dye  may  be  made  (fig.  1 ).  The 
cineangiograms  taken  during  the  dye  injections 
show  the  heart  in  motion  thus  revealing  blood 
flow,  flexibility  of  arteries,  and  whether  a tortuous 
artery  contains  lesions  or  is  merely  tortuous. 

It  is  important  to  know  whether  one  or  both 
arteries  are  diseased,  and,  if  so,  to  what  extent. 
\ single  severe  lesion  may  be  more  important 
than  many  minor  ones.  For  example,  the  physi- 
cian might  be  undecided  about  giving  the  patient 
an  anticoagulant.  If  he  finds  an  almost  completely 
obstructed  artery,  he  will  feel  more  certain  about 
starting  therapy.  Figure  2 represents  the  left  cor- 
onary study  of  a 57  year  old  woman  who  was 
thought  to  have  coronary  disease.  By  history  she 
had  several  episodes  typical  of  coronary  occlu- 
sions, but  at  no  time  was  there  a significant  serum 


glutamic  oxalacetic  transaminase  elevation  or 
electrocardiographic  change.  She  was  seen  also 
during  frequent  hyperventilation  episodes.  The 
illustration  verifies  the  fact  that  she  has  a mark- 
edly obstructed  anterior  descending  branch  of  the 
left  coronary  artery,  but  fortunately  the  obstruct- 
ed areas  have  been  bypassed  by  a collateral  vessel 
that  supplies  the  distal  portions  of  the  artery.  As 
a result  of  the  cineangiogram  the  patient  was 
started  promptly  on  anticoagulant  therapy,  and, 
although  she  still  has  frequent  chest  pain  two 


Fig.  1. — Normal  right  coronary  artery. 


Fig.  2. — Left  coronary  artery  of  57  year  old  woman. 
Large  circumflex  branch  is  normal.  Anterior  descending 
branch  displays  two  obstructions — arrows  on  right.  Ar- 
row on  left  points  to  collateral  vessel  bypassing  ob- 
structed areas. 
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Fig.  3. — Right  coronary  artery  of  26  year  old  wom- 
an. Complete  obstruction  is  seen  beyond  tip  of  arrow 
with  small  collateral  vessels  in  area  of  lesion  allowing 
tilling  of  distal  artery. 


years  after  this  study,  she  has  not  yet  suffered  a 
myocardial  infarction. 

Numerous  patients  thought  to  have  disease 
have  been  found  to  have  normal  arterial  networks. 
These  patients  were  studied  primarily  because 
there  was  some  factor  that  did  not  fit  the  usual 
picture  of  coronary  artery  disease.  Once  normal 
arteries  are  found,  attention  can  be  focused  else- 
where in  attempts  to  relieve  patients  of  their 
symptoms.  \ true  cardiac  neurotic  patient  may 
recognize  the  normalcy  of  his  heart  after  he  him- 
self has  viewed  the  cineangiograms,  but  then  may 
direct  sj'mptoms  toward  another  part  of  the  body. 
There  are  many  instances,  however,  where  pa- 
tients were  completely  rehabilitated  by  allowing 
them  to  resume  e.xercise,  by  discarding  drugs,  or 
by  returning  them  to  full  occupational  activities 
when  no  coronary  disease  was  found. 

Coronary  studies  are  particularly  important 
when  evaluating  an  adult  patient  for  aortic  or 
mitral  valve  surgerj-  inasmuch  as  cases  are  record- 
ed in  most  centers  where  the  valve  surgery  was 
successful  but  associated  coronary  disease  resulted 


in  death  during  surgery  or  in  the  immediate  post- 
operative period.  If  coronary  artery  surgery  is 
contemplated,  cineangiography  is  a must  before- 
hand. The  lesions  will  be  observed  so  that  the 
physician  can  determine  not  only  the  feasibility 
of  surgery  but  also  the  type  of  surgery  necessary 
as  well  as  the  site  to  be  attacked. 

The  prognosis  may  be  of  such  importance  that 
a patient  with  definite  coronary  disease  should 
undergo  cine-coronary  angiography  to  determine 
the  e.xtent  of  the  lesion.  One  such  instance  is 
represented  by  a 26  year  old  woman  who  had  a 
myocardial  infarction  in  1963.  She  has  a family 
of  three  young  children  to  rear,  one  of  whom  al- 
ready has  a significant  cholesterol  elevation,  as 
does  the  patient.  Figure  3 illustrates  her  right 
coronary  artery  revealing  complete  obstruction  of 
the  artery.  It  is  apparent  that  the  prognosis  is 
rather  poor  because  of  the  markedly  elevated 
cholesterol  in  combination  with  the  narrow  arte- 
rial channels  supplying  the  cardiac  muscle.  (The 
lesion  and  collateral  channels  are  much  more 
vivid  when  viewing  the  films  in  motion  than  when 
printed  as  a single  picture.) 

Comment 

Despite  its  usefulness,  cine-coronary  angiogra- 
phy need  not  be  employed  whenever  coronary 
disease  is  suspected.  The  mere  documentation 
that  there  is  coronary  disease  present  may  not 
justify  such  a test  in  the  eyes  of  many.  Whenever 
there  is  doubt  of  the  e.xistence  of  disease,  or  when 
proper  therapy  is  uncertain,  or  if  there  is  a socio- 
logical, legal,  or  economic  problem  combined  with 
the  patient's  illness,  it  behooves  the  physician  to 
use  all  means  available  to  obtain  factual  data. 
Cine-coronary  angiography  may  provide  such  pre- 
viously unavailable  answers. 

From  the  Cardiovascular  Lalwratory  of  the  H.  Milton  Rog- 
ers Foundation  for  Heart  Research,  St  Petersburg.  Florida 
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Current  Therapy  of  Acute 
Myocardial  Infarction 


John  M.  Packard, 

PENSACOLA 

Despite  the  large  numbers  of  patients  treated 
annually  for  myocardial  infarction,  there  is  a sur- 
prising divergence  of  opinion  regarding  such  meas- 
ures as  length  of  bed  rest,  anticoagulants,  oxygen, 
and  quinidine.  Since  the  available  literature  is  so 
voluminous  I shall  not  attempt  to  summarize  it, 
but  shall  offer  my  own  program  for  treatment 
without  bibliography,  statistics,  or  undue  detail 
as  to  drug  dosages. 

The  previous  articles  have  emphasized  the  dif- 
ficulties sometimes  encountered  in  establishing  the 
diagnosis.  A suspected  case  should  be  treated  as 
proven  until  coronary  disease  has  been  conclu- 
sively ruled  out.  Hospitalization  is  highly  desir- 
able not  only  for  ease  in  obtaining  laboratory 
confirmation  of  the  diagnosis,  but  also  for  prompt 
recognition  and  treatment  of  various  complications 
which  may  arise. 

The  goal  of  treatment  is  not  merely  survival 
but  restoration  of  the  patient  to  his  maximum 
level  of  physical  and  mental  ability.  This  involves 
guarding  against  undue  apprehension  or  depres- 
sion of  the  patient  during  the  acute  jrhase  of  the 
illness  and  an  orderly  and  progressive  program  of 
physical  exercise  after  the  acute  stage  has  passed. 
A hopeful  and  realistic  attitude  is  warranted  by 
the  fact  that  most  patients  recover  and  return  to 
their  previous  employment. 

Initial  Considerations 

Control  of  pain  and  apprehension  with  ade- 
quate doses  of  narcotics,  given  intravenously  or 
combined  with  atropine  if  the  pain  is  extreme, 
should  be  the  first  consideration.  Uimenhydrinate 
(Dramamine)  or  prochlorperazine  (Compazine) 
may  be  given  simultaneously  to  prevent  nausea 
and  provide  mild  sedation.  Narcotics  are  fre- 
quently given  in  place  of  hypnotics  for  the  first 
few  nights.  It  is  necessary  to  instruct  the  patient 
with  previous  angina  which  disappeared  on  rest 
to  ask  for  an  injection  if  pain  recurs  since  it  usu- 
ally does  not  disappear  by  itself.  Other  details 
of  importance  are  restriction  of  visitors,  efforts  to 
keep  outside  noises  at  a minimum,  and  reassur- 


ance on  the  part  of  the  doctor  by  his  words,  ac- 
tions, and  frequency  of  visits.  The  seriousness  of 
the  immediate  situation  needs  to  be  appreciated 
both  by  the  patient  and  the  family  to  obtain  full 
cooperation;  I have  found  the  American  Heart 
Association’s  booklet,  “Heart  Disease  Caused  by 
Coronary  Atherosclerosis”  quite  useful  in  helping 
the  patient  and  his  family  understand  the  prob- 
lems involved  in  treatment. 

For  the  first  few  days  diet  should  be  restricted 
to  liquids  and  very  soft  foods,  low  in  salt  unless 
the  patient  is  hypotensive.  Salt  substitutes  are 
allowed  if  salt  is  restricted,  but  coffee  and  iced 
food  or  drink  are  not  permitted.  He  should  be  fed 
by  the  family  or  nurse  for  the  first  two  to  three 
days  in  the  average  case.  When  the  patient  re- 
quests more  food  he  is  allowed  a 1,200  calorie  soft 
diet  with  moderate  restriction  of  fats.  (Since  the 
general  public  is  so  aware  of  the  possible  role  of 
cholesterol-containing  foods  in  the  genesis  of  arte- 
riosclerotic heart  disease,  the  patient  may  become 
upset  if  he  finds  butter  or  eggs  on  his  tray.) 

The  patient  is  reassured  that  no  bowel  action 
is  expected  for  the  first  several  days.  A stool  sof- 
tener is  routinely  given  with  the  addition  of  a mild 
laxative  or  use  of  a glycerin  suppository  if  indi- 
cated. The  bedside  commode  is  used  for  bowel 
movements  unless  shock  is  present.  Male  patients 
are  also  allowed  to  stand  with  help  to  void  if  they 
are  unable  to  use  the  urinal  while  supine.  An  in- 
dwelling catheter  is  occasionally  necessary  if  the 
patient  cannot  void  without  considerable  diffi- 
culty. 

For  the  first  three  to  four  days  the  patient  is 
kept  at  bed  rest  but  encouraged  to  roll  from  side 
to  side  and  move  the  extremities.  The  bed  bath 
is  deferred  for  24  to  48  hours  only  in  acutely  ill 
patients.  After  4 days,  if  the  patient’s  condition 
seems  stable,  I allow  the  patient  to  sit  in  a com- 
fortable chair  with  support  for  the  head  as  long 
as  he  is  comfortable.  The  exertion  of  getting  in 
and  out  of  bed  is  reduced  to  a minimum  by  help 
of  nurses  or  orderlies.  The  number  of  times  out 
of  bed  is  increased  to  three,  and  timed  so  that  he 
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may  eat  while  sitting  up.  Bathroom  privileges 
are  granted  the  patient  to  walk  to  the  bathroom 
after  the  tenth  day  of  illness,  with  a wheel  chair 
being  used  if  the  bath  is  not  adjacent  to  the  bed. 

Smoking  is  forbidden  during  the  period  of  hos- 
pitalization and  for  the  month  following.  Patients 
are  encouraged  to  give  up  the  habit  entirely.  I 
condone  smoking  during  the  acute  phase  only  if 
the  patient  is  extremely  restless  and  difficult  to 
manage  otherwise. 

Oxygen  is  used  only  if  the  patient  is  in  shock, 
congestive  heart  failure,  or  extremely  restless  and 
apprehensive.  It  is  discontinued  gradually,  first 
at  meals,  and  then  for  increasingly  long  periods 
during  the  day. 

Anticoagulants  are  given  for  at  least  four 
weeks  in  all  cases  except  the  most  elderly,  or  in 
those  with  hemorrhagic  disease,  peptic  ulcer,  liver 
failure,  or  recent  hemorrhage.  Phenindione 
(Danilone,  Hedulin)  is  the  drug  I have  found 
most  useful  because  of  its  fairly  prompt  onset  and 
offset  of  action.  I rarely  use  heparin.  Prothrom- 
bin times  are  determined  daily  at  the  start  and 
then  every  other  day  up  to  the  time  of  discharge. 
In  general,  anticoagulants  are  continued  indefi- 
nitely. 

Blood  Pressure 

Disturbances  of  blood  pressure,  either  hypo- 
tension or  hypertension,  are  frequently  transitory 
and  subside  with  reassurance  and  relief  of  pain. 
A patient  with  previous  hypertension  will  often 
have  rather  dramatic  lowering  of  the  pressure 
after  the  first  twelve  to  twenty-four  hours  and  it 
is  important  not  to  precipitate  this  with  hypoten- 
sive agents.  The  exact  level  at  which  hypotension 
should  be  treated  must  be  individualized;  if  the 
patient  presents  no  sign  of  clinical  shock  and  is 
producing  urine  in  adequate  amounts,  he  does 
not  need  his  blood  pressure  raised  even  though  it 
may  be  75  or  80  millimeters  of  mercury.  If  medi- 
cation is  required,  I prefer  metaraminol  (Ara- 
mine)  since  it  may  be  given  intramuscularly  or 
intravenously,  and  does  not  cause  a slough  if 
extravasated  or  with  prolonged  intravenous  use. 
If  levarterenol  (Levophed)  is  used,  5 mg.  of  phen- 
tolamine  (Regitine)  added  to  each  liter  of  solution 
will  usually  prevent  slough.  Digitalis  has  been 
used  occasionally  for  shock  in  the  absence  of  overt 
heart  failure  with  good  results. 

Heart  failure  is  usually  left  ventricular,  and 
manifested  by  diastolic  gallop  rhythm  and  rales, 
and  is  an  indication  for  digitalization.  A few  basal 
rales  are  frequently  asymptomatic  and  disappear 


with  rest  or  with  an  oral  diuretic.  Acute  pulmo- 
nary edema,  however,  requires  immediate  and 
vigorous  treatment  with  narcotics,  oxygen,  rotat- 
ing venous  tourniquets,  intravenous  digitalization,, 
intramuscular  diuretics,  and  aminophylline. 

Arrhythmias 

Arrhythmias  may  be  caused  by  or  may  initiate 
alterations  of  the  hemodynamics,  particularly  hy- 
potension. Restoration  of  blood  pressure  often 
terminates  arrhythmias  associated  with  hypoten- 
sion, or  potentiates  the  actions  of  antiarrhythmic 
drugs.  If  any  of  the  following  arrhythmias  are  due 
to  drug  intoxication,  stop  the  drug.  In  case  of 
excessive  digitalis,  give  slowly  intravenous  potas- 
sium chloride,  40  to  60  mEq.  in  500  cc.  of  5 per 
cent  dextrose  solution.  If  due  to  quinidine  or  pro- 
cainamide hydrochloride  (Pronestyl)  overdosage, 
give  intravenous  molar  lactate,  20  to  100  cc.,  or  10 
to  20  units  of  crystalline  zinc  insulin  and  50  to 
100  cc.  of  50  per  cent  dextrose  solution.  Control 
hypotension  with  vasopressors. 

Premature  ventricular  beats  are  serious,  espe- 
cially if  not  present  prior  to  infarction,  and  may 
precede  ventricular  standstill,  tachycardia  or  fi- 
brillation. They  should  be  treated  vigorously  with 
quinidine  sulfate  0.2  to  0.4  Gm.  (3  to  6 grains) 
four  to  five  times  a day,  or  procainamide  hydro- 
chloride 250  to  750  mg.  orally  every  two  to  four 
hours.  After  the  ventricular  beats  are  under  con- 
trol, continue  the  medication  four  times  a day. 
If  the  patient  is  nauseated,  vomiting  or  has  gas- 
trointestinal symptoms,  the  intravenous  or  intra- 
muscular routes  must  be  used. 

Atrial  premature  beats  are  less  serious,  and 
usually  respond  to  quinidine  or  full  digitalization. 

Supraventricular  tachycardia  may  usually  be 
terminated  by  unilateral  carotid  sinus  pressure 
fortified  by  breath-holding  and  sedation.  If  these 
measures  fail,  partial  digitalization  (lanatoside  C 
[Cedilanid]  0.8  to  1.2  mg.  intravenously)  will 
usually  potentiate  the  carotid  sinus  reflex  within 
10  to  20  minutes.  I have  occasionally  used  “car- 
dioversion” in  resistant  cases.  Vagal  stimulating 
maneuvers  are  potentially  dangerous  in  acute  in- 
farction, and  should  be  performed  only  under  elec- 
trocardiographic monitoring. 

Atrial  fibrillation  and  atrial  flutter  may  pro- 
duce a rapid  ventricular  rate  which  increases  cor- 
onary insufficiency  and  may  cause  death.  Intra- 
venous or  intramuscular  digitalization  is  therefore 
indicated.  If  these  arrhythmias  persist,  I attempt 
conversion  with  quinidine  or  lanatoside  C in  the 
recovery  or  convalescent  periods,  but  not  during 
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the  acute  illness  as  long  as  the  ventricular  rate  is 
controlled. 

Paroxysmal  ventricular  tachycardia  is  even 
more  ominous,  but  usually  responds  to  oral  or 
intramuscular  quinidine  every  two  to  three  hours 
for  four  doses,  or  to  lanatoside  C orally  or  paren- 
terally  every  four  to  six  hours.  If  the  ventricular 
tachycardia  persists,  quinidine  or  lanatoside  C 
should  be  given  slowly  intravenously  with  elec- 
trocardiographic monitoring.  Recently  I have  used 
intravenous  lidocaine  (Xylocaine)  with  good  re- 
sults and  no  hypotension.  Quinidine-induced  or 
lanatoside  C-induced  hypotension  is  controlled 
with  vasopressors.  In  refractory  cases  intravenous 
atropine  sulfate  (1  to  2 mg.)  may  be  effective, 
but  “cardioversion”  is  becoming  the  treatment  of 
choice. 

Ventricular  fibrillation  is  often  sudden.  If  it  is 
diagnosed  immediately,  closed  chest  cardiac  mas- 
sage should  be  started  at  once,  and  then  followed 
by  external  countershock,  unless  the  patient  has 
been  in  chronic  heart  failure  or  has  other  evidence 
of  no  cardiac  reserve.  I have  not  used  open  chest 
massage  in  any  acute  myocardial  infarction. 

First  degree  heart  block  requires  no  treatment, 
but  second  and  third  degree  atrioventricular 
blocks  merit  immediate  attention  because  they 
often  precede  cardiac  arrest.  Atropine  sulfate, 
0.5  to  2.0  mg.  intravenously,  will  improve  some 
cases.  For  complete  block  with  Stokes-Adams 


syncopal  attacks,  I use  intravenous  or  intramus- 
cular isoproterenol  (Isuprel)  hydrochloride  or 
epinephrine.  After  the  atrioventricular  block  is 
stabilized,  sublingual  isoproterenol  or  oral  ephed- 
rine  sulfate  may  prevent  further  attacks.  If  the 
attacks  are  not  controlled  with  medication,  the 
use  of  an  internal  pacemaker  threaded  intra- 
venously into  the  heart  should  be  considered.  I 
have  not  had  personal  experience  with  this  tech- 
nique, but  encouraging  reports  are  being  pub- 
lished. 

In  cardiac  arrest,  assisted  respiration  and 
closed  chest  massage,  followed  by  intracardiac 
epinephrine  are  indicated.  Prolonged  precordial 
or  intracardiac  electric  stimulation  may  be  neces- 
sary. Molar  lactate  solution,  20  to  250  cc.  intra- 
venously, is  given  in  the  presence  of  acidosis  or 
hyperpotassemia.  Procainamide  hydrochloride, 
quinidine  and  potassium  salts  are  contraindicated. 

Conclusion 

Fortunately,  serious  arrhythmias  are  not  fre- 
quent, but  they  demand  immediate  diagnosis  and 
treatment.  With  the  advent  of  constant  electro- 
cardiographic monitoring,  and  increasing  experi- 
ence with  the  direct  current  “Cardioverter,”  I 
expect  additional  improvement  in  the  mortality 
rate  of  this  unpredictable  disease. 
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Editor’s  Note 

For  the  first  time  an  issue  of  The  Journal  of  the  Florida  Medical  Association 
presents  a symposium  upon  a specific  disease.  The  contributing  authors  were  chosen 
by  guest  editor  William  M.  Straight,  M.D.,  of  iNIiami,  because  of  their  especial  in- 
terest in  varying  aspects  of  myocardial  infarction.  Each  was  limited  in  the  length 
and  detail  of  his  discussion  in  order  to  present  the  broadest  possible  coverage  in  the 
space  available.  Dr.  Straight  and  the  contributing  authors  have  fulfilled  a difficult 
assignment  with  distinction.  It  has  been  a pleasure  to  work  with  them. 

Other  specialty  societies  have  been  invited  to  present  similar  discussions  to  fol- 
low in  later  issues  of  The  Journal. 

T.  M. 
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Serum  Enzymes  in  the  Detection 
of  Myocardial  Infarction 


Edmund  M.  Katibah,  M.D.* 
AND  John  B.  Henry, 

GAINESVILLE 

The  number  and  variety  of  serum  enzyme 
determinations  as  diagnostic  and  prognostic  aids 
in  patients  with  myocardial  infarction  may  justi- 
fiably perplex  the  physician  at  the  bedside.  A brief 
review  reflecting  the  evolution  and  direction  or 
trends  of  such  measurements  should  provide  a 
foundation  and  perspective  for  selection  and  inter- 
pretation of  these  clinical  enzyme  assays.  Spec- 
ificity and  sensitivity  as  well  as  accuracy  and 
jirecision  are  prerequisites  in  all  measurements 
that  serve  as  useful  guidelines  in  clinical  patho- 
logic correlations. 

Discussion 

Some  10  years  have  elajised  since  LaDue' 
reported  transient  elevations  of  the  serum  glutamic 
oxaloacetic  transaminase  (SHOT)  following  myo- 
cardial infarction.  Since  then  numerous  enzyme 
alterations  have  been  described,  but  the  majority 
of  these  enzyme  alterations  are  of  dubious  clinical 
importance  either  because  of  the  lack  of  specific- 
ity or  because  of  their  transient  alterations. 

Serum  aldolase,  an  enzyme  of  the  glycolytic 
system  catalyzing  the  splitting  of  fructose  1,  6- 
diphosphate  to  D-glyceraldehyde  3-phosphate  and 
dihydroxyacetone  phosphate,  shows  significant 
elevation  in  the  majority  of  patients  some  two  to 
eight  days  after  the  onset  of  infarction.-  More 
impressive  increases  are  generally  seen  in  muscular 
disorders,  particularly  progressive  muscular  dys- 
trophy, and  in  hepatocellular  degeneration  and/or 
necrosis.  In  the  diagnosis  of  myocardial  infarc- 
tion, it  apparently  has  no  advantage  over  the 
more  commonly  used  enzyme.  Bhosphohexose- 
isomerase,  another  enzyme  associated  with  the 
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glycolytic  system  converting  glucose  6-phosphate 
into  fructose  6-phosphate,  also  shows  a transient 
increase  in  serum  activity  after  myocardial  infarc- 
tion,-* but  again  appears  to  be  nonspecific,  show- 
ing elevations  in  liver  disease  and  in  muscular 
dystrophies. 

Elevation  in  the  serum  copper,*  which  is  nor- 
mally remarkably  constant,  occurs  in  acute  myo- 
cardial infarcts.  This  increase  tends  to  occur  late 
(one  to  five  days)  and  remains  elevated  some  10 
to  1 5 days.  Since  the  serum  copper  level  primarily 
reflects  ceruloplasmin,  which  has  high  oxidase 
activity,  determination  of  the  serum  oxidase 
activity  often  shows  an  extended  elevation  after 
myocardial  infarction.-'* 

The  enzyme  systems  most  commonly  utilized 
in  the  diagnosis  of  acute  myocardial  infarction 
have  been  the  transaminases  and  the  dehydrogen- 
ases. The  SGOT  has  been  most  widely  used  since 
it  has  a ver}*  high  enzyme  activity  in  cardiac 
muscle  and  offers  a greater  degree  of  specificity 
than  the  dehydrogenases.  The  SGOT  usually  rises 
within  six  to  12  hours  and  persists  for  a variable 
length  of  time,  usually  three  to  five  days.  The  most 
impressive  limitation  in  the  use  of  the  SGOT  is 
its  very  transient  nature,  which  often  is  not  fully 
appreciated.  For  instance,  while  the  majority 
(90  per  cent)  of  patients  with  acute  myocardial 
infarcts  show  elevations  of  the  SGOT,  a significant 
number  show  return  to  normal  levels  by  the  sec- 
ond day  after  infarction,  and  in  some  studies  the 
majority  of  patients  show  return  to  normal  by  the 
third  day.*’  Interpretation  then  of  a single  normal 
SGOT  determination  can  be  misleading  and  ade- 
quate sampling  in  a suspected  case  of  acute  myo- 
cardial infarction  usually  requires  serial  determi- 
nations. Another  limitation  to  the  SGOT  is  its  fail- 
ure to  be  elevated  in  small  transmural  or  sub- 


592 


Volume  51/Number  9 


KATIBAH  AND  HENKV;  SERUM  ENZYMES 


endocardial  infarcts.  Furthermore  a single  de- 
termination, although  within  normal  ranges  of 
the  population,  might  be  significant  in  relation  to 
the  patient’s  own  normal  level.  Acute  myocardial 
infarcts  complicated  by  congestive  heart  failure 
may  produce  elevations  of  the  SCOT  related  to 
central  necrosis  of  the  liver.  The  serum  glutamic 
pyruvate  transaminase  (SGPT)  while  present  in 
cardiac  muscle  shows  only  transient  rises  after 
acute  myocardial  infarction  even  of  a massive  na- 
ture,'^ and  can  be  used  to  help  distinguish  eleva- 
tions of  SGOT  primarily  related  to  heart  failure, 
that  is,  central  necrosis  of  the  liver  rather  than 
cardiac  muscle  necrosis.  A practical  disadvantage 
insofar  as  the  clinical  pathology  laboratory  is 
concerned  is  the  difficulty  and  complexity  of  the 
transaminase  determination  relative  to  the  more 
simple  dehydrogenase  assays. 

The  dehydrogenases  comprise  a large  group 
of  enzymes  of  the  glycolytic  and  tricarboxylic  acid 
cycles  which  catalyze  oxidation-reduction  reac- 
tions in  the  presence  of  a coenzyme  nicotinamide 
dinucleotide  (NAD  or  NADP)  which  serves  as 
a hydrogen  donor  or  receptor.  Those  known  to 
be  of  value  at  present  in  the  diagnosis  of  acute 
myocardial  infarction  are  the  lactate,  malate,  and 
isocitric  dehydrogenases. 

The  isocitric  dehydrogenase  (ICD)  is  used 
predominantly  in  hepatocellular  degenerative  dis- 
eases*' and  while  elevations  are  seen  in  acute 
myocardial  infarcts,  they  are  of  a very  transient 
nature  and  may  be  related  to  concurrent  liver 
damage.”  The  malate  dehydrogenase*’  likewise 
shows  such  a transient  elevation  that  its  use  in  the 
diagnosis  of  acute  myocardial  infarction  is  of  du- 
bious value. 

The  lactate  dehydrogenase  (LDH)  system 
catalyzing  the  reversible  conversion  of  pyruvate  to 
lactate  at  pH  7.4  and  lactate  to  pyruvate  at  pH 
9-10  is  probably  of  much  more  practical  value. 
Its  major  advantage  over  the  transaminase  sys- 
tems is  that  it  shows  significant  and  prolonged 
elevation  after  acute  myocardial  infarcts,  with 
persistence  for  some  seven  to  12  days.*’  In  some 
cases,  elevations  of  the  LDH  occur  very  early  af- 
ter infarction,  before  a rise  in  SGOT.  We  have 
seen  elevations  within  four  hours  after  the  onset  of 
pain.  The  major  limitation  of  the  LDH  is  simply 
due  to  its  ubiquitous  distribution,  that  is,  being 
present  in  all  tissues,  it  shows  elevation  with  dis- 
eases of  different  organ  systems.  By  itself  then, 
while  it  is  universally  elevated  in  serum  of  patients 
with  myocardial  infarcts  and  indeed  the  diagnosis 


of  acute  myocardial  infarction  is  somewhat  tenu- 
ous without  a rise  in  serum  LDH  activity,  it  is 
relatively  nonspecific. 

Total  serum  LDH  activity  has  been  shown  to 
consist  of  several  different  components  differing 
from  each  other  serologically,  chemically,  and  elec- 
trophoretically.  These  varying  components  which 
differ  electrophoretically  have  been  termed  iso- 
enzymes or  isozymes,**’  since  they  catalyze  the 
same  reaction  or  utilize  a common  substate.  Five 
electrophoretically  different  components  for  lactic 
dehydrogenase  of  human  blood  have  been  sep- 
arated and  categorized  as  LDH,,  LDH2,  LDH3, 
LDH4,  LDH.t.**  LDHi  corresponds  to  the  slow- 
moving  gamma  components  of  serum  proteins; 
whereas,  LDH4  and  LDH,-,  correspond  to  that 
component  moving  with  the  alpha)  and  alphaa 
globulins  respectively.  These  isozymes  have  a 
characteristic  distribution  in  human  tissues  and 
show  individual  quantitative  isozyme  patterns. *~ 
For  instance,  LDH  activity  associated  with  cardi- 
ac muscle  has  a predominance  of  LDH.5  and  LDH4, 
that  is,  fast-moving  components  of  the  alphai 
and  alphas  globulins;  whereas,  liver  and  skeletal 
muscle  have  predominance  of  the  slower-moving 
components  associated  with  the  gamma  fraction 
LDHi  By  the  use  of  isozyme  activities,  a great 
deal  of  organ  specificity  can  be  achieved  in  the 
dehydrogenase  systems. 

The  techniques  for  separating  and  determining 
lactic  acid  dehydrogenase  isozymes  have  included 
starch  gel,'-  agar  gel, and  column  chromo- 
tography'"'  and  then  the  demonstration  of  ac- 
tivity after  elution  or  in  situ  by  any  one  of  the 
colorimetric  or  spectrophotometric  techniques. 
These  techniques  are  time-consuming,  laborious, 
and  often  require  equipment  not  ordinarily  avail- 
able. They  have,  however,  afforded  means  by 
which  the  isozymes  can  be  separated  and  then 
some  attempt  made  to  differentiate  the  isozymes 
by  techniques  which  are  simpler  and  within  the 
scope  of  the  average  clinical  pathology  service. 

It  has  been  shown  that  the  isozymes  have 
immunochemical  differences  and  the  antibodies 
can  be  made  against  the  various  isozyme  com- 
ponents.'*’ Various  chemicals  can  be  shown  to 
have  differing  rates  of  inhibition  on  the  various 
isozymes.'*  Neither  of  these  techniques,  how- 
ever, has  provided  a simple  and  practical  means 
of  differentiation.  Lactate  dehydrogenase  utilizes 
as  its  coenzyme,  NAD.  The  various  isozymes  can 
be  shown  to  have  varying  abilities  to  utilize  co- 
enzymes that  have  had  substitutions  made  on  the 
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nicotinamide  ring.i'^  To  date,  these  applications 
are  not  practical  in  a service-oriented  laboratory. 
The  most  useful  and  practical  methods  to  date 
have  been  in  the  utilization  of  substrate  analogs 
and  heat  stabilities.  B}-  utilizing  different  sub- 
strate analogs,  that  is,  different  alpha-keto  acids, 
the  fast-moving  and  slow-moving  components  can 
be  distinguished.  For  instance,  the  isozyme  of 
cardiac  muscle,  that  is,,  the  fast-moving  compon- 
ent, LDHj,  has  a greater  ability  to  utilize  2-hy- 
droxybutyrate;  whereas,  the  isozyme  of  skeletal 
muscle  and  liver  has  almost  no  ability  to  utilize 
this  particular  substrate.^”  The  serum  hydroxybu- 
tyrate  dehydrogenase,  for  example,  is  not  a new 
enzyme,  but  mereh’  the  same  enzyme  utilizing  a 
different  substrate  in  an  attempt  to  define  the 
faster-moving  LDHj  component.  Since  the  ac- 
tivity with  h3droxybutyrate  is  never  as  great  as 
the  activity'  with  lactate,  the  hydroxybutyrate  to 
lactate  dehydrogenase  ratio  must  be  calculated. 
This  method  for  determining  the  relative  contri- 
bution of  LDH5  and  LDH^  to  total  serum  LDH 
activity  has  been  used  extensively  b\-  the  Euro- 
pean investigators. 

The  LDH.j  of  fast-moving  component  associa- 
ted with  cardiac  muscle  and  erythroc\tes  is  rela- 
tively- heat-stable;  whereas,  the  LDHi  or  slow- 
moving  component  associated  with  skeletal  mus- 
cle and  liver  is  relatively  heat-labile.-"--'  Bj- 
determining  total  serum  activity  and  then  sim- 
pl\-  incubating  the  serum  at  65°C.  for  30  min- 
utes, the  residual  activity,  that  is,  heat-stable 
activity,  can  be  expressed  as  percentage  of  total 
LDH  activity-.-"  Serum  from  patients  with  acute 
myocardial  infarcts  and  homogenates  of  cardiac 
muscle  show  percentages  of  activity-  after  incu- 
bation, that  is,  percentage  heat-stable  greater 
than  40  per  cent  and  often  as  high  as  90  per  cent. 
The  activity  after  incubation,  that  is,  percentage 
heat-stable,  associated  with  liver  extract  or  in 
patients  with  liver  disease,  for  e.xample,  viral 
hepatitis,  is  under  40  per  cent  and  usually-  in  the 
range  of  10  to  20  per  cent.  While  few  clinical 
laboratories  are  equipped  to  do  column  chromo- 
tography-  or  starch  gel  electrophoresis,  and  may- 
be reluctant  to  set  up  a new  enzy-me  sy  stem  with 
one  of  the  substrate  analogs,  certainly-  the  use  of 
the  heat-stable  LDH  activity  requiring  only  the 
use  of  a water  bath  is  within  the  reach  of  the 
vast  majority  of  laboratory  procedures. 

^^'e  have  had  very  promising  experience  in 
utilizing  the  percentage  heat-stable  LDH  activity 


in  the  diagnosis  of  acute  myocardial  infarction. 
Total  serum  LDH  activity  elevations  associated 
with  numerous  disease  entities  ranging  with  carci- 
noma, pulmonary  infarction,  pneumonia,  cancer 
with  and  without  metastases  to  the  liver  and  or 
bones,  muscular  dy-strophy,  postoperatively-  and 
in  lymphomas  and  leukemias  have  all  shown  per- 
centages of  heat-stable  activity-  below  40  per  cent 
and  in  the  vast  majority-  of  instances  less  than  30 
per  cent.  Of  seven  acute  my-ocardial  infarcts, 
either  documented  by-  electrocardiogram  or  au- 
topsy-, all  have  shown  elevated  total  serum  LDH 
activities  and  all  have  shown  percentages  of  heat- 
stable  components  greater  than  40  per  cent.  On- 
ly- one  disease  entity-  has  been  associated  with  a 
high  percentage  of  heat-stable  activity  (65  per 
cent)  and  this  was  in  a patient  with  acquired 
hemolytic  anemia.  Since  erythrocy-tes  are  rich  in 
LDH4,  which  shows  significant  heat  stability, 
confusion  might  arise  in  patients  with  hemolytic 
anemias  or  be  due  to  in  vitro  hemoly-sis. 

Summary 

The  most  impressive  limitation  of  the 
SOOT,  namely-,  its  transient  nature,  can  be  ob- 
viated by-  the  use  of  lactate  dehydrogenase 
assay-.  The  relative  nonspecificity-  of  the  LDH 
presumably-  due  to  its  ubiquitous  distribution  in 
tissues  can  be  circumvented  by  determination  of 
the  isozyme  content.  The  isozymes  of  the  LDH 
have  rather  characteristic  patterns  in  different  tis- 
sues and  provide  a relatively-  easy  method  of  ob- 
taining organ  sjjecificity-.  Of  the  various  tech- 
niques utilized,  for  separating  and  determining 
the  isozyme  activities,  the  only-  j^ractical  meth- 
ods for  use  in  clinical  pathology-  have  been  the 
use  of  substrate  analogs,  for  example,  hydro.xy- 
butyrate,  and  the  heat-stable  determination.  Of 
these  two,  the  determination  of  the  heat-stable 
LDH  activity  has  provided  a practical  and  re- 
producible method  of  determining  the  relative 
contribution  of  LDH4  and  LDH.-,  isozyme  to  the 
total  serum  LDH  activity.  The  utilization  of  the 
heat-stable  lactate  dehydrogenase  can  afford  a de- 
gree of  specificity  coupled  with  sensitivity-  that 
makes  the  LDH  activity-  assay  extremely  accurate 
in  the  diagnosis  of  acute  myocardial  infarction 
and  provides  a methodology  certainly-  within  the 
scope  of  a clinical  pathology  service  now  equipped 
to  perform  LDH  activities  either  colorimetrically 
or  spectrophotometrically-. 

References  are  available  from  the  authors  on  request. 
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Controls  - Drugs 

Ever  increasing  controls  are  characteristic  of  the  age  in  which  we  live.  Because  of  a serious 
decline  in  individual  discipline  these  controls  are  being  applied  by  organized  groups  and  government. 
Medicine  is  included  in  this  trend  of  our  time.  We  know  the  reasons  behind  these  changes,  but  do 
we  evaluate  them  honestly  and  try  to  profit  by  the  knowledge  gained? 

Aiding  and  abetting  welfare  causes  today  are  a few  physicians  who  exploit  those  who  pay  the 
bills  by  over-prescribing  drugs  at  exorbitant  costs.  Many  of  these  are  filled  at  pharmacies  in  which  the 
doctor  has  a financial  interest.  Recently,  its  monthly  drug  bill  was  so  frequently  over  the  budgeted 
$600,000  that  the  Florida  Department  of  Public  Welfare  consulted  its  medical  advisory  committee  on 
the  subject.  Information  submitted  indicated  that,  in  April,  35,691  welfare  patients  received  152,- 
053  prescriptions  at  a cost  of  $647,333.85  to  the  state  and  federal  government.  Such  high  costs  re- 
sulted in  the  new  control  on  all  doctors  and  all  welfare  patients  to  the  effect  that  no  ambulatory 
welfare  patient  in  Florida  can  obtain  more  than  $40  worth  of  drugs  in  any  30  day  period,  except  in 
acute  circumstances  when  a supplemental  request  supplying  information  must  be  made.  On  the 
surface  this  is  not  a bad  control.  Ninety-odd  per  cent  of  ambulatory  patients  should  not  need  more 
drugs  than  that  in  a month,  but  one  Florida  physician  prescribed  drugs  costing  $314  to  one  ambula- 
tory patient  in  May  and  one  prescribed  $40  worth  of  vitamins  in  a similar  period.  It  may  be  diffi- 
cult to  say  there  is  anything  dishonest  in  either  of  these  cases,  BUT  anything  which  opens  the  door 
for  a physician  to  have  government  dictate  any  part  of  his  practice  is  unhealthy.  We  should  know 
well  that  once  controls  are  applied,  they  are  easy  to  supplement  and  difficult  to  abolish. 

Looking  deeper  into  the  background  we  find  it  to  be  a matter  of  House  of  Delegates  record 
that  three  physicians  were  expelled  from  the  Florida  Medical  Association  because  prolonged  investi- 
gation and  adequate  hearing  confirmed  the  prescribing  of  drugs  in  unnecessarily  large  amounts  and 
varieties  to  welfare  patients  costing  in  excess  of  $13,000  monthly.  The  prescriptions  were  filled  in 
the  pharmacy  of  a hospital  owned  by  these  physicians.  Court  action  reinstated  their  membership 
and  the  matter  has  been  in  litigation  since  that  time.  Recently,  it  was  called  to  our  attention  that  a 
similar  group  showed  an  increase  of  $7,000  in  prescriptions  filled  in  one  month.  This  is  under  in- 
vestigation. There  may  be  no  wrongdoing,  but  it  reflects  badly  on  physician  ownership  of  pharmacies 
and  hospitals  when  some  of  those  with  such  relationship  are  chief  offenders.  The  House  of  Dele- 
gates of  the  American  Medical  Association  in  1963  said,  “It  cannot  be  considered  unethical  for  a 
physician  to  own  or  operate  a pharmacy  provided  there  is  no  exploitation  of  his  patients.”  Let  us 
keep  it  that  way. 

At  the  same  convention  the  House  of  Delegates  declared,  “It  is  unethical  for  a physician  to  have 
a financial  interest  in  a drug  repackaging  company — with  the  objective  that  physicians  having  a finan- 
cial interest  in  the  drug  company  will  prescribe  its  drugs  for  the  patient.”  A Senate  subcommittee 
is  investigating  physician  ownership  of  drug  repackaging  companies  seemingly  expecting  to  find  that 
physicians  are  using  such  ownership  to  exploit  patients  by  overprescribing  and  by  raising  the  cost 
of  the  drugs.  F.xceptions  are  doubtless  to  be  found,  but  the  early  hearings  have  not  confirmed  their 
suspicions.  The  American  Medical  Association  and  the  Florida  IMedical  Association  are  interested  in 
physician  activities  which  attempt  to  exploit  patients.  Wrongdoing  was  implied  in  statements  made 
by  the  Senate  committee  and  the  American  ^ledical  Association,  but  exploitation  of  patients  by  Flor- 
ida |)hysicians  interested  in  drug  companies  has  not  been  brought  to  the  attention  of  the  Florida 
Medical  Association. 

As  a group,  physicians  have  pioneered  innumerable  measures  in  the  past  which  have  improved 
the  health  care  of  our  people  without  regard  to  financial  return.  Physicians  organized  and  directed 
many  of  our  leading  pharmaceutical  companies.  Many  years  ago  it  was  said  Medicine  is  the  only 
profession  that  strives  constantly  to  eliminate  its  reason  for  being.  This  still  holds  true.  As  the 
one  group  that  has  frequently  provided  its  services  to  government  as  charity  or  at  a financial  loss, 
it  is  ironical  that  government  consistently  turns  to  medicine  with  an  accusing  eye  when  things 
go  wrong. 


J.  Florida  M. A. /September,  1964 


595 


When  the  $40  monthly  limit  was  suggested  by  the  Welfare  Department,  a representative  of 
the  pharmaceutical  association  stated  it  would  increase  administrative  costs  and  the  druggists  would 
have  to  charge  more  for  drugs.  This  emphasized  a paradoxical  approach  to  charity  which  has 
proved  perplexing  to  some  of  us  for  years.  No  doubt  many  pharmacists  do  much  for  charity,  but 
in  Florida  pharmacies  are  paid  cost  PLUS  a minimum  profit  of  66  2/3  per  cent  for  drugs  for  wel- 
fare patients.  The  profit  increases  up  to  150  per  cent  or  more  as  the  total  dosage  decreases  be- 
cause more  dispensing  is  necessary.  Their  billings  and  payments  are  made  through  the  Florida  Phar- 
maceutical Association  at  an  additional  percentile  cost  which  totals  approximately  $200,000  annually. 
Yet  it  is  the  physician,  usually  charging  such  patients  little  or  nothing,  who  is  vilified  for  “over- 
prescribing.” Discriminatory  practices  such  as  these  dim  any  satisfaction  that  may  accompany  char- 
itable motives  and  encourage  too  many  physicians  to  forget  charity  and  charge  more  than  this  traffic 
can  bear.  No  doubt  reevaluations  of  standards  are  necessary  from  time  to  time,  but  if  we  are  to  keep 
our  birthright  of  freedom  in  the  practice  of  medicine,  we  must  not  surrender  to  such  temptations. 

Controls  previously  applied  limit  a welfare  patient’s  prescriptions  to  one  month’s  supply  and 
prohibit  the  dispensing  of  bandages  except  with  prescribed  medications.  Such  rules  may  necessitate  a 
patient  seeing  a doctor  more  frequently  than  necessary,  or  Invite  the  undesirable  practice  of  patients  re- 
turning to  pharmacists  for  renewal  of  prescriptions  and  the  prescriptions  being  telephoned  and 
mailed  by  the  physician  without  seeing  the  patient  for  long  periods.  Undoubtedly,  the  one  month 
limitation  results  in  overmedication  in  many  instances,  but  it  is  likely  that  willful  overprescription 
on  the  part  of  the  physician  occurs  rarely. 

Actually,  a physician  should  have  just  as  much  right  as  anyone  to  j)articipate  in  American  free 
enterprise  by  owning  an  interest  in  a hospital,  a pharmacy  or  a drug  or  medical  equipment  firm 
as  long  as  he  does  not  exploit  his  patients  or  their  benefactors.  We  physicians  must  prove  that  by 
the  use  of  discipline — self  discipline,  and  if  necessary  organized  medical  discipline — we  can  assure 
the  public  that  there  is  no  inherent  danger  of  exploitation  through  physician  ownership  of  anything 
and  additional  controls  are  not  only  imneces.sary  but  are  superfluous. 
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Excess  Payments  From  Health 

Should  a patient  be  able  to  profit  financially 
from  a stay  in  a hospital  or  by  receiving  a doc- 
tor’s services?  This  question  is  being  raised  with 
greater  frequency  since  research  studies  indicate 
that  8 to  15  per  cent  of  those  who  have  prepay- 
ment insurance  coverage  of  their  hospital,  medi- 
cal, and  surgical  charges  have  one  or  more  addi- 
tional policy. 

Because  of  this  duplication  of  coverage,  some 
commercial  health  insurance  carriers  are  adding 
a “No  Duplication”  clause  to  many  of  their  group 
contracts  and  to  some  of  their  direct  pay  con- 
tracts. 

In  one  of  Central  Florida’s  leading  hospitals, 
the  total  hospital  charge  for  a particular  admis- 
sion was  $976.50.  The  patient  had  one  Blue 
Cross  policy  and  two  commercial  health  policies. 
The  total  health  insurance  payment  was  $1,568.00. 
The  patient  received  from  insuring  agencies 
$592.00  in  excess  of  the  total  hospital  charges. 

Similar  cases  are  on  record  for  coverage  of 
medical  and  surgical  charges  where  patients  have 
received  payment  in  excess  of  the  total  amount 
billed  by  the  physician  and  surgeon.  In  recent 
months,  the  Blue  Shield  plan  and  its  companion 
Blue  Cross  plan  have  given  serious  consideration 
to  including  a nonduplication  clause  in  the  health 
insurance  contracts  made  available  to  groups  and 
to  direct  pay  subscribers  of  the  plan.  If  such 
a clause  were  included  in  contracts,  it  would  mean 
that  the  Blue  plans  and  any  commercial  insur- 
ance companies  involved  in  covering  these  sub- 
scribers would  pay  benefits  totaling  up  to  the  full 
amount  billed  for  services  but  would  not  allow 
the  subscriber,  ill  as  he  may  be,  to  make  money 
from  prepaid  insurance. 

If  this  nonduplication  clause  were  to  be  in- 
cluded in  health  care  contracts,  it  would  undoubt- 
edly lead  to  a reduction  in  the  rates  charged  for 
such  coverage.  The  rate  should  fall  because  ( 1 ) 
duplicate  administration  would  occur  less  fre- 
quently and  (2)  three  or  four  companies  would 


Insurance 

not  pay  their  maximum  on  one  operation.  Look 
at  an  example.  Blue  Shield,  Company  A and 
Company  B have  coverage  on  you.  You  have  your 
appendix  removed.  You  collect  from  Blue  Shield, 
and  A,  and  B.  Three  groups  therefore  pay  for 
removal  of  the  same  appendix.  At  the  end  of  the 
year,  the  actuaries  of  all  three  organizations  set  up 
the  cost  of  their  polices  based  on  how  much  usage 
they  had  experienced  in  the  past  year.  Your  ap- 
pendectomy boosts  all  three  firms’  figures  for  the 
number  of  operations  performed  that  year.  This  in 
turn  increases  the  cost  of  the  policy.  What  should 
happen  is  that  the  primary  insurer  (the  one  who 
insured  the  breadwinner)  would  pay  its  full  fee 
for  the  appendectomy  and  then  if  there  is  a re- 
maining unpaid  bill,  the  other  two  companies  di- 
vide the  cost  evenly.  The  patient  gets  his  bill 
paid  and  the  companies  have  fulfilled  their  obli- 
gation. The  use  of  health  insurance  to  pay  for 
unemployment,  maid  service,  or  just  plain  profit 
will  produce  overpriced  health  insurance. 

If  the  Blue  plans  and  the  commercial  health 
insurance  plans  did  adopt  this  nonduplication 
clause,  they  would  be  following  a pattern  already 
set  in  fire  insurance  and  in  automobile  insurance 
coverage. 

Prepayment  of  health  insurance  cost  has  be- 
come an  integral  part  of  our  American  way  of 
life.  We  have  a responsibility  to  our  patients  to 
see  that  quality  health  care  is  provided  as  rea- 
sonably as  possible  so  that  our  patients  would 
not  have  to  allocate  too  large  a portion  of  their 
income  on  expenditures  for  this  care.  These  ex- 
penditures, of  course,  include  premium  payments 
for  health  insurance. 

We  are  in  an  era  of  rapidly  rising  health 
costs,  and  therefore  we  must  urge  our  patients  to 
purchase  full  but  not  excessive  coverage.  This 
would  mean,  in  effect,  giving  our  wholehearted 
cooperation  to  all  health  insurance  carriers  as 
they  make  an  effort  to  eliminate  e.xcess  payments 
for  health  care  in  order  to  reduce  the  cost  of  their 
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insurance.  You  and  I,  as  members  of  the  medi- 
cal profession,  know  that  three  problems  face  us 
with  greater  frequency.  These  problems  include 
(1)  a sufficient  number  of  hospital  beds;  (2)  ef- 
ficient utilization  of  these  beds,  and  (3)  the  most 
efficient  expenditure  of  funds  for  every  phase  of 
health  care.  It  is  up  to  us  to  see  that  our  patients 
are  able  to  live  within  a predictable  budget  for 
their  health  care  cost.  A nonduplication  clause, 
providing  coverage  for  no  more  than  the  full 
charges,  is  one  way  of  preserving  private  medi- 


The Case  for  Cadaver  Blood 

In  June  of  last  year  at  the  University  of  Mis- 
sissippi Medical  Center  in  Jackson,  in  a brilliant 
and  pioneering  operation,  the  left  lung  was  re- 
moved from  a cadaver  and  given  to  a 56  year 
old  man  who  had  an  epidermoid  bronchogenic 
carcinoma  of  his  own  lung. 

In  September  in  a Boston  hospital,  the  liver 
was  taken  from  Patrolman  Edward  C.  Callahan 
who  had  been  shot  and  killed  while  trying  to  foil 
a hold-up  in  a suburban  Boston  supermarket. 
This  liver  was  then  transplanted  into  the  body  of 
Joseph  J.  Bingel  who  badly  needed  a normal  liver 
in  order  to  continue  living. 

One  month  later,  in  Colorado,  Housewife  Jean- 
ine  Good  fellow  who  had  advanced  carcinoma  of 
her  own  liver  received  in  transplant  the  normal 
liver  of  a man  who  had  died  of  accidental  gun- 
shot wounds. 

In  a New  York  hospital,  a white  boy,  not 
quite  two,  was  given  a kidney  transplanted  from 
a 13  year  old  Negro  lad  who  had  died  of  a brain 
tumor. 

At  Tulane  University  in  New  Orleans,  a 
housewife  whose  own  kidneys  were  not  function- 
ing was  given  a pair  of  kidneys  from  a 25  pound 
rhesus  monkey. 

The  eminent  surgeon.  Dr.  DeBakey,  has  re- 
placed the  damaged  valve  of  a heart  with  an 
artificial  caged-ball  valve. 

On  January  23  of  this  year,  a University  of 
Mississippi  team  replaced  a human  heart  with  a 
heart  from  a large  chimpanzee. 

But,  going  backwards  in  time,  it  is  learned 
that  people  have  been  donating  for  some  years 
their  eyes  to  eye  banks  after  dying.  In  fact,  some 
people  consider  it  quite  in  fashion  to  do  so  and 
donees  quite  eagerly  accept  parts  of  these  eyes 


cine  in  this  nation.  In  the  months  ahead,  as  you 
hear  this  nonduplication  clause  being  discussed 
in  greater  frequency,  I hope  you  will  make  an 
effort  to  be  acquainted  with  the  philosophy  be- 
hind it — adequate  coverage  but  not  surplus  cov- 
erage. I feel  sure  that  representatives  of  the 
various  prepayment  agencies  stand  ready  to  dis- 
cuss it  with  you  should  you  call  on  them. 

John  T.  Stage,  M.U. 

Jacksonville 


without  questioning  whether  the  donor  was  alive 
or  dead.  There  are  bone  banks  and  cartilage 
banks  which  accept  donations  from  dead  people. 
Before  the  use  of  plastics  in  surgery,  sections  of 
aorta  were  freely  taken  from  cadavers  to  repair 
aortic  aneurysms. 

In  view  of  the  fact  that  patients  have  accepted 
lungs,  livers,  kidneys,  and  other  parts  of  the  hu- 
man body  from  cadavers  and  even  from  a 25 
pound  monkey  and  a chimpanzee,  one  cannot  help 
questioning  why  people  are  so  squeamish  about 
taking  cadaver  blood  into  their  systems. 

Over  30  years  ago,  on  March  23,  1930,  at  the 
Sklifosovsky  Institute  in  Moscow,  Dr  Serge  Yudin 
jierformed  the  first  cadaver  blood  transfusion. 
Since  that  historic  day,  the  Institute,  which  is 
the  central  emergency  hospital  in  Moscow,  has 
used  cadaver  blood  in  more  than  30,000  transfu- 
sions. It  has  been  reported  that  last  year,  in  Mos- 
cow alone,  more  than  3,000  transfusions  using 
cadaver  blood  were  given. 

The  greatest  advantage  of  all  in  using  such 
blood  is  that  it  is  both  plentiful  and  inexpensive. 
Whereas  only  one  pint  of  blood  at  a time  can  be 
obtained  from  a live  donor,  anywhere  from  four 
to  eight  pints  may  be  drained  from  a cadaver, 
depending  upon  its  size.  Although  our  present 
blood  supplies  may  appear  to  be  sufficient  to  a 
few  authorities,  they  will  be  as  a few  drops  in 
the  proverbial  bucket  in  times  of  train  wrecks 
with  extensive  injuries,  in  great  fires  and  earth- 
quakes, and  especially  in  an  atomic  holocaust 
where  the  injured  and  dying  may  number  in  the 
hundreds  of  thousands.  Blood,  it  must  always  be 
remembered,  is  life. 

The  second  advantage  is  that  since  cadaver 
blood  is  rich  in  fibrinolysins  and  will  not  clot. 
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anticoagulants  such  as  are  used  in  processing 
blood  from  live  donors  need  not  be  employed.  This 
absence  of  citrates  reduces  the  number  of  trans- 
fusion reactions  which  may  normally  occur. 

A third  advantage  is  that  a complete  path- 
ologicoanatomic  study  of  the  cadaver  can  be  per- 
formed to  provide  definite  information  concern- 
ing the  presence  of  syphilis,  cancer,  bacterial  in- 
fection, or  any  of  the  other  conditions  which 
would  make  the  blood  unsuitable  for  use.  Today, 
in  the  present  situation,  the  word  of  the  live  do- 
nor, along  with  a few  tests,  must  be  relied  upon. 
As  Professor  Tarasov,  Director  of  the  Sklifosov- 
sky  Institute,  told  a visiting  American  physician, 
“We  really  know  much  more  about  our  donors 
than  you  do  about  yours.” 

The  last  advantage  is  that  a patient  who  needs 
a large  quantity  of  blood  either  during  an  opera- 
tion or  in  extensive  blood  loss  from  injury  or  dis- 
ease, can  get  six  or  eight  pints  all  from  one  source 
rather  than  from  six  or  eight  different  sources 
with  perhaps  six  or  eight  different  blood  subtypes. 
In  this  manner,  the  incidence  of  transfusion  re- 
actions will  be  lessened. 

As  the  Russians  explain  the  procedure,  the  use 
of  cadaver  blood  is  contingent  upon  certain  con- 
ditions, most  important  of  which  is  that  the  de- 
cedent must  have  died  a “sudden  death,”  such  as 
a heart  attack  or  a “stroke.”  Cases  of  “sudden 
death”  in  which  there  have  occurred  blunt  trauma, 
crushing  of  tissues,  large  open  wounds,  lacera- 
tions, abrasions,  infection,  or  chronic  disease  are 
excluded  because  of  fear  of  incipient  infection. 

Blood  must  be  removed  from  the  cadaver 
within  six  hours  of  death  or  certain  undesirable 
changes  will  occur  in  the  blood. 

When  a likely  prospect  appears  at  the  Insti- 
tute, a special  team  of  two  people  collects  the 
blood  under  the  same  aseptic  conditions  used  on 
a living  donor.  The  blood  is  then  typed  and 
stored  pending  microscopic  tests  and  an  autopsy 
report.  Once  it  is  definitely  established  that  no 
disease  is  present,  the  blood  is  released  for  gen- 
eral use. 

Although  the  complete  operation  is  simple  and 
routine,  it  is  resisted  here  in  the  United  States. 
Some  critics  point  out  that  certain  family  and 
legal  problems  would  complicate  the  procedure. 
This  is  not  necessarily  the  case.  The  donor  him- 
self could  expedite  matters  and  avoid  delays  were 
he  to  carry  on  his  person  at  all  times,  along  with 
his  identification  papers,  a brief  statement  au- 
thorizing the  nearest  blood  bank  to  make  use  of 


his  blood.  This  would  be  signed  jointly,  not  only 
by  the  person  who  actually  has  no  legal  jurisdic- 
tion over  his  remains,  but  by  his  next-of-kin  who 
most  definitely  does  have  a say  and  who  would 
add  a telephone  number  so  that  he  could  be  con- 
tacted immediately.  At  the  moment,  there  is  leg- 
islation being  proposed  in  ^Massachusetts  so  that 
people  can  will  their  remains  to  proper  institu- 
tions with  a minimum  of  legal  red  tape. 

Other  critics  think  that  there  is  no  need  for 
such  blood  since  American  blood  banks  have  an 
ample  stock  of  blood.  This  opinion  is  not  a fact 
today  when  large  amounts  of  blood  are  being 
used  in  every  hospital  in  the  land,  not  only  for 
direct  transfusion  but  also  for  priming  heart- 
lung  machine  oxygenators.  Experts  agree  that 
were  a nuclear  attack  to  be  mounted  against  the 
United  States,  our  present  blood  supply  would  be 
woefully  inadequate. 

Still  other  critics  have  used  the  vague  word 
“impracticable,”  when  they  probably  meant  to 
use  the  word  “squeamish.” 

As  recently  as  June  1963  cadaver  blood  has 
been  called  safe  to  use  by  an  investigating  group 
from  Bowman  Gray  School  of  Medicine.  As  a 
matter  of  fact,  patients  have  already  been  given 
transfusions  with  cadaver  blood  in  Pontiac,  Mich., 
and  have  had  practically  no  reactions  whatsoever. 

What  with  the  abrupt  sociological  upheavals 
which  have  appeared  on  the  American  scene  with- 
in the  past  decade,  we  predict  that  the  wholesale 
use  of  cadaver  blood  will  be  commonplace  in  the 
foreseeable  future.  We  hope  that  in  some  small 
measure  this  article  will  hasten  the  day. 

Arthur  F.  Schiff,  M.D. 

MIAMI 


George  Did  It 

The  J.  Hillis  Miller  Health  Center  is  flourish- 
ing. iMost  Florida  doctors  are  probably  not  aware 
of  the  fact  that  the  Hospital  and  Clinics  of  the 
University  of  Florida  College  of  Medicine  now 
have  a full  supply  of  patients  and  operate  at  near 
capacity  all  the  time. 

The  students  and  the  graduate  training  pro- 
gram are  reported  to  have  entirely  adequate  mate- 
rial for  study.  This  is  a real  credit  to  the  staff 
of  the  hospital  and  the  medical  school,  and  in 
particular  to  Dean  George  T.  Harrell,  who  began 
“his”  project  just  10  years  ago. 
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Surely  one  major  reason  for  this  manifest 
success  is  the  policy  with  regard  to  referral  of 
patients.  Despite  pressures  to  do  otherwise,  Dean 
Harrell  has  steadfastly  held  out  that  patients 
should  be  admitted  only  b\-  referral  of  an  outside 
physician.  He  has  emphasized  that  this  is  not  a 
chronic  disease  center  for  long  time  treatment, 
and  that  for  consistent  proper  care  of  the  patients, 
there  must  be  someone  to  refer  the  patient  back 
to  after  the  studies  and  work-up  at  the  IMedical 
Center. 

The  net  effect  of  this  policy  has  been  a very 
good  influence  on  the  house  staff  to  maintain  ade- 
quate liaison  with  referring  physicians. 

Patients  return  home  from  the  Medical  Center 
consistently  happy  with  their  treatment  there, 
and  with  good  reassurance  from  the  Health  Center 


doctors  as  to  the  qualifications  of  their  home 
doctors. 

Of  course,  a good  many  patients  are  sent  to 
the  Medical  Center  with  little  more  than  a brief 
phone  call  or  a “buck  slip,”  but  many  others 
should  be  accompanied  by  the  volume  of  accurate 
information  that  the  home  physician  can  supply. 
This  gives  a head  start  for  the  Health  Center 
physicians  and  provides  “more  for  the  money  (no 
small  sum)”  for  the  patient. 

Healthy  criticism  of  various  aspects  of  the 
medical  school  have  been  heard  and  will  continue 
to  be  heard,  but  Florida  and  Dr.  Harrell  have  a 
right  to  be  proud. 

Willard  E.  Manry  Jr.,  M.D. 

Lake  ^^'ALEs 


Floricla-Cornell  Automotive  Cra.sh  injury  Research 


Commencing  last  .Vpril  1,  physicians  in  select- 
ed areas  of  Florida  were  and  will  be  asked  to  par- 
ticipate in  the  automobile  crash  injury  studies  of 
the  Cornell  Aeronautical  Laboratory,  Inc.  (Cornell 
L'niversity) . Since  its  inception,  the  purpose  of 
this  research  has  been  to  obtain  reliable  data  on 
the  specific  causes  of  injury  to  occupants  of  cars 
involved  in  accidents,  rather  than  on  the  causes 
of  the  accidents  themselves. 

Information  from  the  interstate  Automobile 
Crash  Injury  Research  (ACTR)  program  has 
served  as  a basis  for  the  designing  of  passenger 
protection  devices  such  as  seat  belts,  improved 
door  latches,  energy-absorbing  steering  wheels, 
padding,  and  so  on,  with  which  automobile  manu- 
facturers began  equipping  their  cars  about  1955. 
Xow,  one  of  the  purposes  of  the  program  is  to 
collect  data  for  use  in  evaluating  the  effectiveness 
of  those  recently  adopted  safety  devices,  as  well 
as  in  showing  the  need  for  additional  protection. 

Trauma  produced  in  highway  accidents  is  a 
“disease”  endemic  to  the  Western  Hemisphere  dur- 
ing the  twentieth  century  just  as  bubonic  plague, 
typhoid  fever  and  malaria  were  seemingly  inerad- 
icable during  the  previous  eras. 

The  Cornell  studies  employ  the  epidemiologic 
approach,  and  Florida  is  the  twenty-seventh  state 
in  which  the  State  Medical  Association,  the  State 
Board  of  Health,  the  State  Hospital  Association, 
and  the  State  Highway  Patrol  have  agreed  to  co- 
operate. The  other  states  are  Indiana,  North 


Carolina,  Maryland,  Connecticut,  \’irginia,  Min- 
nesota, Arizona,  Vermont,  Texas,  California, 
Pennsylvania,  Georgia,  New  V^ork,  Michigan, 
Colorado,  Oregon,  Ohio,  Illinois,  New  Mexico, 
South  Carolina,  Wisconsin,  Iowa,  North  Dakota, 
Kentucky,  Oklahoma,  and  Mississippi. 

.Accident  investigators  and  members  of  the 
medical  profession  are  contributing  valuable  data 
from  this  “laboratory  of  the  highw’ays”  to  the 
-ACTR  project  located  at  the  Cornell  Aeronautical 
Laboratory,  Inc.  of  Cornell  L’niversity,  in  Buffalo, 
N.  Y.,  where  a standard  technique  of  evaluation 
and  analysis  is  employed  to  identify  the  charac- 
teristics of  the  environment  producing  trauma. 
The  Cornell  ACIR  studies  are  sponsored  by  the 
United  States  Public  Health  Service  and  by  the 
.Automobile  ^Manufacturers  Association. 

Thus  far,  the  Cornell  studies  have  shown  that 
these  safety  devices  are  effective  in  preventing  or 
reducing  the  severity  of  injury.  In  the  injury- 
studies  conducted  on  crashes  involving  the  newer 
cars,  it  has  been  found  that  the  incidence  of  door- 
openings  during  accidents  has  been  reduced  by 
one  third.  Door  latches  of  a greatly  improved 
design  have  been  incorporated  in  the  1963  models 
of  two  of  the  major  car  manufacturers  and  it  is 
expected  that  these  modified  components  will  fur- 
ther reduce  the  frequency  of  door-openings. 

.As  a result  of  these  design  modifications,  it  has 
been  found  that  the  frequency  of  passenger  ejec- 
tion is  down  about  40  per  cent,  and  the  serious 
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or  fatal  injuries  have  declined  about  12  per  cent. 
Yet,  door  latches  have  not  been  made  crash-proof, 
and  if  they  could  be  so  designed  to  control  the 
ejection  problem,  the  Cornell  authorities  are  con- 
vinced that  5,500  additional  lives  could  be  saved 
each  year. 

When  in  use  during  an  accident  collision,  it  is 
reliably  estimated  that  seat  belts  account  for  a 35 
per  cent  reduction  in  the  risk  of  major  or  fatal 
injury. 

During  the  tenure  of  the  four  and  one-half 
year  study  in  Florida,  doctors  are  asked  to  pro- 
vide medical  information  only  during  the  six 
month  period  in  which  their  county  is  represented 
in  the  sampling  area.  On  an  average  there  are 
eight  counties  included  in  any  one  period.  Coun- 
ties included  during  the  first  sampling  period  are: 
Escambia,  Santa  Rosa,  Okaloosa,  Walton,  Holmes, 
Washington,  Bay,  Gulf,  Calhoun,  and  Jackson. 

When  one  or  more  occupants  in  a recent 
model  passenger  car  (one  of  the  last  four  year 
models)  have  been  injured,  the  state  trooper  as- 
signed to  investigate  the  accident  has  two  extra 
tasks  to  perform: 

1.  To  take  photographs  of  the  damaged  por- 
tions of  the  car  and  provide  certain  information 
with  respect  to  the  association  of  injury  to  car 
structure. 

2.  To  deliver  the  Cornell  medical  report  form, 
one  for  each  injured  person,  to  the  hospital  emer- 
gency room  or  doctor’s  office  where  the  injured 
were  taken  (or  to  the  county  coroner  for  passen- 
gers killed  in  the  crash). 


The  hospital  employees  give  the  form  to  the 
attending  physician.  When  it  has  been  filled  in, 
it  is  forwarded  by  the  hospital  to  the  State  Board 
of  Health. 

The  physician  will  find  that  the  form  which 
he  is  asked  to  complete  is  a brief  one,  and  since 
it  is  anticipated  that  reports  will  be  sought  on  no 
more  than  four  injured  persons  per  day  in  the 
average  eight  county  study  area,  the  likelihood  is 
small  that  any  particular  doctor  will  need  to  re- 
port on  more  than  four  or  five  occasions  during 
the  six  month  period. 

Dr.  George  McCoy,  Director,  Accident  Pre- 
vention Division  of  the  Florida  State  Board  of 
Health,  will  coordinate  the  medical  aspects  of  the 
program.  His  office  will  receive  the  reports  from 
the  State  Highway  Patrol  and  from  the  doctors 
(in  most  instances,  through  the  hospitals  where 
the  patient  had  been  cared  for)  and  will  forward 
them  to  Cornell. 

Physicians  are  urgently  requested  to  partici- 
pate in  this  effort,  for  it  is  aimed  at  attacking  one 
of  the  nation’s  foremost  problems.  Unless  the  in- 
juries of  each  person  injured  or  killed  in  a quali- 
fied passenger  car  accident  within  the  sampling 
area  are  carefully  recorded,  the  effectiveness  of 
the  study  and  the  value  of  the  data  produced  will 
be  seriously  reduced.  All  data  received  by  ACIR 
are  treated  as  privileged  communication. 

Francis  T.  Holland,  M.D.,  Chairman 
Medical  Advisory  Committee  to  the 
Florida  State  Department  of  Public  Safety 


News 


The  annual  fall  meeting  of  the  P'lorida  Pediatric 
Society  is  being  held  at  the  Colony  Beach  Resort 
at  Sarasota  on  November  12-14,  according  to  an- 
nouncement by  Dr.  Oliver  F.  Deen  Jr.,  of  Tampa, 
secretary.  The  general  subject  is  “All  About 
Viruses”  and  speakers  include  Dr.  James  D.  Con- 
nor of  Miami;  Dr.  Saul  Krugman  of  New  York 
City;  Dr.  Frederick  C.  Robbins  of  Berkeley. 
Calif.;  Dr.  John  B.  Robbins  of  Gainesville,  and 
Dr.  Donald  T.  Quick  of  Tampa.  The  formal  pro- 
gram begins  at  9:00  o’clock  each  morning  and 
is  concluded  at  1:00  p.m. 


The  North  Florida  Pathologists’  Association 
will  hold  its  regular  meeting  at  8:00  p.m.,  Thurs- 
day, September  17,  in  Schultz  Auditorium,  St. 
\’incent’s  Hospital,  Jacksonville.  A slide  seminar 
will  be  moderated  by  Dr.  C.  Merrill  Whorton  of 
Jacksonville.  No  session  is  planned  for  October 
because  of  the  meetings  of  the  College  of  Ameri- 
can Pathologists  and  the  American  Society  of 
Clinical  Pathologists  in  iMiami  Beach. 

A Cardiovascular  Seminar  presented  by  the 
University  of  Florida  College  of  Medicine  in 
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Gainesville  has  been  scheduled  for  October  9-10 
in  Room  M-112,  Medical  Sciences  Building.  The 
program  has  been  approved  by  the  Florida  Medi- 
cal Association  and  the  Florida  Academy  of  Gen- 
eral Practice.  The  ne.xt  postgraduate  program 
will  be  a Seminar  in  Gastroenterology  planned 
for  January  14-16. 

The  Second  National  Congress  on  Mental  Ill- 
ness and  Health  sponsored  by  the  American  ^ledi- 
cal  Association  will  be  held  in  Chicago  on  No- 
vember 5-7. 

The  Southeastern  States  Cancer  Seminar  is 
scheduled  for  November  11-12  in  Jacksonville 
at  the  Robert  ^Meyer  Hotel.  Speakers  include 
Drs.  Richard  G.  IMartin;  Eleanor  IMontague; 
Mortimer  B.  Lipsett;  Stephen  S.  Sternberg;  John 
A.  Campbell;  Donald  Paulson;  Richard  Gold- 
stein; Harry  Grabstald;  James  T.  Grace,  Hugh 
J.  Davis,  and  S.  N.  Bhaskar,  D.D.S. 

The  Vm  International  Congress  on  Diseases 
of  the  Chest  will  be  held  in  Mexico  City  on  Oc- 
tober 11-15.  Registration  blanks  may  be  obtained 
from  the  American  College  of  Chest  Physicians, 
112  East  Chestnut  Street,  Chicago  60611. 

Part  I of  the  Tenth  Congress  of  the  Pan-Pa- 
cific Surgical  Association  is  scheduled  for  Sep- 
tember 20-28,  1966,  in  Honolulu,  Hawaii;  Part 
II  on  September  28-October  10  in  Japan  and 
Hong  Kong,  and  Part  HI  on  September  28-No- 
vember  1 in  Japan,  Hong  Kong,  The  Philippines, 
Thailand,  India,  Singapore,  Australia  and  New 
Zealand. 

A postgraduate  course  in  “Modern  Concepts 
of  Nutrition  and  Heart  Disease”  is  being  pre- 
sented on  October  22-24  in  the  auditorium  of 
Mound  Park  Hospital  at  St.  Petersburg  by  the 
■American  Medical  Association  and  the  Alound 
Park  Hospital  Foundation.  Joint  sponsors  are  the 
Department  of  Medical  Education  of  the  Hospital 
and  the  American  .Academy  of  General  Practice. 
-A  total  of  18  credit  hours  in  Category  I will  be 
allowed  by  the  Academy. 

Dr.  D.  Ralph  Alillard  Jr.  of  Aliami  was  desig- 
nated as  the  official  American  Aledical  Associa- 
tion representative  to  the  Second  Latin  American 
Congress  of  Plastic  Surgery,  Northern  Zone,  held 
in  Caracas,  \'enezuela,  August  9-14. 


Meetings 


September 

Physicians’  Seminar  on  Respiratory  Disease,  Third  .An- 
nual, September  12-13,  Cherry  Plaza  Hotel,  Orlando 

Sixth  .Annual  In.structional  Course  in  Surgery  of  the 
Hand,  September  18-20,  University  of  Miami  School 
of  Medicine,  Jackson  Memorial  Hospital,  Miami 

Florida  Orthopedic  Society,'  Fall  Meeting,  September  25- 
27,  International  Inn,  Tampa 

Postgraduate  Seminar  of  the  Duval  County  Medical 
Society,  September  26-27,  Hotel  Robert  Meyer,  Jack- 
sonville 

Twelfth  .\nnual  Diabetes  Seminar,  September  30-October 
2,  Balmoral  Hotel,  Miami  Beach 

October 

Cardiovascular  Seminar,  October  9-10,  Room  M-112, 
Medical  Sciences  Building,  University  of  Florida  Col- 
lege of  Medicine,  Gainesville 

“Modern  Concepts  of  Nutrition  and  Heart  Disease,” 
October  22-24,  Mound  Park  Hospital  .Auditorium,  St. 
Petersburg 

Florida  Society  of  .Anesthesiologists,  October  10,  Hotel 
Singapore,  Miami  Beach 

Florida  .Academy  of  General  Practice,  Fifteenth  .Annual 
Scientific  .Assembly,  October  29-Xovember  1,  A'ankee 
Clipper  Hotel,  Fort  Lauderdale 

November 

Southeastern  States  Cancer  Seminar,  November  11-12, 
Hotel  Robert  Meyer,  Jacksonville 

Florida  Pediatric  Society,  .Annual  Fall  Meeting,  Novem- 
ber 12-14,  Colony  Beach  Resort,  Sarasota 

.American  Medical  .Association,  Clinical  Convention,  No- 
vember 29-December  2,  .Americana  Hotel,  Bal  Harbour 


Some  formula  differences  exist  in  the  Achro- 
cidin  family  (Lederle).  Achrocidin  tablets  and 
syrup  both  contain  tetracycline  and  phenacetin 
and  salicylamide.  The  tablets  also  contain  caffein 
and  chloroihen,  neither  of  which  are  in  the 
syrup.  The  syrup  instead  includes  Vitamin  C 
and  pyrilamine. 


THE  DUVALL  HOME 
for  RETARDED  CHILDREN 

A home  offering  the  hnest  custodial  care  with  a 
happy  home-like  environment.  We  specialize  in  the 
care  of  infants,  bed-ridden  children  and  Mongoloids. 


For  further  information  write  to 
MRS.  A.  H.  DUVALL  GLENWOOD,  FLORIDA 
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The  Doctor’s  Visit,  Jan  Steen  1626-1679,  Mauritshuis,  The  Hague 


In  Diverticulosis  and  Diverticulitis . . . 


METAMUCIC 


brand  of 

psyllium  hydrophilic  mucilloid 


“Diverticulosis  ...  a low-roughage  diet  is  advisable. . . . Constipation  is  avoided,  preferably  by 
the  daily  use  of  Metamucil. 


“Diverticulitis  Mild,  chronic  symptoms  of  diverticulitis,  such  as  diarrhea  or  flatulence  also  are 
treated^  by  low-roughage  diet,  adequate  fluid  intake  and  Metamucil. . . .” 


Usual  Adult  Dosage;  One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of  Instant 
Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three  times  daily. 

Metamucil  is  available  as  Metamucil  powder  in  containers  of  4,  8 and  16  ounces 
and  as  flavored  Instant  Mix  Metamucil  in  cartons  containing  16  and  30  single-dose 
packets. 

1.  Welch,  C.  E.,  Diverticula  of  the  Alimentary  Tract,  in  Conn,  H.  (editor); 
Current  Therapy— 1961,  Philadelphia,  W.  B.  Saunders  Company,  1961, 
pp.  224-225. 

Research  in  the  Service  of  Medicine 


SEARLE 


J.  Florida  M.A./September,  1964 


603 


CLASSIFIED 

Advertising  rates  for  this  column  are  $5.00  per 
insertion  for  ads  of  25  words  or  less.  Add  20^  for 
each  additional  word. 


WANTED:  Pediatrician,  ENT,  Internist  and  Der- 

matologist for  new  medical  building  ready  Feb.  15. 
Adjacent  to  hospital  in  beautiful  location  on  Gulf  of 
Mexico.  Fine  practice  opportunity.  Write  69-510,  P.O. 
Box  2411,  Jacksonville,  Fla. 

WANTED:  Pediatrician  for  association  with  two 

obstetricians.  Office  space,  basic  equipment  and  guar- 
anteed income  are  available  for  an  acceptable  man. 
Write  69-551,  P.O.  Box  2411,  Jacksonville,  Fla. 

W.\NTED:  General  Practitioner  for  Clinic-Hos- 
pital. Salary  open — plus  bonus.  Write  69-535,  P.O. 
Box  2411,  Jacksonville,  Fla. 

FOR  RENT:  Complete  office,  seven  rooms,  water- 

front Doctors  Building.  $225.  per  month.  Air-condi- 
tioning, heat,  hot  water,  janitor  service.  Downtown. 
Free  parking  for  patients.  Contact  S.  J.  Wilson,  M.D., 
309  N.E.  River  Drive,  Fort  Lauderdale,  Florida. 

OBSTETRICIAN  - GYNECOLOGIST  WANTED: 
To  associate  with  two  man  group.  Large  established 
practice  in  Miami;  Board  eligible  or  certified;  prefer 
under  age  35.  Write  P.O.  Box  384,  Miami  Shores,  Fla. 

FOR  IMMEDI.\TE  S.ALE:  Combination,  well 

established  Miami  Beach  medical  practice  plus  suc- 
cessful next-dPor  optical  business  as  a unit.  Will  sacri- 
fice. Write  69-593,  P.O.  Box  2411,  Jacksonville,  Fla. 

FOR  S.\LE:  Westinghouse  X-ray  machine,  50 
milliamp,  tilt  table.  Good  condition.  Reasonable. 
Write  William  R.  Earnhart,  M.D.,  1004  E.  .Atlantic, 
Delray  Beach,  Fla.  or  call  278-3222- 

GENER.-\L  SURGEON:  Board  certified,  former 
Fellow  in  Surgery  at  the  Lahey  Clinic,  Boston.  White, 
male,  aged  48.  Seeking  location  in  S.E.  Florida.  Fami- 
ly reasons.  Seeking  association  with  established  spe- 
cialist or  group.  Write  69-575,  P.O.  Box  2411,  Jack- 
sonville, Fla. 

OFFICE  FOR  RENT:  I am  moving  my  office  be- 
fore lease  expires.  Will  subsidize  if  interested  in  rent- 
ing office  in  Orlando,  Florida.  Write  or  call  William 
H.  Ferguson,  M.D.,  99  W.  Columbia,  Orlando,  Fla. 
Phone  241-5679. 


NEW  MEDICAL  BUILDING:  Under  construc- 

tion. Completion  September.  Custom  designed  offices 
including  air-conditioning,  heat  and  janitorial  services. 
Convenient  to  St.  Vincent’s  hospital.  For  information 
call  Charter  Realtors,  387-6511-Ext.  356. 

FOR  S.\LE:  Practical  and  beautifully  located  prac- 
tice North  Tampa  area.  Potential  unlimited.  (Retir- 
ing). Send  for  pictures  and  brochure.  Clenton  White- 
hurst, M.D.,  P.O.  Box  188,  Land  O Lakes,  Florida. 
Phone  Tampa  949-1800. 

OBSTETRICIAN-GYNECOLOGIST  with  Florida 
license,  age  32,  married,  completing  approved  residency 
in  Baltimore,  Maryland,  in  July  1965  seeks  associa- 
tion leading  to  eventual  partnership.  Write  69-602, 
P.O.  Box  2411,  Jacksonville.  Fla. 

W.ANTED:  General  Practitioner  (,\..\.G.P.)  and/or 
General  Surgeon  (Boards)  to  join  2 established  Gen- 
eral Practitioners  in  rapidly  growing  community.  New 
200  bed  hospital  under  construction.  Guarantee  or 
other  liberal  arrangements.  Write  69-601,  P.O.  Box 
2411,  Jacksonville,  Fla. 

GENERAL  PRACTITIONER  WANTED:  T^ 

work  with  young  G.P.  in  two  offices.  Salary  to  start. 
Opportunity  unlimited  for  ambitious  man.  Write  or 
Call  Robert  H.  Jacobs,  M.D.,  112  West  Pablo,  Lake- 
land, Florida.  Phone  682-5109. 


SPRINGFIELD  MEDICAL  CENTER:  507  W. 

10th  St.  One  block  from  Duval  Medical  Center,  across 
the  street  from  Blood  Bank  and  St.  Luke’s  hospital. 
Includes  3 examining  rooms,  dark  room,  reception 
room  and  lab.  For  information  call  Charter  Realtors, 
phone  387-6511 — Ext.  356. 

FOR  LE.\SE  OR  RENT:  Beautiful  suites  for 

physicians,  surgeons,  general  practitioners,  etc.  .\ir- 
conditioned,  piped  music,  ideal  location  in  St.  Nicholas 
Medical  Center,  3127  .\tlantic  Blvd.,  Jacksonville. 
Contact  W.  G.  .-Mien  Jr.,  3116  .\tlantic  Blvd.  Phone 
EX  8-5500. 

W.\NTED:  G.P.  with  surgical  training.  57  bed 

hospital  with  modern  equipment.  Growing  town  of 
7,5()0  with  drawing  area  of  more  than  20,000  on  ocean 
north  of  Jacksonville.  Write  to  .-\dm.,  Humphreys 
Memorial  Hospital,  Fernandina  Beach,  Florida. 

FURNISHED  OFFICE  SPACE  available  for  Gen- 
eral Practitioner.  Use  of  laboratory  and  x-ray  included. 
Central  Florida  area.  Write  69-590,  P.O.  Box  2411, 
Jacksonville,  Fla. 

GENERAL  PRACTITIONER  AND  GENERAL 
SURGEON:  to  take  over  my  large  practice  in  Live 
Oak,  Fla.  New  modern,  air-conditioned  office.  77  bed 
modern  hospital.  Office  equipment  available  if  de- 
sired. Community  needs  a good  man.  If  interested, 
call  or  write:  S.  L.  Hadden,  M.D.,  P.O.  Box  179, 
Live  Oak,  Fla.  Res.  phone  362-2400  — Bus.  phone 
362-1331. 

GENER.AL  SURGEON:  Excellent  opportunity  in 
prosperous  area  on  Florida’s  West  Coast.  Board  eligible 
or  certified  surgeon  to  do  all  surgery  for  two  estab- 
lished general  practitioners.  Full  time  coverage  of 
practice;  no  general  practice  necessary.  Weekends  off 
and  good  income.  Beautiful  new  hospital  and  office. 
Contact  R.  A.  Henry,  M.D.,  621  Jefferson  St.,  Brooks- 
ville,  Fla.  33512. 

FOR  RENT:  Dodge  Motor  Heme — Ib'/i  ft.  long. 
Complete,  air-conditioned  living  and  sleeping  accom- 
modations for  6.  Excellent  for  trips,  camping,  etc. 
Contact  Mrs.  Evearitt,  1022  Park  St.,  Jacksonville  4. 
Phone  355-5922. 


W.\NTED:  General  Practitioner  for  association  in 
suburban  Jacksonville.  Opening  available  after  .Au- 
gust 1,  1964.  $20,000  first  year  plus  increasing  per- 
centage thereafter  to  full  partnership.  Write  69-603, 
P.O.  Box  2411,  Jacksonville,  F.a. 

DOCTORS  W.ANTED:  General  Practice  also  Spe- 
cialists (who  have  had  some  G.P.)  Obstetrics, 
Pediatrics  and  Internist.  Contact  W.  B.  Clement, 
M.D.,  133  W.  Marion  .\ve.,  Punta  Gorda,  Fla. 

MEDICAL  TECHNOLOGIST  A.S.C.P.:  Experi- 
enced, capable,  desires  part  time  or  full  time  posi- 
tion in  a doctor’s  office  or  clinical  laboratory.  Mrs. 
Pat  Richardson,  6564  Larne  .Ave.,  Jacksonville  10. 
Phone  771-6975. 

FOR  S.ALE:  Internal  Medical  practice.  Office 

equipment,  lab.,  x-ray,  EKG.  Large  gross.  Immediate 
sale  due  to  illness.  Phone  941-1344,  Pompano  Beach. 
Florida. 

FOR  RENT:  Central  Florida  Medical  building. 
One  block  from  Orange  Memorial  Hospital.  800  sq. 
ft.,  air-cenditioned  office  and  lab.  $150.  per  month. 
15.  E.  Columbia,  Orlando. 


The  Florida  Medical  .Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.O.  Box  2411,  Jacksonville  3.  This  serv- 
ice is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates  and  is 
without  charge. 
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Convention 

Press 

218  VV.  Church  St. 
Jacksonville,  Florida 


QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 


WHATEVER  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


ASIA 


ica 

SUPPLY  COMPANY 


Are  you  just  starting  or  hove  you  been  in  practice?  We  can  supply  you  with  dis- 
tinctive and  modern  equipment  for  your  office. 

It  increases  your  efficiency  and  makes  your  work  easier. 


Ph.  EL  5-8391 


P.  O.  Box  2580  — 1050  W.  Adams 


Jacksonville,  Fla. 


TUCKER  HOSPITAL,  INC. 

212  West  Franklin  Street 

RiCHMONn.  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neurological 
patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic  disorders, 
mood  disturbances,  social  adjustment  problems,  involutional  reactions  and  selective 
psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield 
Dr.  George  S.  Fultz,  Jr. 


Dr.  Weir  M.  Tucker 
Dr.  W.  Frederick  Young 


J.  Florida  M. A./ September,  1964 
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When  you  put  patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetriedit.they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert’s  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100% corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


^ AMA  Council  on  Foods  and  Nutrition:  The  Reg* 
Illation  of  Dietary  Fat,  JAMA  181:41 1-423  (Aug- 
ust 4.  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3, 1962). 
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Outwardly  calm... but  what  goes  on  inside? 


Appearances  on  the  outside  do  not 
necessarily  suggest  what  goes  on  in- 
side. This  is  particularly  true  of  the 
ulcer  patient,  who  may  appear  jolly 
and  unruffled  to  his  neighbors,  but 
presents  to  you  the  classic  symp- 
toms: organic  and  functional  dis- 
orders of  the  G.I.  tract,  associated 
with  anxiety  and  tension. 

Consider,  when  you  see  him  next, 
the  value  of  pathilon®  sequels® 
with  Phenobarbital,  which  provides 
sustained  anticholinergic  protection 


from  spasm  and  pain  in  the  target 
areas,  as  well  as  sustained  pheno- 
barbital  action  against  triggering 
anxiety.  The  controlled  release  of  the 
active  ingredients  in  the  sequels® 
formulation  means  protective  medi- 
cation day  and  night. 

Effective  in  peptic  ulcer,  intestinal 
colic,  ileitis,  esophageal  spasm,  spas- 
tic colon,  alcohol-induced  G.I.  upsets, 
gastric  hypermotility  and  anxiety 
neurosis  with  G.I.  symptoms.  Should 
be  used  as  adj  unct  to  other  measures. 


Side  Effects  (due  to  tridihexethyl 
chloride)  : dry  mouth,  blurring  of 
vision,  constipation. 
Contraindications : urinary  bladder 
neck  obstruction;  glaucoma;  ob- 
structive congenital  anomalies  of  the 
gastrointestinal  tract;  pyloric  ob- 
struction; congenital  megacolon;and 
stenosing  gastric  or  duodenal  ulcer 
w'ith  significant  gastric  retention. 

Ahso  available,  without  phenobar- 
bital, as  PATHILON®  Tridihexethyl 
chloride  sequels®  75  mg. 


Pathilon  Sequels  with  Phenobarbital  Sustained  Release  Capsules 

Each  capsule  contains:  Tridihexethyl  chloride,  75  mg.,  and  phenobarbital,  45  mg. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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from  pian  in  Ubangi 
to  tonsillitis  in  Maine 


there  is  a world  of  experience  behind 


the 


44 


OXY 


yy 


broad 


spectrum 


TERRAMYCIN 

OX\TETRACTCLINE 

a unique  molecule  offering  exceptional  benefits 


Whether  treating  pian  or  a host  of  other  infections,  physicians  throughout  the  world  continue  to  rely  on 
the  special  features  of  o.xytetracycline  (with  its  unique  "oxy”  grouping)  because  of  its  outstanding  record 
of  effectiveness,  safety  and  tolerability.  Oxytetracycline  is  distinguished  by  true  broad-spectrum  activity/ 
rapid  systemic  uptake/high  tissue  penetration  and  concentration/high  relative  distribution  volume/low 
degree  of  serum  binding/high  urinary  excretion  in  active  form.  Moreover,  not  a single  case  of  phototoxic 
reaction,  blood  dyscrasia  or  neurologic  disturbance  directly  attributable  to  oxytetracycline  has  been  reported 
in  more  than  3,000  published  papers  in  the  last  14  years.  In  your  practice,  the  next  infection  you  see  will 
very  likely  be  responsive  to  Terrainycin  (oxytetracycline). 


Pian  is  a disease  that  is  contagious  in  the  tropics  but  apparently  never  infectious  in  other  areas.  Caused  by 
Treponema  pertenue,*  it  is  often  acquired  during  childhood  and  is  widespread  among  native  tribes  such 
as  the  Babinga,  a race  of  forest  pigmies  in  Ubangi.  The  organism  enters  the  body  through  cuts  or  abrasions 
of  the  skin,  usually  by  direct  contact,  but  flies,  especially  species  of  Hippelates,'-'  can  also  transmit  the 
disease.  Within  three  to  four  weeks  a granulomatous  lesion  (the  “mother  pian”*)  develops  at  the  site  of 
inoculation.  Six  to  twelve  weeks  later  a generalized  eruption  occurs.  After  several  years,  tissue-destructive 
tertiary  lesions  of  the  skin  and  bones  may  be  seen.  Disfiguring  and  disabling,  these  lesions  are  both  a social 
and  economic  handicap  to  many  adult  patients.  Diagnosis  rests  on  appearance  of  lesions,  history  of  contact, 
and  identification  of  the  spirochete  on  dark-field  examination  or  by  Giemsa-stained  smear.  A positive 
reaction  to  serologic  tests  for  syphilis  is  also  obtained,  although  pian  is  not  a venereal  disease.  *illustrated 


SIDE  EFFECTS:  Glossitis  and  allergic  reactions  have 
been  reported  as  rare  side  effects.  Use  of  oxytetracy- 
cline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause  dis- 
coloration of  developing  teeth. 

PRECAUTIONS:  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur.  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
^indicated  by  susceptibility  testing.  Aluminum  hy- 


droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 

FORMULAS:  Terramycin  Capsules:  oxytetracycline 
HCl,  250  mg.  and  125  mg.;  Terramycin  Syrup: 
calcium  oxytetracycline,  125  mg.  per  5 cc.;  Terra- 
mycin Pediatric  Drops:  calcium  oxytetracycline, 
100  mg.  per  cc. 


More  detailed  professional  information  available  on  request. 


Pfizer  & Co.,  Inc.  New  York,  New  Yorji,  10Q>T7  M xj 
' # si 


PFIZER  LABORATORIES  Division,  Chas 


P/izer 


Science  for  the  world’s  well 


being® 


Since  1849 


rrr- 


n _ I ■ I ■©  brand  of  phenylbutazone 

DUtBZOllQin  Tablets  of  100  mg. 


Di  capsule  contains: 

DU  LoZOI  IQ  I M phenylbutazone,  100  mg. 

11^  dried  aluminum 

a I Ka  hydroxide  gel,  100  mg. 

magnesium 

trisilicate,  150  mg. 

homatropine 
methylbromide,  1.25  mg. 


It  works! 


Proved  by  over  a decade 
of  clinical  experience. 

Geigy  Pharmaceuticals 


Division  of  Geigy 


Chemical  Corporation 


Ardsley,  New  York 


HCV  CREME 

3%  lodochlorhydroxyquin 
1%  Hydrocortisone  alcohol 
Antifungal  Anti-inflammatory 

Antibacterial  Antipruritic 

A white  vanishing  cream 

AURAL  ACUTE  (PDR  Pg  858) 

Sizes  5 cc.  and  new  15  cc. 

The  ear  drop  of  the  year.  Combining: 


Polymyxin  B Sulphate  lO.OOOu 

Neomycin  Sulfate  5mg 

Hydrocortisone  Alcohol  1% 

PCMX  0.05% 

Pramoxine  HCL  1% 


Antibacterial,  antifungal,  anti-inflammatory,  anaesthetic; 
the  complete  answer  for  External  Otitis. 

SAROCYLINE  250mg 
U.S.P. 

Tetracycline  Hcl  at  a tremendous  economy  to  your  pa- 
tient. Look  for  the  green  and  white  capsule. 

QUALITY  — ECONOMY 

SARON  PHARMACAL  CORP. 

St.  Petersburg,  Florida 


PESTICIDE? 
POISONING  ! 


PROTOPAM®  CHLORIDE 

(PRALIDOXIME  CHLORIDE ) injection  and 
tablets  are  now  available  on  prescription  for 
treatment  and  prophylaxis  of  poisoning  with 
pesticides,  chemicals  and  drugs  having  anticho- 
linesterase activity.  This  drug  is  a specific  anti- 
dote against  parathion,  tepp  and  related  agri- 
cultural chemicals. 

May  we  suggest  that  you  maintain  a supply 
of  PROTOPAM  (pralidoxime)  at  hand  at  all  times. 
Emergency  Kit  provides  diluent,  syringe  and 
needle  for  emergency  injection  in  field,  factory 
or  home. 

No  side  effects  have  so  far  been  reported  in 
the  clinical  use  of  this  drug.  Prophylaxis  is  rec- 
ommended, at  present,  only  for  short  episodes 
because  of  incomplete  information  on  tolerance 
to  the  drug  when  taken  over  prolonged  periods. 
Regular  orders  through  usual  sources  of  supply. 

IN  emergencies:  telephone  212  AL  4-1140. 

/^CAMPBELL  PHARMACEUTICALS,  INC. 

121  EAST  24th  ST.  NEW  YORK,  N.Y.  10010 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINIL 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  Vz  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


J.  Florida  M. A.  September,  1964 
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PRICE  LE 


Today  all  around  us  cut-rate  and  discount  houses 
flourish.  You  can  buy  glasses  from  $7.98  up.  good  vision 
comes  a shade  higher.  In  fact  you  can’t  put  a price 
on  vision.  Your  guild  optician  endeavors  to  place  the  finest  in 
eye  wear  before  the  public  at  the  lowest  possible  pricea. 


Guild  of  Prescription  Opticians  of  Florida 
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“The  G-I  tract  is  the  barometer  of  the  mind” 

BELBARR 

SKDATl  VK  ANTI  SPASMODIC 


“The  G-I  tract 
is  the  barometer 
of  the  mind" 


Each  scored  white  tablet  contains:  !4  gr.  Phenobarbital;  0.0072  mg.  Hyoscine  Hydrobromide;  0.024  mg.  Atropine 
Sulfate;  and  0.128  mg.  Hyoscyamine  Hydrobromide.  BELBARB  NO.  2— Same  as  Belbarb  but  with  Vz  gr. 
Phenobarbital.  BELBARB  ELIXIR— Each  5 ml.  is  equivalent  to  one  Belbarb  tablet. 


Belbarb  soothes  the  agitated 
mind  and  calms  G-I  spasm 
through  the  central  effect  of 
phenobarbital  and  the  syner- 
gistic action  of  belladonna 
alkaloids  on  the  G-I  tract. 


Indications;  Belbarb  is  of  particular  value  in  conditions 
associated  with  visceral  smooth  muscle  spasm  and 
tension  states,  such  as  anxiety  reactions,  nervous  ten- 
sion, visceral  spasm,  irritable  bowel  syndrome,  urinary 
tract  spasm,  peptic  ulcer  and  hypertension. 

Dose:  TABLETS:  1 tablet  q.i.d.  Vz  hour  before  meals 
and  at  bedtime,  or  as  directed  by  physician.  ELIXIR; 
Adults:  1 teaspoon  q.i.d.  Children  2-U  years:  % to  1 
teaspoon  q.i.d. 

Warning:  May  be  habit  forming.  Caution:  Do  not  use 
in  patients  with  glaucoma  or  in  elderly  patients  with 
prostatic  hypertrophy. 


CHARLES  C. 


Send  for  samples  and  literature. 

& COMPANY,  Richmond,  Virginia 


Division  of  ARNAR-STONE  LABORATORIES,  INC. 


MEDICAL  DIRECTORS: 

James  A.  Becton,  M.D..  F.A.P.A. 

James  K.  Ward,  M.D.,  F.A.P.A. 

Location:  7000  5th  Avenue,  South 

Box  2896,  Woodlawn  Station 

BIRMINGHAM,  ALABAMA  35212 
Phone,  595-1151 


is  a private  psychiatric  hospital  established 
in  1925  for  the  treatment  of  nervous  or 
mental  disorders,  alcohol  or  drug  addic- 
tion problems. 

The  hospital  accepts  both  men  and  wom- 
en. It  is  departmentalized  according  to 
sex  and  the  degree  of  illness,  with  differ- 
ent .sections  for  the  acutely  ill  patient, 
the  mildly  ill  patient,  the  convalescent 
patient,  and  the  chronically  ill  resident 
patient.  All  rooms  are  private. 

HILL  CREST  SANITARIUM  is  a mem- 
ber of: 

American  Hospital  Association 
.American  Psychiatric  As.sociation 
National  Association  of  Private 
Psychiatric  Hospitals 
Alabama  Hospital  Association 
Birmingham  Regional  Hospital 
Council 
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why  does 
150  mg. 


i’f' 


do  more  than 
250  mg. 


of  other 
tetracyclines? 


Because  it  has  up  to  3/2  times  the  in  vitro  antibacterial  activity' ..  .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding... all  providing  rapid,  higher  and  sustained /nv/Vo activity  with 
as  much  as  2 days’  extra  activity. 


J 


DECLOMYCIIN 

DEMETHYLCHLORTETRACYCLINE  HCl 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline, in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1. Sweeney,  VJ.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

7S16-3 
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MORE  HELP  FOR 
THE  STRICKEN  HEART 


In  long-term 
treatment 
of  your  patients 
with  coronary 
insufficiency. 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 


■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  pyoduct  i7iformatio7i 
available  in  the  product  package,  a77d  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML-105S 


MILTRATE’ 

meprobamate  200  mg. -f- pentaerythritol  tetranitrate  10  mg. 


\?fe"’ALLACE  LABORATORIES  /Cranhuo'.  N.J. 


YOUR  Patronage  Has  Made  Our  Growth  Possible 


Medical  Supply  Company 
of  Jacksonville 


Home  Office 
JACKSONVILLE 

4539  Beach  Blvd. 
Telephone  FL  9-2191 

ORLANDO 

151  1 Sligh  Blvd. 
Telephone  GA  5-3537 


A COMPLETE  BUSINESS  SERVICE 


, EOR  THE  xMEDICAL 

■ AND  DENTAL 

; PROFESSIONS 

■ 

-n 

s 

e 

m 

■ 

e 

; PM  FLORIDA 


233  Fourth  Avenue,  N.  E. 
St.  Petersburg,  Florida 
Phone  862-6903 


314B  John  Ringling  Blvd. 
Sarasota,  Florida 
Phone  388-1604 

12490  N.  E.  7th  Ave. 
Miami,  Florida 
Phone  "51-2101 


Affiliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 
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Practicing  Medical  Doctors: 


You  can... 

completely  modernize  your  office . . . 

purchase  or  lease 
equipment  and  furnishings 


PACKAGE! 


Updating  your  equipment — modernizing  your  wait- 
ing room  and  office  — are  sure  ways  to  reflect  your 
professional  growth  and  your  alertness  to  the  needs 
of  modern  medical  practice.  Your  patients  will  bene- 
fit, and  so  will  you. 

Through  GECCs  Modernization  Plan,  you  can  com- 
pletely modernize  your  office  — from  carpeting  to 
furniture  to  new  lighting.  You  can  air  condition  it, 
and  install  the  latest  diagnostic  equipment  — in  one 
total  GECC  package.  And  you  can  choose  either 
GECC  Time  Sales  or  Lease  Plans. 

Unlike  anything  else  available,  GECC  offers  you: 


• Only  10%  down  payment  after  installation. 

• First  payment  deferred  until  30  days  after  instal- 
lation. 

• Up  to  7 years  to  pay. 

• Monthly  payments  which  include  up  to  $15,000 
credit  life  insurance,  and  up  to  $50,000  insur- 
ance on  financed  equipment  and  furnishings. 

For  graduating  medical  internes  who  wish  to  open  their 
office  without  a practice,  GECCs  Beginning  Practice  Plan 
offers  ideal  Time  Sales  or  Lease  arrangements  suited  to  your 
needs.  Write  for  full  information  now. 


For  complete  information,  send  the  coupon  below  for  our  free  bro- 
chure. Or  see  your  leading  medical  supply  dealer  served  by  GECC. 


MAIL  THIS  COUPON  FOR  FREE  BROCHURE: 


GENERAL  ELECTRIC  CREDIT  CORP. 

3001  Ponce  de  Leon,  P.O.  Box  1694 
Coral  Gables,  Florida  (305-445-3748) 

2581  Piedmont  Road  N.E.,  P.O.  Box  13464,  Station  K 
Atlanta,  Georgia  (404-231-3561) 

Please  mail  me  your  M.D.  Modernization  Brochure 

Name__ — 

Address. 


City Zone State | 

J 
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Telephone  937-4211 


Member  National  Association 
of  Private  Psychiatric  Hospitals, 
Approved  by 

American  Psychiatric  Association, 
Accredited  by  Joint  Commission 
on  Accreditation  of  Hospitals. 


A modern  hospital  offering  intensive  and  comprehensive  psychiatric 
treatment.  The  completeness  of  the  unification  of  the  entire  staff  makes 
the  approach  unique,  but  not  radical.  All  acceptable  treatment  modal- 
ities are  used  but  absolute  precedence  is  given  to  psychotherapy, 
individual  and  group,  with  special  attention  to  the  family  process. 


LORANT  FORIZS,  M.D 
MEDICAL  DIRECTOR 


WALTER  H.  WELLBORN.  jR..  M D 
CLINICAL  DIRECTOR 


STAFF  PSYCHIATRISTS 

JOHN  R.  ERWIN.  M.D. 
RICHARD  L MEADOWS.  M.D. 
CHARLES  J.  SAPORITO.  M O. 
ROBERT  G.  ZEITLER.  M.D. 


THEODORE  E.  GAGLIANO.  M D 
DIRECTOR  OF  ADMISSIONS. 
EDUCATION  AND  TRAINING 

STAFF  PSYCHOLOGISTS 

PATRICK  J.  DIGNAM.  PH  D. 

JAMES  B.  MORRIS.  PH.D. 


APPALACHIAN  HALL 

ASHEVILLE  Established  1916  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convales- 
cence, drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en 
suite. 

Wm.  Ray  Griffin  Jr.,  M.D.  Mark  A.  Griffin  Sr.,  M.D. 

Robert  A.  Griffin,  M.D.  Mark  A.  Griffin  Jr.,  M.D. 

For  rates  and  further  information  write  Appalachian  Hall,  Asheville,  N.  C. 
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ANOTHER  FIRST 

from  The  American 
Tobacco  Company 


MODERN  CIGARETTES 


ANALYSES  Of  THE  SMOKE  OF  SAMPLES  OF  MONTCLAIR  CIGA- 
RETTES  ARE  MADE  PERIODICALLY  BY  AN  INDEPEND- 
ENT RESEARCH  LABORATORY.  ANALYSES  DURING  THE 
MOST  RECENT  TEST  PERIOD  PRIOR  TO  THE  MANUFAC- 
TURE OF  THE  CIGARETTES  IN  THIS  PACKAGE  AVERAGED: 

'TAR*’ 5.2  MG.  . PER  CIGARETTE 

NICOTINC  0:5  MG.  . PER  CIGARETTE 

•SMOKE  COMPONENTS  COMMONLY 
BUT  INACCURATELY  CALLED  "TAR". 


FIRST 

With  A Charcoal-Menthol  Filter! 

FIRST 

Menthol  With  "Tar”  And 
Nicotine  Test  Results 
On  The  Pack! 


SMOKE  MONTCLAIR! 

The  Menthol  Is  In  The 
Charcoal-Menthol  Filter.  Just 
Enough  In  Every  Puff  Makes 
Every  Puff  A Pleasure! 
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Anderson  Surgical  Supply  Co. 

Established  1916 

Distributors  of  Known  Brands  of  Proven  Quality 

TELEPHONE  229-8504  TELEPHONE  896-3107 

Morgan  at  Platt,  P.  O.  Box  1228  556  9th  St.,  South 

TAMPA,  FLORIDA  33601  ST.  PETERSBURG,  FLORIDA 

TELEPHONE  376-8253  TELEPHONE  CHerry  1-9589  TELEPHONE  958-0489 

729  S.W.  4th  Ave.  1616  N.  Orange  Ave.  1934  Hillview  St. 

GAINESVILLE,  FLORIDA  ORLANDO,  FLORIDA  SARASOTA,  FLORIDA 


P.  L.  DODGE  MEMORIAL  HOSPITAL 

formerly 

MIAMI  MEDICAL  CENTER 

M.  G.  Isaacson,  M.D. 

Medical  Director 

1861  N.W.  South  River  Drive 
Phone  379-1448 

A private  institution  for  the  treatment  of  ner- 
vous and  mental  disorders  and  the  problems  of 
drug  addiction  and  alcoholic  habituation.  Mod- 
ern diagnostic  and  treatment  procedures  includ- 
ing — Psychotherapy.  Insulin,  & Electroshock, 
when  indicated.  Adequate  facilities  for  recrea- 
tion and  out-door  activities. 

Information  on  request 

Member  NAPPH  and  American  Psychiatric  Assn. 


BALLAST  POINT  MANOR 


SANITARIUM 


Care  of  Mild  Mental  Cases,  Senile  Disorders 
and  Invalids 
Alcoholics  Treated 


Aged  adjudged  cases 
will  be  accepted  on 
either  permanent  or 
temporary  basis. 


Safety  against  fire  — by 
Automatic  Fire  Sprinkling 
System. 


Cyclone  fence  enclosure  for 
recreation  facilities,  seven- 
ty-five by  eighty-five  feet. 


Member  of 

American  Medical  Assn. 
American  Hospital  Assn. 
Florida  Hospital  Assn. 


5226  Nichols  St. 
Telephone  831-4191 


DON  SAVAGE 

Owner  and  Manager 


P.  O.  Box  13467 
Tampa  11,  Florida 
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The 

clear 

conclusion 
from 
10  years’ 
experience... 


belongs  in  every  practice 

Miltowff 

(meprobamate) 

\?/. 

WALLACE  LABORATORIES/Cranbury,  N.  J. 
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ARTHRALGEN*  helps  fre^^ 


ARTHRALGEN® 

Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


Arthralgen,  a better-tolerated  analgesic  formula- 
tion of  time-tested  ingredients,  works  faster  to  free 
the  arthritic  from  his  pain  without  salicylate  side 
effects.  Since  its  analgesic  components  require 
no  chemical  conversion  to  act  in  the  body,  Ar- 
thralgen’s  pain  relieving  benefits  are  immediately 
available  to  provide  a smoother,  more  rapid  ob- 
tundation of  pain  than  can  be  achieved  with  many 
true  salicylates. 

Arthralgen  is  especially  useful  for  the  prompt 
relief  of  early  morning  stiffness  and  pain  with  less 
risk  of  gastric  irritation.  And  since  Arthralgen 
contains  no  sodium  it  is  safe  for  long-term  use  in 


arthritics  who  have  other  conditions  which  nece; 


sitate  sodium  restriction. 

ARTHRALGEN®-PR 

Each  tablet  contains: 

Salicylamide 250  mi 

Acetaminophen 250  mi 

Ascorbic  acid  (Vitamin  C) 25  mi 

Prednisone 1 mi 


The  basic  Arthralgen  formulation  plus  predni 
sone  is  indicated  for  patients  who  require  steroid 
Prednisone  has  three  advantages  over  cortison 
hydrocortisone,  and  ACTH.  They  are:  (1)  lack  i 
sodium  retention,  (2)  absence  of  increased  pota 
sium  excretion,  and  (3)  the  unlikelihood  of  steroii 
induced  hypertension.* 

BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are  indicated 
the  management  of  rheumatoid  arthritis,  acu 


Arthritic  joints  from 


iity  arthritis,  rheumatoid  spondylitis,  osteoar- 
!tis,  bursitis,  fibrositis,  and  neuritis.  Arthralgen 
,y  be  used  for  analgesia  in  colds,  flu,  and 
iious  myalgias. 

li'SAGE:  One  or  two  tablets  four  times  a day. 

}er  remission  of  symptoms,  dosage  should  be 
luced  to  the  minimum  maintenance  level. 

4 

.DE  EFFECTS:  Nausea,  Gl  upset,  or  mild  salicy- 
in  may  rarely  occur.  Symptoms  of  hypercorticoid- 
:h  dictate  reduction  of  dosage  of  Arthralgen-PR. 

■jEGAUTION;  Reduction  in  dosage  of  Arthral- 
' n-PR  given  overa  long  period  should  be  gradual, 
tver  abrupt. 

)NTRAINDICATIONS:  Hypersensitivity  to  any 
gradient. 

rr.  with  any  drug  containing  prednisone,  Arthral- 
i'H-PR  is  contraindicated,  or  should  be  adminis- 


tered only  with  care,  to  patients  with  peptic  ulcer, 
tuberculosis,  nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing’s  syndrome  (or  Cushing's 
disease),  overwhelming  spreading  (systemic)  in- 
fection, or  predisposition  to  thrombophlebitis. 

Arthralgen-PR  is  generally  contraindicated  in 
patients  with  uremia  and  viral  infections,  including 
poliomyelitis,  vaccinia,  ocular  herpes  simplex,  and 
fungus  infections  of  the  eye.  It  is  also  contraindi- 
cated in  patients  with  chicken  pox  or  susceptible 
persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored)  and  Arthral- 
gen-PR (yellow,  scored)  tablets  are  available  in 
bottles  of  100  and  500. 

*Cohen,  et  al:  J.A.M.A.,  165:225,  1957. 

A.  H.  ROBINS  CO.,  INC. 

RICHMCND,  VIRGINIA 


Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


QUINETHAZONE  TABLETS 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg,'-^just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962, 
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FLORIDA  MEDICAL  ASSOCIATION 

735  Riverside  Ave.,  P.  O.  Box  2411 
Jacksonville  3,  Florida 


Officers 


SAMUEL  M.  DAY,  M.D.,  President  ..Jacksonville 

H.  PHILLIP  HAMPTON,  M.D.,  President-Elect  Tampa 

EUGENE  G.  PEEK  JR.,  M.D.,  Vice  President  Ocala 
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Councils 
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The  patient’s  complaint  is  indigestion .. .especially  of  intolerance  to  fried 
foods... aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress... as  manifested  by  flatulence,  “nervous”  indigestion  and 
constipation.  Prescribe 


DECHOLIN-BB' 

(Hydrocholeretic  • Antispasmodic  • Sedative,  AMES) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (V4  gr) 

(Warning:  May  be  habit  forming)  gggg  nerVOUS  tenSiOn 

DEHYDROCHOLIC  ACID 250  mg  (33/4  gr) 

to  produce  large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  the  in- 
testinal mucosa 

BELLADONNA  EXTRACT 10  mg  (i/g  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  adult  dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions;  Observe  patients  period- 
ically for  increased  intraocular  pressure  and  bar- 
biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects;  Dehy- 
drocholic  acid  may  cause  transitory  diarrhea; 
belladonna  — blurred  vision,  dry  mouth.  Contra- 
indications: Biliary  tract  obstruction, 
acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia.  Available  through 
your  regular  supplier:  Decholin-BB, 
bottles  of  100  tablets.  72554 


Ames  Company,  Inc.,  Elkhart,  Indiana. 


for 

The  Age  of 
Anxiety 


LIBRIUM 

(chlordiazepoxide 

HGI) 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiet 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  c 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.c 
Cauf/ons  — Occasional  side  effects,  often  dose-related,  ar 
drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregulai 
ities,  nausea  and  constipation.  Paradoxical  reactions  ma 
occasionally  occur  in  psychiatric  patients.  Individual  mainte 
nance  dosages  should  be  determined.  Advise  patients  agains 
possibly  hazardous  procedures  until  maintenance  dosage  i 
established.  Though  compatible  with  most  drugs,  use  care  ii 
combining  with  other  psychotropics,  particularly  MAO  inhibi 
tors  or  phenothiazines;  warn  patients  of  possible  combiner 
effects  with  alcohol.  Observe  usual  precautions  in  impairec 
renal  or  hepatic  function,  and  in  long-term  treatment. 
Supp//ed— Capsules,  5 mg,  10  mg  and  25  mg,  bottles  o 
50  and  500. 


Roche  Laboratories,  Division  of  Hoffmann- La  Roche  Inc 
Nutley,  N.J.  07110  


Just  Remit/  Front  Smuttier  si 


} DOCTOR'S  EASACCOUNT  RECORD  SYSTEM  { 

Saves  time  and  effort  in  maintaining  your  financial  records 


The  Doctor's  Easaccount  Record  SYStein  is  a lirand  new- 
way  to  ease  the  burden  of  your  financial  record  keeping. 
It  enables  you  or  your  office  assistant  to  maintain  a 
see-at-a-glance  report  on  income  and  expenditures, 
keep  a central  source  of  information  for  income-tax 
time,  and  hold  the  time  and  expense  required  for 
professional  audit  to  a minimum — all  with  less  time 
and  effort.  The  system  is  contained  in  two  convenient 
ledgers;  one  for  disbursements  (sufficient  for  two  years’ 
average  practice),  and  one  for  income  (sufficient  for 
one  year’s  average  practice).  Recording  of  expenditures 
is  simplified  by  clearly  labelled  columns  covering: 
Salaries — Rent — Drugs  and  Medical  Supplies — Instru- 
ments— ( tilities — Stationery — Taxes  and  Insurance — 
Cost  of  Auto,  Furniture  and  E</uiprnent — plus  eleven 


other  categories.  Columns  are  provided  for  house 
expenses  of  the  physician  whose  office  is  in  his  resi- 
dence ...  an  especially  bothersome  problem  when 
computing  deductible  expenses.  The  Income  V'^olume 
helps  you  keep  a daily  record  of:  Date  and  Time — 
Patient — Professional  Service — Charges — Receipts — I er- 
ijication  of  "Transfers  to  Patients'  Cards — Bank  Deposits 
— plus  daily,  monthly,  and  yearly  totals.  These 
records  are  expressly  set  up  for  the  specific  requirements 
of  a medical  practice.  All  instructions  necessary  appear 
on  a single  page  in  the  front  of  each  volume. 

Two  volumes  in  a flexible  cover.  Diihursemenls  I'olume,  96  pa^es. 
10'*’  X 12'';  Income  \ olnme„  256  pages,  10"  x 12".  Set — About  $9.50. 

iVcic — Just  Ready! 


^ Hughes'  PEDIATRIC  PROCEDURES  i 

Hundreds  of  hints,  helps  and  shortcuts  in  methods  of  child  care 


Here  are  clear,  step-hy-step  instruetions  to  help  you 
perform  a wide  range  of  technical  procedures  necessary 
in  the  management  of  children.  Augmented  by  helpful 
illustration.s,  the  procedures  range  from  inspection  of 
the  ear  to  venous  cutdoicn.  In  an  uncomplicated,  straight- 
forward manner  Dr.  Hughes  tells  you:  the  best  sites 
for  venipuncture  in  infants;  the  equipment  necessary 
for  exchange  transfusions;  sizes  of  nee<lles  for  hone 
marrow  aspiration  and  biopsy;  how  to  insert  a na.so- 
gastric  tube;  hazards  and  complications  of  abdominal 
paracentesis;  method  of  cardiac  massage  for  infants, 
for  small  children;  for  older  children;  etc.  The  pro- 
cedures explained  include  both  routine  and  special 
measures:  taking  the  temperature — measurement  of  blood 


pressure — intravenous  transfusion — subcutaneous  injec- 
tions— tuberculin  skin  tests — bone  marroic  asjnration  — 
lumbar  puncture — tracheostomy — percutaneous  liver  bi- 
opsy — enemas — bandaging — nonsuture  skin  closure — c<d- 
lection  of  siceat  for  the  diagnosis  of  cystic  fibrosis  of  the 
pancreas.  Valuable  information  is  contained  on  re- 
straining the  infant  or  child — dental  health — com- 
municable disea.ses — methods  of  reducing  pain  of 
injections,  etc.  This  manual  will  help  you  ease  the 
stress,  strain  and  trauma  involved  in  performing  these 
procedures  on  your  young  patients. 

By  Walter  'T.  Huliiks,  M.D.,  Adsistant  Profeesor  of  Pediatrics. 
University  of  lx>iiisville  ScIkk)!  of  Me<licine.  Louisville.  Keiitiick>. 
About  2.56  pages.  6^"  x v%illi  about  127  illustrations.  About 

$8.00.  yeu'^Jusi  Heath! 


^Bates&  Christie's  RESPIRATORY  FUNCTION  IN  DISEASE^ 

Aid  in  problems  ranging  from  ventilation  measurement  to  respiratory  failure 

of  each  disorder  on  overall  pulmonary  function.  Special 
stress  is  placed  on  pulmonary  emphysema  in  all  its 
forms,  on  chronic  bronchitis  and  respiratory  failure,  on 
lung  diseases  caused  by  physical  and  chemical  agents, 
and  on  the  secondary  effects  of  heart  disease.  Detailed 
case  presentations  of  5 t patients  augment  the  text. 


Drs.  Bates  and  Christie  brilliantly  delineate  today's 
useful  knowledge  about  pulmonary  phy.siology  in  this 
timely  volume  on  the  lung.  The  authors  begin  by 
reviewing  and  illuminating  the  methods  available  for 
studying  lung  function,  and  outlining  the  anatomy 
and  values  for  the  normal  lung.  They  point  out  the 
advantages  and  disadvantages  of  current  methods. 
They  clearly  describe  changes  in  pulmonary  function, 
as  a consequence  of  age  or  obesity  and  in  different 
body  positions.  ^ bat  is  known  about  pulmonary 
adaptation  to  altitude  and  to  exercise  is  outlined. 
Tbe  major  sections  of  tbe  book  describe  individual 
disease  entities  of  the  lung — covering  clinical  features, 
radiologic  features,  and  pathology.  The  authors  provide 
exhaustive  explanation  of  the  pathophysiologic  effects 


B>  David  V.  Bates,  M.D..  (Caiitah.),  M.K.C.F.  (laiiulon ),  Abso. 
ciale  ProfeBftor  of  Medicine,  McGill  UniverHity;  Oireclor,  Ke»piralor> 
Divinion.  Joint  Cardiorertpiralory  .Service.  Koyal  Victoria  Hospital 
and  Montreal  Children’s*  ilospital;  and  Uonald  V.  Christie,  M.I>, 
(Ldinburgh),  M.Sc.  (McGill),  B.Sc.  (Loiulon),  .Sc.D.  (Dublin). 
F.A.C.P.,  F.R.C.P.  (London),  F.R.C.P.  (C).  Professor  and  Chuiniian 
of  the  Department  of  Medicine.  Mc(»ill  Llniversity;  Physician-in« 
Chief,  Royal  Victoria  Hospital.  With  the  assistance  of  .MvHt.AHET 
K.  Ukcklxrk,  Richuu)  F.  Dcinevan,  Robert  (L  Fraser.  J. 
Peter  Pare,  W.  M.  'Thurlbeck.  About  560  pages.  7"  x 10".  illus. 
trated.  About  $15.00,  .Yen’ — Just  Heady! 


W.  B.  SAUNDERS  COMPANY  West  Washington  Square,  Phila.,  Pa.  19105 


Please  send  an<l  bill  me: 

Q Doctor's  Easaccount  Record  System  .About  S9.50 
□ Hughes’  Pediatric  Procedures .About  S8.00 


Q Easy  Fay  Plan  ($5  per  month) 
Q Bates  & Christie's  Respiratory 
Function 


.About  SLS.OO 


Name. 


.Add  ress_ 


Sj(;  10-61 
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antihisUminic  decongestjnt 


helps  hay  fever 
patients  forget 
the ‘‘season” 


WINTHROPiJMri«>«s 

imr«rt.ii.r 

Dkm*  a<  SXftai  Bn|  Ik 


nTz  Nasal  Spray  gives  prompt,  depend- 
able decongestion  of  the  nasal  membranes 
for  fast  symptomatic  relief  of  hay  fever. 
The  first  spray  shrinks  the  turbinates,  re- 
stores nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a few  min- 
utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 

nTz  Nasal  Spray  also  provides  deconges- 
tive  relief  for  head  colds,  perennial  rhinitis 
and  sinusitis.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and 
in  bottles  of  30  ml.  with  dropper. 

nTz^  Nasal  spray 


nTz  is  more  than  a simple  vasoconstrictor. 
It  contains  [N]eo-Synephrine®  HCI  0.5%  — 
the  efficacy  of  which  is  unexcelled-to 
shrink  nasal  membranes  and  provide  inner 
space;  [^henfadil®  HCI  0.1%  for  topical 
antiallergic  action;  and  [Z]ephiran®  Cl 
1:5000  (antibacterial  wetting  agent)  to  pro- 
mote the  spread  of  the  decongestant  com- 
ponents to  less  accessible  nasal  areas. 

nTz  is  well  tolerated  and  does  not  harm 
respiratory  tissues. 

nTz,  Neo*  Synephhr.e  (brand  of  phenylephrine),  Thenfadil  (brand  of  theft- 
yldiamine)and  Zeplnran  (brand  of  bensalkoftiom  a$  chloride,  refined),  trade- 
marks reg.  U.  S.  Pat.  Off. 

Winthrop  Laboratories 
New  York  18,  N.Y. 
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TUBERCUUN,TII\IETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
hasnever 
been  quite 
so  easy 

SWABTHEARM- 
UNCAPA  TINE  TEST- 
PRESS-DISCARD 
THAT  S ALL 
THERE  IS  TD  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with- 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Of  1,028  patients  with  confirmed 
respiratory  infections... 

954  or  92.8%  were  treated 
successfully  with  Signemycin® 


Note: 

Hammerl*  selected  his  pa- 
tients for  treatment  with 
Signemycin  on  the  basis 
of  demonstrated  bacterio- 
logical resistance  to  other 
antibiotics  or  failure  of 
previous  therapy.  Of  100 
patients  with  various  respi- 
ratory tract  infections,  95 
responded  to  Signemycin. 
Pathogens  isolated  in- 
cluded staphylococci  and 
Diplococcus  pneumoniae. 

•Hammerl,  H.:  Wien.  Med. 
Wschr.  108:629,  July  26,  1958. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Abscess,  pulmonary 

17 

16 

Bronchiectasis 

19 

13 

Bronchitis 

286 

267 

Bronchopneumonia 

192 

179 

Empyema 

12 

11 

Pneumonia,  lobar 

150 

146 

Pneumonia,  other  febrile 

160 

150 

Various  infected  pneumopathies 

192 

172 

Totals 

1,028 

954  (92.8%) 

consistently  effective. ..often  when  others  fail 

Signemycin 

capsules  (250  mg.) 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 


Science  for  the  world's  well-being® 


(Pfizer)  s 


ince  1849 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co., Inc.  New  York,  New  York  1 001 7 
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“The  G-I  tract  is  the  barometer  of  the  mind” 

BELBARR 

SEDATIVK  ANTISPASMODIC 


"The  G-I  tract 
is  the  barometer 
of  the  mind" 


Each  scored  while  tablet  contains:  gr.  Phenobarbital;  0.0072  mg.  Hyoscine  Hydrobromide;  0.024  mg.  Atropine 

Sulfate;  and  0.128  mg.  Hyoscyamine  Hydrobromide.  BELBARB  NO.  2— Same  as  Belbarb  but  with  Vi  gr. 
Phenobarbital.  BELBARB  ELIXIR— Each  5 ml.  is  equivalent  to  one  Belbarb  tablet. 


Belbarb  soothes  the  agitated 
mind  and  calms  G-I  spasm 
through  the  central  effect  of 
phenobarbital  and  the  syner- 
gistic action  of  belladonna 
alkaloids  on  the  G-I  tract. 


Indications;  Belbarb  is  of  particular  value  in  conditions 
associated  with  visceral  smooth  muscle  spasm  and 
tension  states,  such  as  anxiety  reactions,  nervous  ten- 
sion, visceral  spasm,  irritable  bowel  syndrome,  urinary 
tract  spasm,  peptic  ulcer  and  hypertension. 

Dose;  TABLETS:  1 tablet  q.i.d.  Vi  hour  before  meals 
and  at  bedtime,  or  as  directed  by  physician.  ELIXIR: 
Adults:  1 teaspoon  q.i.d.  Children  3-12  years:  Vi  to  1 
teaspoon  q.i.d. 

Warning:  May  be  habit  forming.  Caution:  Do  not  use 
in  patients  with  glaucoma  or  in  elderly  patients  with 
prostatic  hypertrophy. 


CHARLES  C. 


Send  for  samples  and  literature. 

& COMPANY,  Richmond,  Virginia 


Division  of  ARNAR-STONE  LABORATORIES,  INC. 


Of  1,021  children  with 
various  confirmed  infections... 
950  or  93.0%  were  treated 
successfully  with  Signemycin^ 


Note: 

The  effectiveness  of 
Signemycin  was  demon- 
strated by  Chattas  and  his 
co-workers*  who  adminis- 
tered Signemycin  to  30 
children  with  serious 
staphylococcal  infections 
resistant  to  commonly 
used  antibiotics.  Only  one 
failed  to  respond.  In  each 
case  the  use  of  this  drug 
was  indicated  by  antibio- 
gram. Those  children 
treated  with  a nonselected 
antibiotic— for  comparative 
purposes — took  three 
times  longer  to  recover. 

Chattas.  A et  al.:  Antibiot. 
Med.  7:300,  May,  1960. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Eye,  ear,  nose,  throat  infections 

368 

343 

Respiratory  infections 

369 

346 

Gastrointestinal  infections 

42 

30 

Skin  and  soft-tissue  infections 

38 

37 

Deep-seated  or  generalized  infections 

47 

44 

Various  conditions 

157 

150 

Totals 

1,021 

950  (93.0%) 

consistently  effective. ..often  when  others  fail 


Signemycin 

af  capsules  (250  mg.) 


Signemycin  is  also  available  as  half-strength  Capsules, 
preconstituted  raspberry-flavored  Syrup  and  Pediatric  Drops 


Brief  Summary  and  Bibliography  follow. 

Science  for  the  world's  well-being®  Since  1849 

PFIZER  LABORATORIES  Division,  Chas. Pfizer &Co., Inc.  New  York, NewYorklOOl  7 
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SIGNEMYCIN® 

Side  Effects:  Glossitis  and  allergic  reactions,  as 
well  as  severe  anaphylactoid  reactions,  have  been 
reported  as  rare  side  effects.  Should  significant 
reaction  or  idiosyncrasy  occur,  discontinue  medi- 
cation and  institute  countermeasures.  Use  of  tetra- 
cycline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause 
discoloration  of  developing  teeth.  Reduce  usual 
oral  dosage  and  consider  serum  level  determina- 
tions in  patients  with  impaired  renal  function  to 
prevent  possible  liver  toxicity  due  to  excessive 
accumulation  of  antibiotic  in  the  serum. 

Precautions:  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur.  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
indicated  by  susceptibility  testing.  Aluminum  hy- 
droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 
The  coloring  agents  used  in  Signemycin  Syrup  and 
Pediatric  Drops  may  produce  red  discoloration 
of  stools. 

Triacetyloleandomycin,  a constituent  of 
Signemycin,  administered  to  adults  in  daily  oral 
doses  of  1.0  Gm.  (3  Gm.  Signemycin)  for  periods 
of  more  than  ten  days  may  produce  hepatic  dys- 
function and  jaundice.  In  the  rare  patient  who  re- 


quires this  high  dosage  level  of  Signemycin  initially, 
liver  function  should  be  carefully  followed  and  dos- 
age should  be  reduced,  as  promptly  as  possible,  to 
the  usual  recommended  range  of  1 .0  to  2.0  Gm.  per 
day.  Therefore,  Signemycin  is  recommended  pri- 
marily for  the  treatment  of  acute  or  severe  infec- 
tions, with  treatment  restricted  to  a ten-day  period. 
If  clinical  judgment  dictates  continuation  of  therapy 
beyond  ten  days,  serial  monitoring  of  the  liver  pro- 
file should  be  carried  out,  including  BSP,  transam- 
inase, and  cephalin  flocculation  tests.  Changes 
observed  in  liver  function  were  reversible  follow- 
ing discontinuation  of  the  drug. 

Formulas:  Capsules:  250  mg.  Signemycin  (167  mg. 
tetracycline  HCI  and  83  mg.  oleandomycin  as  tri- 
acetyloleandomycin). 

Capsules:  125  mg.  Signemycin  (83  mg.  tetracy- 
cline HCI  and  42  mg.  oleandomycin  as  triacetylo- 
leandomycin). 

Syrup:  125  mg.  Signemycin  (tetracycline  equiva- 
lent to  83  mg.  tetracycline  HCI  and  42  mg.  oleando- 
mycin as  triacetyloleandomycin)  per  5 cc. 

Pediatric  Drops:  100  mg.  Signemycin  (tetracy- 
cline equivalent  to  67  mg.  tetracycline  HCI  and  33 
mg.  oleandomycin  as  triacetyloleandomycin)  per  cc. 

More  detailed  professional  information  available 
on  request. 
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Of  5,057  patients  with  confirmed 
infections  of  all  body  systems... 
4,731  or  93.5%  were  treated 
successfully  with  Signemycin® 


Note: 

The  high  rate  of  response 
to  Signemycin  in  these 
cases  is  noteworthy  be- 
cause the  totals  include 
many  patients  with 
difficult-to-treat  infec- 
tions, many  whose 
infections  had  proved 
resistant  to  other  agents, 
and  many  who  had  been 
treatment  failures  on 
other  therapy.1-87 
In  addition  the  following 
criteria  were  used  for 
the  cases  cited;  (1)  only 
published  results  were 
used  (2)  results  were 
confirmed  by  clinical 
and/or  laboratory  find- 
ings (3)  patients  were 
cured,  not  "improved” 

(4)  dosage  conformed  with 
current  recommenda- 
tions in  the  United  States 

(5)  no  other  anti-infective 
agents  were  used  concomi- 
tantly (6)  no  instance  of 
prophylactic  use  was  in- 
cluded in  these  tabulations. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Ear,  nose  and  throat  infections 

507 

465 

Respiratory  infections 

1,028 

954 

Gastrointestinal  infections 

425 

387 

Genitourinary  infections 

748 

684 

Skin  and  soft-tissue  infections 

1,088 

1,036 

Bone  and  joint  infections 

71 

64 

Deep-seated  or  generalized  infections 

257 

251 

Obstetrical  & gynecological  infections 

341 

320 

Miscellaneous  conditions 

592 

570 

Totals 

5,057 

4,731  (93.5%) 

consistently  effective. ..often  when  others  fail 

Signemycin 


capsules  (250  mg.) 

Also  available  as  Syrup.  Pediatric  Drops,  and  half-strength  Capsules 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 
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The  newest, 
most  practical 
method  of  gas 
sterilization 


STERI-VAC®  is  the  only  portable,  compact  sterilizer  on  the  market.  Its  operation 
is  completely  automatic  and  requires  no  plumbing,  fixtures  or  water  supply. 
STERI-VAC  operates  on  standard  110  volt  A.C.  power. 


STERI-VAC  is  available  in  two  models.  The 
standard  Model  100  generates  no  heat 
during  a three-hour  sterilization  cycle. 
STERI-VAC  Model  lOOH,  using  heat  re- 
duces the  sterilization  cycle  to  45  minutes. 

Acknowledgment  of  STERI-VAC’s  value  has 
come  from  hospitals,  doctors,  dentists, 
clinics  and  laboratories.  Results  of  tests 
conducted  by  the  Department  of  Health, 
Education  and  Welfare  on  gas  sterilization 
and  a brochure  describing  STERI-VAC  in 
detail  are  available  from  us. 


Anderson  Surgical  Supply  Co. 

Established  1916 

Distributors  of  Known  Brands  of  Proven  Quality 

TELEPHONE  229-8504  TELEPHONE  896-3107 

Morgan  at  Platt,  P.  O.  Box  1228  556  9th  St.,  South 

TAMPA,  FLORIDA  33601  ST.  PETERSBURG,  FLORIDA 

TELEPHONE  376-8253  TELEPHONE  CHerry  1-9589  TELEPHONE  958-0489 

729  S.W.  4th  Ave.  1616  N.  Orange  Ave.  1934  Hillview  St. 

GAINESVILLE,  FLORIDA  ORLANDO,  FLORIDA  SARASOTA,  FLORIDA 
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Not  far  from  here  are  manufactured 
from  the  powdered  leaf 
Pil.  Digitalis  (Davies,  Rose) 

0.1  Gram  (IV2  grains)  or  1 U.S.P.  Digitalis  Unit. 
They  are  physiologically  standardized, 
with  an  expiration  date  on  each  package. 
Being  Digitalis  in  its  completeness, 
this  preparation  comprises  the 
entire  therapeutic  value  of  the  drug. 

It  provides  the  physician  with  a safe  and  effectiv  e 
means  of  digitalizing  the  cardiac  patient 
and  of  maintaining  the  necessary  saturation. 
Securitv'  lies  in  prescribing  the 
“original  bottle  of  35  pills,  Davies,  Rose.” 


Clinical  samples  and  literature  sent  to  physicians  on  request 


Davies,  Rose  & Co.,  Ltd. 


Boston  18,  Mass. 


i)  27 


Bed  of  Digitalis  purpurea 
with  Campanula  (Canterburv  Bellsi  in  foreground 
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When  you  decide  vour  patients'  dietary  fat  should  be  modified,  remember... 


Fleischmann’s  is  Lowest  in  Saturated  Fat 
of  the  nation’s  leading  margarines 


Fleischmann’s  is  made  from  100^ 
com  oil.  Over  half  of  this  remains 
m liquid  form  for  high  linoleic 
content... the  balance  is  partially 
hydrogenated  for  flavor  and 
spreadability.  Consequently, 
Fleischmann’s  is  a “special”  mar- 
garine, lowest  in  saturated  fat  of 
the  nation’s  leading  margarines.  A 
“special”  margarine  is  one  of  the 
most  important  sovuces  of  poly- 
unsaturates in  the  average  diet. 

Only  Fleischmann’s  offers  all  of 
these  extra  benefits: 


Lightly  Salted  in  golden  package 


(1)  Exceptionally  high  P/S  ratio 
. . . Fleischmann’s  Margarine  has 
a 1.7  to  1 ratio  (27.5%  cis,  cis  lino- 
leic acid).  Using  Fleischmann’s 
instead  of  butter  or  regular  mar- 
garines increases  intake  of  poly- 
unsaturates while  lowering  intake 
of  saturated  fat. 

(2)  Made  from  100%  com  oil . . . 
The  only  oil  used  in  making 
Fleischmann’s  is  100%  corn  oil. 
Some  so-called  corn  oil  marga- 
rines are  mLxtures  of  cottonseed 
or  soybean  oil  with  corn  oil. 


(3)  Light  delicate  flavor ...  Deli- 
cious taste  has  made  Fleisch- 
mann’s America’s  largest  selling 
“special”  margarine. 

(4)  Lightly  Salted  and  Unsalted 
...Fleischmann’s  comes  both 
ways.  What’s  more,  Fleisch- 
mann’s Unsalted  Margarine  is 
dietetically  sodium-free.  It’s  lo- 
cated in  the  frozen  food  section. 
(3)  National  availability. ..  Un- 
like most  brands,  both  Fleisch- 
mann’s can  be  found  in  virtually 
every  food  store  in  America. 


Unsalted  in  green  foil  oackage 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


d 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make  Side  Effects:  Occasionally,  mild  salicyiism 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa-  occur,  but  it  responds  readily  to  ad- 

tients— even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer,  justment  of  dosage.  Precaution:  in  the 

cardiac  damage,  latent  chronic  infection  and  other  common  geriat-  should  be  taken  to  avoid  accumulation  of 

ric  conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can-  salicylate  and  paba.  Contraindicated:  An 

not  contribute  tp  sodium  retention ..  .the  enteric  coating  assures  hypersensitivity  to  any  component, 

gastric  tolerance...  and  clinical  experience  shows  that  this  prepara-  ^so  available:  PABALATE-when  sodium 

tion  does  not  precipitate  the  serious  reactions  often  associated  with  salts  are  permissible.  Pabalate-hc— 

corticosteroids  or  pyrazolone  derivatives.  Pabaiate-SF  with  hydrocortisone. 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


A.  H.  ROBINS  CO..  INC.,  RICHMOND  20,  VIRGINIA 


THE  DERMATOSES 
THAT  WERE 

STEROID-UNTREATABLE 


Salt  and  water  retention,  edema,  overstimulatioi  c 
the  appetite,  excessive  weight  gain,  mood  swing - 
these  were  some  of  the  problems  that  used  to  conf i r 
physicians  when  they  wanted  to  prescribe  steroids? 
dermatoses.  For  patients  already  overweight,  or  vt 
edema  associated  with  cardiovascular  disease,^ 
those  who  were  tense  and  anxious,  steroid  treatm® 
could  aggravate  their  problems.  But  with  the  adv" 
of  ARISTOCORT®  Triamcinolone,  many  of  th? 
patients  became  "steroid-treatable.”  The  reason:  q 
only  did  this  steroid  provide  gratifying  symptom;! 
relief,  but  it  did  so  without  the  penalty  of  overstir, 
lation  of  the  appetite,  excessive  weight  gain,  salt ; 
water  retention,  edema,  and  undesirable  eupho 
And  these  benefits  have  been  confirmed  for  oti 
patients  with  steroid-susceptible  disorders,  as  well 
those  formerly  untreatable.  | 


/e  Effects:  Since  it  may,  under  some  circumstances, 
jduce  many  of  the  unwanted  effects  common  to  all 
rtisone-like  drugs,  discrimination  should  always  be 
srcised  in  administering  ARISTOCORT®  Triamcino- 
le.  Any  of  the  Cushingoid  effects  are  possible,  as  are 
rpura,  G.l.  ulceration,  increased  intracranial  pres- 
'e  and  subcapsular  cataract.  Corticosteroids  gen- 
illy  may  mask  outward  signs  of  bacterial  or  viral 
ections.  Catabolic  effects  to  watch  for  include 
iscle  weakness  and  osteoporosis.  Weight  loss  may 
:ur  early  in  treatment  but  is  usually  self-limiting. 
ntraindications:  While  the  only  absolute  contra- 
lications  are  tuberculosis,  herpes  simplex  and 
cken  pox,  there  are  some  relative  contraindications 
iptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

A single  daily  dose  may  provide  effective  control,  is 
convenient  for  the  patient,  and  can  be  employed  in 
both  initial  and  maintenance  therapy. 


MAXIMUM  STEROID  BENEFIT-MINIMUM  STEROID  PENALTY 


Triamcinolone 


1 mg.,  2 mg.,  4 mg.  or  16  mg.  tablets 
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and  it’s  not  a once-over-lightly  one,  either. 
All  rubber  stoppers  used  in  Lilly  ampoules  are 
scrupulously  cleaned  with  a detergent  and  hot 
deionized  water  in  a special  washing  machine 
like  the  one  pictured  above.  This  removes  any 
foreign  matter  adhering  to  them.  Then  the 
stoppers  are  autoclaved  at  120°  to  121°C.  for 


one  hour.  They  are  now  clean,  sterile,  and 
ready  for  use.  In  case  the  stoppers  are  not 
used  within  seventy-two  hours,  they  are  I’e- 
turned  for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safeguards 
to  insure  the  quality  of  the  finished  product 
and  to  protect  the  ultimate  user. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.  S.  A. 
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Electrical  Hazards  and  Safeguards 


Henry  M.  Stern,  M.D. 

LAKELAND 

The  fear  of  an  anesthetic  gas  explosion  caused 
by  an  electrostatic  spark  is  in  the  mind  of  all 
personnel  who  use  the  operating  room.  The  ac- 
ceptance of  the  use  of  conductive  footwear  and  the 
rigid  observance  of  other  precautionary  measures 
well  indicate  the  awareness  of  this  danger.  Though 
the  danger  of  severe  electrical  shock  is  equally 
well  known,  protection  against  electrical  shock  is 
often  neglected. 

The  fear  of  possible  electrocution  causes  the 
professional  electrician  to  wear  shoes  that  are 
nonconductive.  Much  electrical  equipment  is  used 
in  the  operating  room,  yet  personnel  are  required 
to  wear  conductive  shoes.  Has  the  danger  of 
severe  electric  shock  been  ignored?  Is  this  an 
instance  of  conflicting  safeguards  where  protec- 
tion against  one  hazard  has  produced  another? 

This  seeming  paradox  serves  as  a stimulus  to 
a discussion  of  protection  against  the  electrostatic 
spark  phenomena  and  electrical  shock  in  areas 
where  explosive  gases  are  present.  It  also  serves 
to  demonstrate  that  certain  safeguard  methods 
may  be  specific  to  a certain  situation  and  may 
become  a hazard  if  transposed  to  another  situa- 
tion. Conductive  footwear  is  an  e.xample.  A re- 
view of  these  safeguards  gives  an  understanding 
of  their  need  and  means  of  operation.  It  also 
serves  to  help  detect  a hazardous  situation  caused 
by  the  absence  or  confusion  of  safeguards.  The 
problem  is  no  more  complex  than  the  safeguards 
of  medical  therapy  in  general. 

The  Electrostatic  Spark 

••\n  electrostatic  charge  builds  up  on  the  sur- 
face of  many  different  materials.  If  they  are  non- 
conductors of  electricity,  it  remains  on  them. 
This  charge  results  from  friction  with  other  ma- 
terials or  simple  friction  of  the  material  upon 
itself.  If  two  such  objects  at  different  electrostatic 
potential  are  brought  close  together,  a spark  dis- 
charge may  occur.  It  will  occur  only  when  no 


electrical  pathway  of  greater  conductivity  e.xists 
between  the  objects.  When  the  humidity  is  above 
a certain  level,  the  charge  is  equalized  between 
objects  by  conduction  through  the  small  amount 
of  moisture  that  condenses  from  the  atmosphere. 

An  electrostatic  charge  of  several  thousand 
volts  may  build  up  on  a person  or  object.  At  the 
instant  of  spark  discharge  the  current  flow  may 
measure  several  hundred  amperes.  The  duration 
of  current  flow  is  about  one  millionth  of  a second. 
This  duration  of  flow  is  too  brief  to  cause  a burn 
or  disturb  physiology.  The  spark,  however,  is  suf- 
ficient to  ignite  an  explosion. 

Since  an  electrostatic  spark  can  occur  only 
when  a potential  difference  exists  between  objects, 
it  can  be  eliminated  by  establishing  an  electrical 
conductor  pathway  between  the  objects.  With  a 
nonconductor  such  as  a piece  of  silk,  however,  it 
is  almost  impossible  to  eliminate  potential  differ- 
ences that  may  exist  between  layers  and  folds. 

Electrical  Shock 

When  a [person  becomes  the  connecting  link 
between  two  points  of  different  electrical  poten- 
tial, he  serves  as  a conductor  of  electrical  cur- 
rent. Whether  this  current  flow  is  dangerous  or 
not  depends  upon  the  amount  of  current,  the  du- 
ration of  current  flow,  the  surface  area  of  con- 
tact, and  the  part  of  the  body  traversed.  If  the 
current  is  small  enough,  no  effect  is  produced. 
Large  currents  produce  varying  degrees  of  elec- 
trical shock,  burns  and  disturbed  physiology,  or 
death.  A current  of  10  milliamperes  can  be  felt 
as  a shock. 

Currents  of  significantly  greater  amplitudes 
are  used  in  electroconvulsive  therapy  and  cardiac 
defibrillation.  In  these  instances  the  current  is 
time-controlled  and  is  passed  through  a specific 
tissue  area  to  produce  a predetermined  physio- 
logical response.  The  electrodes  cover  a large 
enough  area  to  prevent  burns. 
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STERX:  ELECTRICAL  HAZARDS  AND  SAFEGUARDS 


^^’hen  one  touches  two  wires  of  a power  cir- 
cuit, an  uncontrolled  current  traverses  the  body 
between  the  points  of  contact  via  the  most  direct 
route.  In  most  power  circuits  one  of  the  two  wires 
is  grounded  at  the  power  plant.  Thus,  touching 
onh'  the  ungrounded  wire  completes  the  circuit 
when  any  other  portion  of  the  body  is  making  a 
ground  contact.  Unless  the  soles  of  the  shoes  are 
nonconductive,  the  feet  make  some  degree  of 
ground  contact.  Under  such  circumstances  the 
amount  of  current  which  flows  through  the  per- 
son is  directly  proportional  to  the  conductivity  of 
his  shoes.  The  greater  the  current  and  the  longer 
the  contact  the  greater  the  danger. 

To  protect  against  this  shock  which  involves 
a ground  contact,  the  electrical  resistance  of  the 
footwear  must  be  so  great  that  only  a minute 
nondangerous  amount  of  current  will  flow. 

-Any  portion  of  the  body  may  make  a ground 
contact.  It  is  for  this  reason  that  the  electrician, 
in  addition  to  wearing  nonconductive  shoes,  is 
taught  to  work  on  “live”  equipment  with  one 
hand  only.  He  keeps  the  other  hand  well  away 
from  the  field  of  activity. 

Explosive  Area  Protection 

In  areas  where  e.xplosive  gases  are  in  use,  the 
hazard  of  electrostatic  spark  and  electrical  shock 
must  be  dealt  with  simultaneously.  The  electro- 
static spark  hazard  must  be  eliminated  by  a 
method  that  equalizes  the  electrostatic  charge 
between  equipment  and  personnel.  The  electrical 
shock  hazard  must  be  eliminated  by  removal  of 
the  ground  contact  danger.  The  danger  of  sparks 
from  power  supplies,  switches,  and  equipment  is 
dealt  with  by  the  use  of  explosion-proof  con- 
nectors and  switches. 

A conductive  floor  serves  as  the  means  of  elec- 
trically connecting  together  persons  and  objects 
and  equalizing  the  electrostatic  charge  between 
them.  All  apparatus  must  have  metal  contact  to 
the  floor.  Personnel  are  connected  to  the  floor 
through  their  conductive  shoes.  By  ordinary  elec- 
trical standards  the  actual  conductivity  of  the 
floor  is  exceedingly  low.  Its  resistance  between 
two  standard  distance  points,  as  well  as  its  elec- 
trical resistance  to  ground,  must  exceed  25,000 
ohms.  This  minimum  is  specified  to  protect 
against  electrical  shock  by  grounding. 

As  further  protection  against  electrical  shock 
and  sparking  due  to  insulation  failure,  the  elec- 
trical power  used  in  the  operating  room  is  isolated 
from  the  main  power  circuit  by  an  isolation  trans- 
former. This  precautionary  measure  means  that 


the  circuit  is  not  grounded.  It  greatly  reduces 
the  shock  hazard  produced  b\'  conductive  foot- 
wear, conductive  flooring,  and  their  inherent  con- 
tact with  ground.  Though  the  personnel  to  ground 
contact  should  be  extremely  low,  a structural  de- 
fect causing  a change  in  the  conductivit\'  of  the 
floor  is  always  possible.  The  importance  of  an  un- 
grounded power  circuit  is  so  significant  that  an 
automatic  alarm  system  to  indicate  its  failure  is 
mandatory.  The  alarm  indicates  that  the  circuit 
has  become  grounded. 

As  further  protection  against  shock,  the  ex- 
])osed  non-current  carrying  metal  parts  of  all  elec- 
trical equipment  are  grounded.  A separate  insu- 
lated wire  in  the  power  cord  is  attached  to  the 
chassis  of  the  apparatus  and  grounds  to  the  build- 
ing structure  when  the  power  cord  is  connected. 

Thus,  in  areas  where  e.xplosive  gases  are  used, 
personnel  and  equipment  are  connected  together 
via  a conductive  floor  to  equalize  their  electro- 
static charges.  The  conductivity  of  the  floor,  as 
well  as  its  conductivity  to  ground,  is  as  low  as 
]oossible  to  reduce  the  ground  contact  hazard  to 
a minimum.  The  electrical  power  supph'  is  isolat- 
ed and  ungrounded  which  reduces  its  potentiali- 
ties of  iwoducing  a shock  to  a minimum.  The  ex- 
posed metal  parts  of  electrical  apparatus  are 
grounded  to  lead  off  any  power  line  voltage  that 
may  reach  them  in  event  of  a short  circuit. 

In  review,  there  is  a double  safeguard  on  prac- 
tically each  item.  To  be  effective,  however,  the 
safeguard  chain  must  be  complete.  Its  incom- 
[fleteness  may,  in  itself,  produce  a hazard. 

Shock  and  Fire  Protection 

When  protection  against  explosion  of  gases  is 
not  a prime  consideration,  as  in  other  areas  of  the 
hospital,  one  finds  a different  electrical  environ- 
ment. The  safeguards  against  electrostatic  spark 
are  not  in  use,  flooring  is  essentially  nonconduc- 
tive, and  the  power  system  is  grounded.  Safe- 
guards are  directed  primarily  toward  the  preven- 
tion of  electrical  shock  and  fire  caused  by  defec- 
tive wiring. 

To  protect  against  electrical  shock  it  is  essen- 
tial to  eliminate  the  possibility  of  personnel  be- 
coming conductors  of  electricit\'.  To  this  end  the 
exposed  metal  parts  of  electrical  equipment  should 
be  grounded.  The  electrical  contact  the  person 
makes  through  his  feet  to  ground  should  be  re- 
duced to  a minimum.  With  the  cabinet  of  an  ap- 
paratus grounded,  any  power  voltage  that  reaches 
it  because  of  a failure  of  insulation  or  other  causes, 
is  short  circuited  to  ground.  Because  this  ground 
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conductor  is  of  very  low  resistance  as  compared 
to  the  human  body,  it  serves  as  a bypass  to  pro- 
tect against  shock.  The  high  resistance  of  dry 
leather  or  rubber  further  serves  to  insulate  the 
Iverson  from  ground. 

Much  electrical  equipment  in  use  has  no  pro- 
vision for  grounding.  Frequently  the  provision 
made  for  grounding,  especially  in  portable  equip- 
ment, is  not  connected.  Usually  this  lack  of  con- 
nection is  due  to  a mismatch  of  the  power  cord 
plug  on  the  apparatus  and  the  wall  power  outlet 
which  makes  proper  connection  difficult.  The  use 
of  a two  wire  extension  cord  makes  grounding  im- 
possible. This  awareness  of  ungrounded  electrical 
equipment  serves  to  emphasize  the  danger  of 
highly  conductive  footwear. 

^^T11  designed  conductive  operating  room 
shoes  actually  have  a very  high  electrical  resist- 
ance. Though  their  maximum  resistance  is  spe- 
cific at  250,000  ohms,  their  actual  resistance  is 
fairly  close  to  this  value.  This  high  electrical  re- 


sistance is  developed  through  a special  composi- 
tion rubber  or  leather  sole.  Shoes  that  are  highly 
conductive  are  perfectly  safe  in  the  operating 
room  with  a well  designed  conductive  floor  and 
ungrounded  electrical  power.  They  are  definitely 
a hazard  elsewhere. 

Summary 

The  blind  acceptance  that  a situation  is  safe 
is  a hazard  in  itself.  A discussion  of  various 
safeguards  as  they  relate  to  anesthetic  gas  explo- 
sion and  electrical  shock  is  presented.  A knowl- 
edge of  the  various  safeguards  and  the  theory  be- 
hind their  operation  makes  one  more  conscious  of 
them.  Their  absence  becomes  conspicuous. 

Xo  original  material  is  presented  in  this  pa- 
per. It  is  all  spelled  out  by  the  N^ational  Board 
of  Fire  Underwriters.* 

*Standard  of  the  National  Board  of  Fire  Underwriters  for  the 
Use  of  Flammable  Anesthetics,  Bulletin  No.  56,  (July)  1962. 

1828  South  Florida  Avenue. 


Hyperthyroidism  in  Subacute  Thyroiditis 


Refwrt  of  Two  Cases 

Eugene  T.  Davidson,  M.D. 

LAKELAND 

Hyperthyroidism  is  usually  due  to  the  hyper- 
function of  either  a solitary  adenoma  or  a diffuse 
or  nodular  goiter.  Less  frequent  causes  include 
thyrotoxicosis  secondary  to  the  excessive  ingestion 
of  thyroid  hormone  or  to  subacute  thyroiditis. 
Two  cases  of  the  latter  are  the  subject  of  this 
report.  The  obvious  importance  of  establishing 
the  diagnosis  of  subacute  thyroiditis  lies  in  the 
fact  that  its  management  is  entirely  different  from 
that  of  other  more  common  causes  of  hyperthy- 
roidism. 

Report  of  Cases 

Case  1.  — 47  year  old  diabetic  housewife  noted  car- 

diac palpitation  and  an  increase  in  her  insulin  require- 
ment from  4S  to  65  units  over  a period  of  two  and  one- 
half  months.  She  also  e.\perienced  tremulousness,  easy 
fatigability,  sweating,  heat  intolerance,  and  loss  of  10 
pounds  in  weight.  She  had  had  mild  pain  and  swelling  in 
the  thyroid  area  for  approximately  three  weeks,  but  no 
pain  during  the  two  weeks  immediately  preceding  her 
visit  to  the  clinic.  There  was  no  history  of  mumps  or 
recent  mumps  contact. 

Physical  examination  disclosed  the  body  weight  to  be 
118  pounds,  height  66  inches,  blood  pressure  130;8S  mm. 
Hg,  and  pulse  rate  130  per  minute.  The  temperature  was 
normal.  The  skin  was  warm,  moist  and  fine.  There  were 


no  thyrotoxic  eye  signs.  Exudates  and  capillary  micro- 
aneurysms were  present  in  b'oth  fundi.  The  thyroid  was 
vi.sible  and  diffusely  enlarged  with  a slightly  greater  en- 
largement of  the  right  lobe.  Its  estimated  weight  was  60 
Gm.  The  gland  was  firm  and  nontender,  and  a bruit  was 
audible  over  both  lower  poles.  -\n  active  precordium  was 
noted,  and  a grade  II  systolic  murmur  was  audible  along 
the  upper  left  sternal  border.  The  ankle  jerks  were  absent. 
There  was  a large,  myomatous  uterus. 

Laboratory  data  included  protein  bound  iodine  9.2 
meg.  per  hundred  cubic  centimeters  (n'ormal  4 to  8 meg.), 
red  blood  cell  uptake  of  triiodothyronine  (Iioi)  30.5  per 
cent  (normal  12  to  18  per  cent),  radioactive  iodine  (Iiai) 
uptake  by  the  thyroid  in  four  hours  6 per  cent,  in  six 
hours  5 per  cent,  and  in  24  hours  3 per  cent  (normal  15 
to  33  per  cent  in  24  hours).  There  was  insignificant  radio- 
activity over  the  pelvic  mass  in  24  hours.  The  routine 
blood  and  urine  analyses  gave  normal  results.  serum 
calcium  determination  was  10  mg.  and  a serum  choles- 
terol determination  206  mg.  per  hundred  cubic  centi- 
meters. 

Treatment  c'onsisted  of  prednisolone,  30  mg.  daily  in 
divided  doses,  reduced  to  10  mg.  a day  gradually  over  a 
one  month  period.  The  patient  became  clinically  euthy- 
roid one  m’onth  after  initiation  of  therapy,  and  was  gain- 
ing weight.  Seven  weeks  after  therapy  was  begun,  and 
while  she  was  receiving  10  mg.  of  prednisolone  daily, 
hypothyroid  symptoms  developed  with  a protein-bound 
iodine  determination  of  1.7  meg.  and  a cholesterol  deter- 
mination of  508  mg  per  hundred  cubic  centimeters. 
Thyroid  therapy  was  instituted;  the  dosage  was  increased 
to  3 grains  daily  as  prednisPlone  was  discontinued.  On 
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her  final  visit,  she  was  euthyroid  on  this  regimen  and  the 
thyroid  gland  had  returned  to  normal  size.  The  insulin 
requirement  and  body  weight  were  back  to  their  previous 
values  of  45  units  and  128  pounds. 

Comment. — This  patient  had  subacute  thy- 
roiditis without  thyroid  tenderness,  which  simu- 
lated clinically  the  type  of  hyperthyroidism  seen 
with  diffuse  toxic  goiter.  On  careful  questioning, 
a history  of  mild  soreness  in  the  anterior  portion 
of  the  neck  was  elicited,  and  the  diagnosis  of  thy- 
roiditis was  confirmed  by  radioactive  iodine  up- 
take and  subsequent  course. 

Case  2.  — 42  year  old  white  woman  was  seen  for 

preoperative  medical  examination  and  evaluation  of  a 
thyroid  nodule.  There  was  a history  'of  easy  fatigability, 
weakness,  loss  of  11  pounds  in  weight,  two  to  three 
watery  stools  per  day,  heat  intolerance  and  palpitation 
over  a three  month  period.  Two  weeks  prior  tP  her  visit 
to  the  clinic  she  noted  tenderness  of  the  neck  and  enlarge- 
ment of  the  left  lobe  of  the  thyroid.  She  had  had  mump.s 
two  years  prior  to  this  visit.  sister  had  had  thyroid 
surgery  five  years  earlier,  the  reason  for  which  was  not 
known  to  the  patient. 

Physical  examination  disclosed  a blood  pressure  of 
130/70  mm.  Hg,  pulse  rate  120  per  minute,  weight  119 
pounds,  height  62J4  inches,  and  a normal  body  tempera- 
ture. She  was  hyperkinetic,  and  the  skin  was  smooth,  fine 
and  warm.  There  was  subungual  separation  of  the  finger- 
nails (onycholysis).  No  thyrotoxic  eye  signs  were  present. 
The  thyroid  gland  was  diffusely  enlarged  and  tender.  The 
left  lobe  contained  an  ill-defined  3 by  3 cm.  nodule  which 
was  especially  tender.  There  was  no  bruit  over  the  thy- 
roid area,  but  a grade  II  pulmonic  systolic  murmur  was 
present.  Deep  tendon  reflexes  were  hyperactive. 

Laboratory  studies  showed  protein-bound  iodine  11.5 
meg.  per  hundred  cubic  centimeters,  red  blood  cell  uptake 
of  triiodothyronine  (Iisi)  24.6  per  cent,  radioactive  iodine 
(Ii3i)  uptake  by  the  thyroid  6 per  cent  in  24  hours,  and 
routine  blood  and  urine  analyses  normal. 

The  patient  was  treated  with  prednisolone,  60  mg. 
daily,  gradually  reduced  over  a 10  day  period  to  20  mg. 
a day.  .\fter  two  weeks  of  therapy  tenderness  in  the 
neck  was  no  longer  present,  and  heat  intolerance  was  al- 
most gone.  Prednisolone  was  gradually  decreased,  and 
after  five  weeks  of  therapy  the  thyroid  was  nontender  and 
barely  palpable,  and  the  protein-bound  iodine  was  5.6 
meg.  .\t  this  time,  prednisolone  was  discontinued.  One 
month  later,  the  thyroid  tenderness  returned  and  the 
nodule  again  became  palpable.  Treatment  with  prednis- 
olone was  briefly  resumed  and  thyrogltobulin  (Proloid) 
was  added  to  the  regimen.  Subsequently,  the  pain  in  the 
neck  disappeared,  and  the  gland  returned  to  normal  size. 
She  has  continued  to  receive  2 grains  of  thyroglobulin  per 
day  and  is  now  well  after  12  months  follow-up. 

Comment. — This  patient  was  seen  for  evalua- 
tion prior  to  proposed  surgical  removal  of  a thy- 
roid nodule.  Tenderness  of  the  thyroid  gland  and 
a low  radioactive  iodine  uptake  established  the 
diagnosis  of  subacute  thyroiditis.  A recurrence  of 
the  symptoms  on  discontinuation  of  the  steroid 
therapy  was  readily  controlled  by  the  reinstitu- 
tion of  steroids  and  addition  of  thyroglobulin 
therapy. 

Discussion 

Subacute  thyroiditis  has  been  described  in  as- 
sociation with  several  viral  diseases  including 


mumps,!  measles,2  and  cat  scratch  disease.'^  The 
associations  have  been  infrequent  although  sub- 
acute thyroiditis  is  often  accompanied  by  .symp- 
toms of  infection  of  the  upper  part  of  the  respira- 
tory tract.  The  physical  signs  of  pharyngitis  may 
also  be  present.  Pain  coming  directly  from  the 
thyroid  gland  may  be  confused,  however,  with 
symptoms  referable  to  the  upper  segment  of  the 
respiratory  tract,  and  the  actual  presence  of  sub- 
acute thyroiditis  may  be  overlooked. ^ 

If  the  infection  is  of  viral  etiology,  a possible 
route  of  access  to  the  thyroid  gland  is  from  the 
pharynx,  possibly  via  the  lymphatics.  The  virus 
probably  disrupts  the  cells  of  thyroid  follicles  al- 
lowing their  colloid  contents  to  spill  into  the 
parenchyma  of  the  gland.  The  colloid  is  believed 
to  initiate  the  inflammatory  reaction  of  the  granu- 
lomatous giant  cells  observed  on  histologic  section 
of  the  gland.  This  reaction  is  described  as  his- 
tologically similar  to  that  present  in  experimental 
animals  after  the  injection  of  colloid  or  the  im- 
plantation of  thyroid  tissue  subcutaneously. The 
pathology  of  subacute  thyroiditis  has  recently 
been  reviewed, as  have  its  clinical  aspects.”-*' 

From  the  colloid  released  from  the  follicle  into 
the  parenchyma  of  the  gland,  thyroid  hormones 
and  their  precursors  e.scape  into  the  blood 
stream.*"  If  sufficient  quantities  of  hormone 
escape,  thyrotoxic  symptoms  occur.  The  large 
store  of  hormone  within  the  gland  makes  this 
result  possible. 

Clinically,  the  inflammatory  reaction  within 
the  gland  is  manifested  by  cervical  pain  in  the 
thyroid  area  with  frequent  radiation  into  the  ears, 
dysphagia,  thyroid  enlargement  and  tenderness, 
fever,  and  elevation  of  the  sedimentation  rate. 
Fever  is  occasionally  present  with  the  other  types 
of  hyperthyroidism,  and  may  not  be  secondary  to 
the  inflammator}'  process  alone. 

The  release  of  thyroid  hormones  from  the 
gland  in  sufficient  quantities  results  in  an  altera- 
tion in  thyroid  function  studies.  The  protein- 
bound  iodine,  basal  metabolic  rate  and  red  cell  or 
resin  T-3  uptake  may  all  increase.  The  character- 
istically low  radioactive  iodine  uptake,  almost  in- 
variably below  10  per  cent  in  24  hours  and  usually 
much  lower,  may  be  due  either  to  the  inflamma- 
tory reaction  in  the  gland  or  to  the  suppression  of 
secretion  of  thyroid-stimulating  hormone  from  the 
pituitary.  In  the  latter  case,  this  is  due  to  an 
increase  in  the  circulating  thyroid  hormone  re- 
leased from  the  thyroid  gland.  The  glands  of  pa- 
tients whose  protein-bound  iodine  and  basal  meta- 
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bolic  rate  values  are  not  elevated  show  low  radio- 
active iodine  uptakes,  favoring  the  inflammatory 
concept.  Even  in  these  patients  there  may  be  as- 
sociated escape  of  thyroid  hormone  into  the  blood 
in  amounts  sufficient  to  suppress  endogenous  thy- 
roid-stimulating hormone  but  insufficient  to  ele- 
vate the  basal  metabolic  rate  and  protein-bound 
iodine  determination. ^ Administration  of  thyroid- 
stimulating  hormone  has  been  reported  to  increase 
the  radioiodine  uptake  by  the  thyroid  gland  in  the 
acute  stage  of  subacute  thyroiditis,*-  indicating 
that  the  gland  is  sensitive  to  its  presence.  The 
thyroid-stimulating  hormone  uptake  response  in 
.some  cases  is  subnormal,  however,  probably  indi- 
cating some  direct  effect  by  the  inflammatory 
process  upon  the  radioactive  iodine  uptake.  Fur- 
ther data  are  necessary  to  clarify  this  concept. 

The  diagnosis  of  subacute  thyroiditis  is  not 
difficult  when  there  is  pain  in  the  thyroid  area 
radiating  into  the  ears  and  associated  with  a ten- 
der, firm  thyroid  enlargement.  This  is  true  despite 
the  resemblance  of  the  thyroid  gland  to  the  diffuse 
goiter,  the  multinodular  goiter  or  the  thyroid 
adenoma.  The  clinical  impression  of  subacute 
thyroiditis  is  confirmed  by  an  elevated  sedimenta- 
tion rate  and  low  radioiodine  uptake.  As  in  the 
first  case  presented,  however,  thyrotoxic  symptoms 
may  overshadow  signs  of  inflammation  and  thy- 
roid tenderness  may  be  absent.  In  such  an  in- 
stance confirmation  of  the  diagnosis  by  demon- 
strating a low  radioiodine  uptake  is  most  impor- 
tant. Lid  retraction  has  been  reported  in  subacute 
thyroiditis.!  It  is  noteworthy  that  thyrotoxic  eye 
signs  were  absent  in  both  cases  reported.  Hyper- 
thyroidism from  subacute  thyroiditis  should  be 
considered  more  strongly  in  cases  in  which  classic 
thyrotoxic  eye  signs  are  absent. 

Subacute  thyroiditis  is  a self-limited  illness 
subject  to  frequent  spontaneous  relapses,  making 
therapeutic  evaluation  difficult.  Adrenal  cortico- 
steroid, corticotrophin  and  x-ray  therapy  all  ap- 
pear  to  hasten  symptomatic  recovery.  X-ray 
therapy  and  surgery  are  still  being  used  in  some 
institutions  in  rare  cases  reportedly  resistant  to 
corticosteroids  or  corticotrophin.  Since  this  is  a 
disease  of  limited  duration,  surgery  should  not  be 
considered  a part  of  its  therapy.  Salicylates  will 
ameliorate  or  relieve  the  symptoms  in  the  milder 
cases,  serving  as  an  effective  substitute  for  adrenal 
corticosteroids.  Hypothyroidism  may  develop  in 
the  natural  course  of  the  disease  whether  treated 
or  untreated.  Administration  of  thyroid  hormone 
in  full  replacement  dosage  will  prevent  or  correct 


hypothyroidism  and  its  long  term  use  may  assist 
in  the  elimination  of  recurrent  thyroiditis.  It  is 
usually  administered  conjointly  with  either  salicy- 
lates or  adrenal  steroids.  Hypothyroidism  is  us- 
ually only  transient  when  associated  with  this 
disease;  however,  its  persistence  is  occasionally 
noted  even  without  associated  x-ray  therapy. 
Thyroid  administration  can  therefore  be  discon- 
tinued on  a trial  basis  months  after  the  disease 
clears.  By  depleting  the  gland  of  its  stored  thy- 
roid hormone,  thyroid  administration  could  be 
expected  to  prevent  thyrotoxic  symptoms  from  oc- 
curring with  recurrence  of  the  thyroiditis. 

Summary 

Two  cases  of  subacute  thyroiditis  with  asso- 
ciated hyperthyroidism  are  reported.  The  impor- 
tance of  a careful  inquiry  into  the  presence  of 
pain  or  tenderness  in  the  anterior  portion  of  the 
neck  in  all  patients  with  thyrotoxicosis  is  stressed 
as  is  the  use  of  radioiodine  uptake  in  the  routine 
diagnostic  evaluation  of  thyrotoxicosis.  The  ne- 
cessity for  an  accurate  diagnosis  of  subacute  thy- 
roiditis because  of  its  benign  self-limiting  course 
is  pointed  out.  Only  thus  can  unnecessary  surgery 
and  radioiodine  therapy  be  eliminated.  The  clin- 
ical pathophysiology  of  subacute  thyroiditis  is 
briefly  discussed. 

Appreciation  is  expressed  to  Dr.  John  P.  Gifford  of  \’ero 
Reach  for  referring  the  patient  in  case  1 and  allowing  her 
case  to  be  reported. 

A critical  review  of  this  paper  by  Drs.  Jere  \V.  Annis  and 
John  V.  Verner  Jr.  is  also  ap])reciated. 
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Primary  Sarcoid  Heart  Disease 

Report  of  a Case 


William  I*.  Smith,  M.D. 

CORAL  GABLES 

The  purpose  of  this  paper  is  to  present  a fatal 
case  of  myocardial  sarcoidosis  and  review  the 
clinical  features  and  postmortem  findings  in  29 
proved  cases  reported  in  the  literature.  The  inci- 
dence and  etiology  of  sarcoidosis  will  be  discussed 
and  the  historical  background  of  primary  sarcoid 
heart  disease  will  be  presented. 

Primary  sarcoid  heart  disease  is  to  be  distin- 
guished from  cor  pulmonale  due  to  long-standing 
sarcoidosis  of  the  lung.  The  primary  form  is  now 
recognized  as  a dangerous  and  often  fatal  com- 
plication of  sarcoidosis.  It  was  approximately  26 
years  ago  when  the  first  fatality  due  to  myo- 
cardial sarcoidosis  was  presented  by  Gentzen.*  Up- 
to  the  present  time,  almost  40  cases  have  been 
reported  which  are  unrelated  to  cor  pulmonale. 

Historical 

Recognition  of  the  possibility  of  myocardial 
involvement  with  sarcoid  did  not  occur  until  1929 
when  Bernstein  and  his  associates-  published  the 
first  report  in  the  English  literature  of  an  autopsy 
case  with  cardiac  lesions  consisting  of  nodules  of 
the  epicardium  as  well  as  invasion  of  the  super- 
ficial myocardial  fibers.  No  clinical  evidence  of 
cardiac  abnormality  was  reported.  It  must  also 
be  mentioned  that  although  sarcoidosis  was  the 
diagnosis,  a serological  test  for  syphilis  gave  posi- 
tive results  on  both  blood  and  pleural  fluid  of  the 
patient.  In  1935,  Salvensen^  was  the  first  to 
emphasize  the  importance  of  electrocardiographic 
changes  in  the  disease  when  he  recorded  the  his- 
tory of  a patient  with  Boeck’s  sarcoid  whose  elec- 
trocardiograms showed  right  bundle-branch  block, 
alternating  with  a regular  rhythm.  No  autopsy 
substantiation  of  cardiac  involvement  was  avail- 
able as  the  patient  was  still  living  at  the  time  of 
the  report.  Just  prior  to  this  report.  Garland  and 
Thompson  in  1933  reported  a case  of  uveoparotid 
tuberculosis  with  massive  involvement  of  visceral 
pericardium  and  myocardium  that  met  all  criteria 
for  sarcoidosis  (no  evidence  of  caseation  in  any 
lesions  and  negative  results  from  studies  of  acid- 
fast  bacilli). 

In  1936,  Schaumann^  described  four  autop- 
sied  cases  of  sarcoidosis,  the  second  of  which 


demonstrated  many  lesions  of  the  heart,  but  ap- 
parently limited  to  the  epicardium.  The  patient 
died  in  congestive  heart  failure  and  the  author 
expressed  the  opinion  that  this  was  due  to  in- 
creased pulmonary  resistance  caused  by  extensive 
sarcoidosis  also  present  in  the  lungs.  Nickerson"’ 
in  1937  demonstrated  in  one  of  six  autopsied  cases 
sarcoid  lesions  of  the  parietal  pericardium.  Gent- 
zen i reported  the  first  death  due  to  myocardial 
sarcoidosis  in  1937.  Spencer  and  Warren**  in  1938 
presented  a case  of  generalized  sarcoidosis  with 
lesions  of  the  myocardium.  In  1939,  Cotter”  re- 
ported a case  with  rapid  progression  and  death 
in  congestive  heart  failure  attributed  to  extensive 
sarcoidosis  of  the  heart  and  proved  at  autopsy. 
Jonas*^  in  1939  also  described  five  cases  of  granu- 
lomatous myocarditis,  the  third  case  of  which 
could  not  be  distinguished  from  some  of  the  typi- 
cal cases  of  sarcoidosis  with  cardiac  involvement. 
■Again  in  1939,  Hirayama  and  Brosig  separately 
described  cases  of  sarcoidosis  with  myocardial 
lesions.**  In  the  last  20  years  it  has  become  in- 
creasingly apparent  that  sarcoidosis  can  be  a cause 
of  heart  disease  unrelated  to  cor  pulmonale. 

Etiology 

The  etiology  of  sarcoidosis  is  still  uncertain. 
A variety  of  organisms  has  been  implicated,  but 
as  yet  no  substantiating  proof  is  evident.  Among 
these  are  bacteria,  viruses,  fungi  and  animal  para- 
sites as  well  as  certain  compounds.  A similarity 
to  other  diseases  has  also  been  emphasized. 

A current  theory  of  etiology  centers  around  a 
type  of  hypersensitivity  reaction  due  to  exposure 
to  pine  pollen. The  pollen  has  been  shown  to 
contain  waxes  similar  to  those  of  tubercle  bacilli 
and  to  produce  similar  epithelial  lesions  on  injec- 
tion. The  presence  of  certain  pathologic  changes 
along  with  oft-noted  aberrations  in  serum  proteins 
lends  support  to  a role  of  hypersensitivity. 

Mankiewiczi**  contended  that  certain  cases  of 
sarcoidosis  are  due  to  “modified”  tubercle  bacilli. 
Six  lymph  node  specimens  for  biopsy  collected 
from  patients  with  sarcoidosis  were  cultured  on  a 
variety  of  mediums  from  which  five  variant 
strains  of  tubercle  bacilli  were  isolated. 
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Fig.  1. — Electrocardiographic  evidence  of  complete 
atrioventricular  block  and  left  bundle-branch  block. 
Premature  ventricular  beats  and  arrhythmia  in  AVR 
compatible  with  ventricular  tachycardia  or  possibly  ven- 
tricular fibrillation. 


When  heart  disease  presents  itself  suddenly 
and  without  recognized  etiology,  it  behooves  the 
attending  physician  to  include  myocardial  sar- 
coidosis in  the  differential  chain  of  possibilities. 
The  following  case  is  illustrative  and  is  especially 
noteworthy  in  that  it  involves  a death  from  pri- 
mary sarcoid  heart  disease  in  a white  woman  who 
had  no  past  history  or  clinical  manifestations  of 
the  disease  other  than  those  relative  to  the  heart. 

Report  of  Case 

.A  54  year  old,  white,  female  meat-packer  was  seen  in 
the  hospital  on  the  early  morning  of  Jan.  21.  1961,  for 
tightness  and  pain  in  the  chest,  shortness  of  breath  and 
nausea.  .A  sore  throat  with  some  fever  10  days  previously 
was  followed  by  dyspnea  and  cough  for  the  last  four  days. 
On  the  night  before  admission  and  prior  to  coming  to 
this  hospital,  she  had  gone  elsewhere  and  was  seen  by  a 
resident  physician  who  gave  her  1 mg.  of  reserpine  (Ser- 
pasil)  intravenously.  He  noted  that  her  blood  pressure 
at  that  time  was  200,  70  mm.  Hg  and  the  pulse  rate  36. 
The  family  history  was  unrevealing  except  for  the  fact 
that  one  brother  had  tuberculosis  and  a twin  brother  had 
diabetes.  The  past  history  included  some  eye  difficult)- 
in  1949.  She  stated  she  was  told  at  that  time  that  she 
had  glaucoma  of  the  right  eye.  It  is  to  be  noted,  how- 
ever, that  a cataract  was  removed  from  the  left  eye  in 
1949. 

On  physical  examination,  moist  rales  were  present 
throughout  the  chest,  both  posteriorly  and  anteriorly. 
Breath  sounds  were  difficult  to  hear.  The  liver  was  not 
tender  or  enlarged  and  no  hepatojugular  reflux  was  n’oted. 

Laboratory  studies  revealed  that  the  hemoglobin  level 
was  13  Gm.,  hematocrit  level  39  per  cent  and  white  blood 
cell  count  7,100  with  76  per  cent  segmented  forms;  lac- 
todehydrogenase  350  units;  antistreptolysin  0 titer  50 
Todd  units;  C-reactive  protein  3 plus  in  two  hours  and 
4 plus  in  four  hours.  Transaminase  'on  January  22  was 


62  units  and  on  the  following  day  26  units.  Urinalysis 
disclosed  a trace  of  albumin,  specific  gravity  1.016  and 
microscopically  seven  to  10  white  blood  cells  per  high 
power  field. 

.An  electrocardiogram  at  this  time  showed  complete 
.AA'  and  bundle-branch  block  (fig.  1).  One  run  of  ectopic 
ventricular  beats  resembled  ventricular  fibrillation  in 
A\'R.  Ato,  premature  ventricular  contractions  were 
noted  elsewhere. 

■A  roentgenogram  of  the  chest  (fig.  2)  showed  heavy 
markings  bilaterally  consistent  with  the  picture  of  pul- 
monary congestion  and  possibly  pulmonary  edema.  The 
heart  showed  generalized  enlargement  with  a cardiac- 
thoracic  ratio  of  15  to  26.  The  aorta  was  slightly  tor- 
tuous and  no  mediastinal  'or  other  lymph  nodes  were 
noted. 

The  patient  was  placed  on  bed  rest  and  given  a con- 
gestive failure  regimen.  She  became  symptomatically  bet- 
ter on  this  routine  and  lost  weight.  Subsequent  electro- 
cardiograms showed  varying  degrees  of  .AV  block;  how- 
ever, at  one  time  the  pulse  at  the  radius  was  62.  It  was 
intermittent  and  occasionally  the  pulse  would  drop  as 
low  as  26-  The  blood  pressure  remained  fairly  stable,  be- 
tween 130  and  140  mm.  Hg,  with  the  diastolic  pressure 
around  70  mm.  Hg.  She  was  given  prednisone  and  iso- 
proterenol (Isuprel)  without  any  untoward  effects,  but 
they  did  not  seem  to  accelerate  the  rate  or  benefit  in  any 
way.  She  experienced  an  episode  of  syncope  on  February 
5,  but  did  not  lose  consciousness.  The  pulse  rate  at  that 
time  was  30  and  the  blood  pressure  was  140/70  mm.  Hg. 
On  February  17,  four  weeks  after  admission  to  the  hos- 
pital, she  was  found  dead  in  bed.  Five  minutes  prior  to 
this  time,  she  had  been  seen  by  a nurse  and  there  had 
been  no  complaint  of  feeling  ill. 

.Autopsy.  — The  heart  weighed  appro.ximately  350  Gm. 
The  coronary  ostia  were  widely  patent.  The  medial  sur- 
face of  the  left  atrium  presented  a small,  whitish,  tumor- 
like mass  infiltrating  the  entire  thickness  of  the  wall.  The 
left  ventricle  averaged  15  mm.  in  thickness.  On  section, 
most  of  the  interventricular  septum,  including  the  region 
of  the  .AV  node,  was  replaced  by  firm,  whitish,  tumor- 
like tissue  (figs.  3 and  4).  The  muscle  had  been  entirely 
replaced.  This  area  extended  from  the  base  of  the  heart 
to  the  apex  and  measured  approximately  4 cm.  in  diam- 
eter. The  remainder  of  the  heart,  the  aorta  and  the 
main  branches  were  free  of  this  involvement.  Some  in- 
volvement of  the  peritracheal,  peribronchial  and  peri- 
esophageal lymph  nodes  was  present.  These  measured  up 
to  3 cm.  in  greatest  diameter.  The  left  lung  had  pleural 
involvement  in  the  form  of  small,  white  plaques,  which 
were  also  scattered  over  the  subcapsular  portion  of  the 
liver. 

In  summary,  the  path'ological  diagnosis  was  general- 
ized sarcoidosis  involving  the  peripheral  portions  of  the 
lungs  bilaterally,  the  interventricular  septum  and  the  left 
atrium  of  the  heart,  the  subcapsular  portion  of  the  liver, 
and  the  mediastinal  and  peripancreatic  lymph  nodes. 

This  case  of  primary  cardiac  sarcoidosis  pre- 
sented no  clinical  evidence  of  sarcoid  disease  other 
than  cardiac  manifestations.  There  was  no  past 
history  of  illness  due  to  this  disease,  e.xcept  for 
the  speculation  that  the  eye  difficulty  could  con- 
ceivably have  been  due  to  sarcoid  disease.  It  is 
to  be  noted  that  the  routine  treatment  for  heart 
block  was  not  encouraging,  except  for  one  occasion 
when  the  pulse  was  accelerated  somewhat.  No 
pacemaker  was  used  on  this  patient. 

Incidence  of  Sarcoidosis 
\'arious  estimates  have  been  made,  but  as  yet 
no  precise  knowledge  of  the  incidence  of  sarcoi- 
dosis in  the  general  population  is  available.- The 
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Fig.  2. — Gross  cardiac  enlargement.  No  evidence  of 
sarcoidosis  in  the  mediastinum,  lungs  or  pleura. 

latest  evaluation  places  it  at  about  one  to  four 
per  10,000  young  adults.  Routine  fluoroscopy  of 
greater  than  500.000  recruits  of  the  Swiss  army 
revealed  an  incidence  of  0.13  per  1,000.'-'’  In  the 
span  of  years  of  1928-1948,  a diagnosis  of  sarcoi- 
dosis had  been  made  approximately  80  times  by 
biopsy  at  the  Massachusetts  General  Hospital. 
The  occurrence  of  myocardial  involvement  with 
generalized  sarcoidosis  has  been  estimated  from 
autopsy  material  at  about  20  per  cent.  The  pres- 
ence of  sarcoids  in  the  myocardium  or  pericardium 
was  demonstrated  in  four  of  the  2 1 recorded 
autopsies  of  Bernstein,  Konzelmanl  and  Sidlick. 
Schaumann,  Xickerson  and  Cotter.  .\  survey  of 
31  cases  of  sarcoid  was  made  at  the  Johns  Hop- 
kins Hospital  during  1925-1940.  Six  of  the  pa- 
tients presented  evidence  during  life  of  some  de- 
rangement of  the  heart  action  or  showed  at  autop- 
sy sarcoids  in  the  myocardium  or  pericardium  or 
in  both  locations. 

Thirty  cases  of  myocardial  sarcoidosis  are 
recorded  in  table  1.  They  represent  75  per  cent 
of  the  total  number  reported  to  date.  Seventeen 
patients  were  of  the  white  race;  this  figure  is  a 
marked  reversal  of  the  e.xpected  number  since  the 
incidence  of  sarcoidosis  is  many  times  higher  in 
the  Negro.  This  finding  would  lead  to  the  belief 


Fig.  3.  — Sectitm  from  interventricular  septum. 
Microscopically,  tubercles  are  formed  by  concentric 
epithelial  cells.  Multinucleated  giant  cells  and  the  ab- 
sence of  necrosis  and  acid-fast  bacilli  are  characteristic. 


Fig.  4. — The  arrows  show  a 2.5  by  1.3  cm.,  tan  and 
white,  granulomatous  area  high  in  the  interventricular 
septum. 


that  the  heart  is  more  vulnerable  in  the  white 
race.  Sudden  death  occurred  in  18  patients  or  60 
per  cent  of  the  total  number  of  cases.  Congestive 
failure  ensued  in  1 1 patients  or  36  per  cent.  Con- 
duction defects  in  the  form  of  heart  block  were 
present  in  16  cases.  \’arious  arrhythmias,  includ- 
ing sinus  tachycardia,  premature  ventricular  beats 
and  ventricular  tachycardia,  made  up  the  bulk  of 
this  complication.  Clinically  and  pathologically, 
the  white  women  seemed  to  follow  a similar  pat- 
tern. Almost  without  exception,  they  gave  no  past 
history  of  sarcoidosis.  Their  deaths  were  sudden 
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Table  1.  — Clinical  and  Postmortem  Correlation  of  30  Cases 
of  Primary  Sarcoid  Heart  Disease 


Case 

Age 

Race 

Sex 

Clinical  Course 

EKG  Findings 

Heart  Lesion 

Cause  of  Death 

1 1 

38 

W 

M 

Congestive  heart 
failure,  recurrent 
arrhythmias 

Recurrent 

arrhythmias 

Myocardium 

Congestive  heart 
failure 

2 30 

47 

\V 

M 

Chest  pain 
Sudden  death 

Ventricular 

premature 

Contractions 

Myocardium, 
endocardium, 
papillary  muscles 

Sudden  cardiac 
death 

3 

40 

VV 

M 

Progressive  myocar- 
dial failure 

Sinus  tachy- 
cardia 

Myocardium, 

pericardium, 

endocardium 

Congestive  heart 
failure 

4 49 

48 

W 

M 

Rheumatic  heart  dis- 
ease, with  failure 
Sudden  death  after 
mitral  valvulotomy 

First  degree 
atrioventricu- 
lar block 

Epicardium, 
myocardium, 
interventricu- 
lar septum 

Sudden  cardiac 
death 

5 3!) 

33 

\V 

M 

Sudden  death 
Multifocal  premature 
ventricular 
contractions, 
otherwise  apparently 
well 

Multifocal 
ventricular 
premature  con- 
tractions 

Myocardium, 
endocardium, 
papillary  mus- 
cles, inter- 
ventricular sep- 
tum 

Sudden  cardiac 
death 

6 5<* 

24 

VV 

M 

Minimal  dyspnea 
Sudden  death 

Complete  atrio- 
ventricular 
block 

Myocardium 

Sudden  cardiac 
death 

7 11 

19 

w 

M 

Adams-Stokes  syn- 
drome 

Sudden  death 

Complete  atrip- 
ventricular 
block 

Myocardium, 
atrioventricu- 
lar bundle 

Sudden  cardiac 
death 

8 31 

51 

VV 

M 

Cardiac  enlargement 
presystolic  gallop 
rhythm,  palpable 
liver,  other  signs 
of  congestive  fail- 
ure 

Atrial  flutter 
first  degree 
AV  block 

Myocardium, 

pericardium 

Cardiac  failure 

9 55 

44 

VV 

M 

Dyspnea,  pain  in 
back ; precordium 

Premature  ventricular 
contractions 
AV  block 

Myocardium 

Sudden  death 
Cardiac  arrest 

10  3 4 

42 

VV 

F 

Adams-Stokes  syn- 
drome for  15  years 
Sudden  death 

Complete  atrio- 
ventricular 
block 

Myocardium 

interventricular 

septum 

Sudden  cardiac 
death 

11  33 

54 

VV 

F 

Adams-Stokes  syn- 
drome 

Sudden  death 

Complete  atrio- 
ventricular block 

Myocardium, 
interventricu- 
lar septum 

Sudden  cardiac 
death 

12  1C 

27 

V\I 

F 

Adams-Stokes  syn- 
drome 

Sudden  death 

Complete  atrio- 
ventricular 
block 

Myocardium, 
atrioventricu- 
lar bundle 

Sudden  cardiac 
death 

13  10 

32 

W' 

F 

Adams-Stokes  syn- 
drome 

Sudden  death 

Complete  atrio- 
ventricular 
block 

Myocardium, 
atrioventricu- 
lar node, 
interventricu- 
lar septum 

Sudden  cardiac 
death 

14  30 

40 

w 

F 

Past  history  of 
tuberculosis 
Sudden  death  while 
working  in  field 

Complete  atrio- 
ventricular 
block 

Myocardium, 
interventricu- 
lar septum 

Sudden  cardiac 
death 

IS  1C 

51 

w 

F 

Ankle  edema,  syncope, 
congestive  failure 

Heart  block  with 
idioventricu- 
lar rhythm 
Left  bundle 
branch  block 

Septal  inva- 
sion, almost 
complete 

Congestive  heart 
failure 

16  1C 

76 

VV 

F 

SynCopal  attacks, 
ventricular  stand- 
still, intermittent 

Third  degree  heart 
block.  Premature 
ventricular  contrac- 
tiPns,  bigeminal 
rhythm 

Septum,  almost 
completely  re- 
placed by  sar- 
coidosis 

Ventricular 

standstill 

Sudden 

death 

17  8 

24 

N 

F 

Palpitation,  syncope 
Sudden  death 

Paroxysmal 

ventricular 

tachycardia 

Myocardium, 
papillary- 
muscles, 
interventricu- 
lar septum 

Sudden  cardiac 
death 
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18  25 

45 

X 

F 

Progressive  myo- 
cardial failure 

Paroxysmal 
atrial  tachy- 
cardia 

Myocardium 

Congestive  heart 
failure 

19  2 5 

27 

X 

F 

Sudden  death 

Paroxysmal 

ventricular 

tachycardia 

Myocardium 

Sudden  cardiac 
death 

20  35 

55 

X 

F 

Granulomatous 

uveitis 

Sudden  death 

Sinus  arrhyth- 
mia, sinus 
brachycardia 

Myocardium 

Sudden  cardiac 
death 

21  34 

28 

X 

M 

Congestive  heart 
failure 

Paroxysmal 

ventricular 

tachycardia 

Myocardium 

Congestive  heart 
failure,  ventric- 
ular tachycardia 

22  25 

46 

X 

M 

Progressive  myocard- 
ial failure 

Complete  atrio- 
ventricular 
block 

Myocardium, 

pericardium 

Congestive  heart 
failure 

23  19 

24 

X 

M 

Progressive  myocard- 
ial failure 

Multifocal  ven- 
tricular pre- 
mature contrac- 
tions, paroxys- 
mal ventricular 
tachycardia 

Myocardium 

Congestive  heart 
failure 

24  31 

31 

.X 

M 

Persistent  sinus 
tachycardia 

Sinus  tachy- 
cardia, ST  seg- 
ment and  T wave 
changes 

Myocardium, 
papillary 
muscles, 
interventricu- 
lar septum 

Sudden  cardiac 
death 

25  32 

25 

.X 

M 

Failing  \ision 
Sudden  death 
Xo  suspicion  that 
patient  was  serious- 
ly ill 

Paroxysmal 

ventricular 

tachycardia 

Myocardium 

Sudden  cardiac 
death 

26  3.{ 

42 

X 

M 

.Adams-Stokes  syn- 
drome, auriculo- 
ventricular  disasso- 
dation 

.A\'  dissocia- 
tion 

Pericardium, 

myocardium 

Suicide 

27  24 

20 

X 

M 

Progressive  m\x>- 
cardial  failure 

Sinus  tachy- 
cardia 

Pericardium, 

myocardium 

Medical  shock, 
vascular  collapse 

28  7 

18 

X 

.M 

Congestive  failure 
cyanosis,  edema 

Sinus  tachycardia 
bundle  branch 
block  atrio- 
ventricular 
block 

Myocardium 

Progressive  myo- 
cardial failure 

29  1 

41 

? 

M 

.\dams-Stokes  syn- 
drome 

Sudden  death 

Complete  atrio- 
ventricular 
block 

Myocardium 

Sudden  cardiac 
death 

30  * 

54 

\v 

F 

Congestive  fail- 
ure, Stt)kes-.\dams 
syndrome 
Sudden  death 

Complete 
atrioven- 
tricular 
block,  bun- 
dle-branch 
block,  premature 
ventricular  beats 

Interven- 

tricular 

septum, 

myocardium 

Probable  asys- 
tole 

Sudden  death 

♦Author’s  case. 


and  at  autopsy  the  site  of  involvement  was  the 
interventricular  septum. 

Sarcoidosis  can  occur  at  any  age,  but  is  most 
common  from  15  to  50  years  with  a broad  inci- 
dence in  the  third  to  fourth  decade.  There  ap- 
pears to  be  no  sex  preferential  as  the  disease  has 
about  the  same  incidence  in  both  men  and  women. 
Its  occurrence  is  worldwide,  but  it  is  prevalent  in 
the  United  States,  Scandinavia,  England,  Switzer- 
land and  Germany.  The  much  higher  incidence 
in  Negroes  as  compared  to  whites  is  of  note  with 


most  studies  showing  at  least  a 17  to  one  ratio. 
Multiple  cases  within  families  are  not  uncommon 
and  affliction  of  identical  twins  has  been  noted. 
Berger  described  a family  of  seven  siblings,  five 
of  whom  had  sarcoidosis  proved  by  biopsy.  Robin- 
son and  Haln  noted  its  occurrence  in  two  unrelated 
Negro  families.  In  one  family,  at  least  two  of  the 
three  siblings  were  affected,  whereas  in  the  other, 
which  included  10  siblings,  a positive  diagnosis 
w’as  established  in  three  and  a probable  or  possible 
diagnosis  in  three  others. 
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Pathology 

The  classic  picture  of  sarcoidosis  consists  of 
tubercle-like  nodules  of  granulomatous  tissue 
formed  by  epithelioid  and  reticuloendothelial  cells 
enclosing  the  typical  multinucleated  giant  cells  of 
the  foreign  body  type;  the  absence  of  eosinophils, 
polymorphonuclear  leukocytes  and  caseating  ne- 
crosis is  noted.  The  histological  appearance  of 
the  lesion  is  subject  to  variations,  some  lesions 
having  small  central  necrotic  foci.  Late,  when  in- 
volution is  complete,  the  entire  nodule  is  replaced 
with  fibrous  tissue.  Star-shaped  acidophilic  bodies, 
referred  to  as  asteroids,  and  spherical  or  ovoid 
basophilic  bodies  are  found  infrequently  within 
giant  cells. 

Lesions  in  the  heart  do  not  differ  much  from 
those  found  elsewhere,  except  that  they  tend  to 
show  a linear  type  of  nodular  growth  as  opposed 
to  the  rounded,  well  circumscribed  granulomas 
usually  seen  in  the  reticuloendothelial  system. 
This  tendency  may  be  explained  partially  by  the 
syncytial  nature  of  the  myocardium.  No  area  of 
the  heart  is  immune  to  involvement  with  sarcoi- 
dosis and  the  extent  of  damage  varies  from  case 
to  case.  Small  foci  may  appear  in  the  ventricular 
wall  as  well  as  combined  lesions  in  both  ventricles, 
papillary  muscles,  interventricular  septum  and 
endocardium.  Lesions  of  the  conduction  system 
occur  in  as  high  as  40  per  cent  of  cases. 

Discussion 

Since  1952,  when  Longscope  and  Frei- 
mani-  showed  that  sarcoid  of  the  heart  occurs  in 
approximately  20  per  cent  of  the  cases  of  general- 
ized sarcoidosis  autopsied,  the  available  data  on 
myocardial  sarcoid  as  a cause  of  death  have  in- 
creased in  the  literature.  Resnier^^  stated  that 
the  heart  may  become  involved  in  two  ways, 
either  through  direct  invasion  by  sarcoid  tissue, 
particularly  of  the  myocardium,  or  indirectly  as 
a result  of  extensive  pulmonary  changes  of  long 
standing  which  may  eventually  cause  failure  of 
the  right  side  of  the  heart. 

Scotti  and  McKeown,*^  in  a summary  of  13 
cases  confirmed  by  autopsy,  dissected  the  coronary 
arteries  and  found  no  obstructive  lesions,  either 
at  the  orifices  or  along  the  course  of  the  vessels, 
to  account  for  fibrosis  as  well  as  no  gross  histo- 
logical evidence  to  indicate  rheumatic  fever  or 
syphilis.  They  attributed  death  in  their  cases  to 
the  active  lesions  extensively  involving  the  myo- 
cardium along  with  the  prominent  fibrosis.  It  was 


the  consensus  of  authors  who  have  investigated 
the  subject  that  death,  when  it  occurs,  is  usually 
due  to  extensive  myocardial  infiltration  with  re- 
sultant fibrosis  and  most  frequently  myocardial 
failure. Most  of  the  cases  of  sudden  death  due  to 
myocardial  sarcoid  have  been  attributed  to  ven- 
tricular fibrillation  or  to  Stokes-Adams  syn- 
drome. 

Involvement  of  the  heart  with  sarcoidosis  has 
been  manifested  by  various  clinically  demonstra- 
ble irregularities,  such  as  rhythm  disturbances, 
transient  or  permanent  heart  block,  cardiac  en- 
largement, congestive  heart  failure  and  other 
electrocardiographic  abnormalities. n Conduction 
disturbances  are  the  most  common  clinical  mani- 
festations and  in  about  50  per  cent  of  fatal  cases 
of  sarcoid  heart  disease  some  portion  of  the  con- 
duction system  is  involved.  The  electrocardio- 
graphic patterns,  as  stated  by  Porter,  are  frequent- 
ly unstable  and  varying  degrees  of  atrioventricular 
and  intraventricular  block  are  present  in  the  same 
patient  at  the  same  time  during  his  illness.  The 
most  frequent  conduction  disturbance  has  been 
complete  atrioventricular  heart  block.  First  de- 
gree and  second  degree  heart  block  and  simple 
intraventricular  conduction  delay  occur  in  about 
equal  frequency  and  are  second  in  the  rate  of  oc- 
currence. The  three  together  account  for  over  50 
per  cent  of  the  electrocardiographic  findings.  The 
second  most  common  clinical  manifestation  is  ar- 
rhythmias which  are  frequently  paroxysmal.  They 
consist  primarily  of  paroxysmal  ventricular  tachy- 
cardia, paroxysmal  atrial  tachycardia,  sinoatrial 
node  aberrations  and  frequent  ventricular  prema- 
ture contractions. 

In  patients  in  whom  death  has  been  directly 
attributable  to  myocardial  sarcoid  lesions,  many 
have  died  unexpectedly.  Porterii  reported  two 
thirds  of  his  patients  so  affected.  In  a significant 
number  of  cases,  no  previous  cardiac  symptoms 
were  noted.  Congestive  heart  failure  accounts  for 
the  remaining  deaths  that  do  not  occur  suddenly. 

Although  the  prognosis  in  a patient  with  mani- 
festations of  sarcoidosis  of  the  myocardium  is  us- 
ually grave,  cases  have  been  reported  in  which  the 
effects  were  only  transient  in  nature.  Thus,  it 
would  appear  that  the  lesions  may  heal  and,  if 
important  pathways  or  structures  in  the  heart 
muscle  are  not  permanently  injured,  improvement 
may  occur.  Once  the  critical  pathways  are  dam- 
aged, only  limited  regenerative  potential  remains 
and  a downhill  course  with  development  of  further 
conduction  abnormalities  is  the  rule. 
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Treatment 

Treatment  of  sarcoidosis  through  the  }’ears  has 
been  identified  with  various  remedies  which  now 
are  rejected.  Some  of  those  previously  employed 
have  been  gold  salts,  arsenic,  chaulmoogra  oil, 
x-ray,  calciferol,  dihydrotachysterol,  ultraviolet 
light  and  antituberculous  drugs. At  the  present 
time,  adrenal  steroids,  together  with  symptomatic 
treatment,  bed  rest  and  a diet  regimen  in  indicated 
cases,  are  being  employed.  The  steroids  appear 
to  exert  a suppressive  effect  and  a return  to  pre- 
vious status  is  usually  noted  upon  their  cessation. 
Cardiac  complications,  such  as  congestive  failure 
and  arrhj'thmias,  are  treated  in  the  conventional 
manner.  Heart  block  is  a frequent  and  a trouble- 
some complication  and  at  the  present  time  no 
cases  with  favorable  modification  secondary  to 
cardiac  sarcoidosis  have  been  reported. It  is  be- 
lieved by  some  that  the  institution  of  steroid 
therapy  early  in  the  course  of  the  disease,  or  as 
soon  as  abnormalities  appear  in  electrocardio- 
grams, may  lead  to  clinical  improvement.  Isopro- 
terenol and  other  cardiac  drugs  have  been  used 
with  some  degree  of  success  in  Stokes-Adams  at- 
tacks. The  pacemaker  was  instituted  by  Finney,'*^ 
but  was  relatively  ineffective  after  initial  success 
in  two  cases. 

Summary 

The  developmental  history,  incidence,  etiology, 
clinical  aspects  and  pathological  description  of 
sarcoidosis  are  discussed. 


A case  of  myocardial  sarcoidosis  is  presented 
in  which  sudden  death  ensued.  The  patient  had 
exhibited  no  clinical  history  of  the  disease  and 
was  the  eighth  white  woman  reported  to  be  so 
affected.  It  is  to  be  noted  that  in  women  with 
cardiac  sarcoidosis  the  disease  followed  an  almost 
identical  clinical  and  pathological  pattern  (table 
1). 

Sudden  death  occurs  in  approximately  three 
fourths  of  the  patients  with  myocardial  sarcoidosis 
and  the  physician  should  be  ever  alert  to  its  pos- 
sibility. Patients  with  generalized  sarcoidosis  in 
whom  persistent  tachycardia,  Stokes-Adams  at- 
tacks, arrhythmias  and  congestive  failure  develop 
should  be  considered  to  have  myocardial  involve- 
ment with  sarcoidosis.  Those  patients  without  sys- 
temic involvement  may  be  suspected  of  having 
cardiac  sarcoidosis  if  the  findings  described  are 
present  and  the  etiology  is  not  apparent.  Serious 
cardiac  complications  have  been  noted  with  about 
equal  frequency  in  the  white  and  Negro  races. 

Twenty-nine  additional  cases  are  reviewed 
with  antemortem  and  postmortem  cardiac  findings. 
Treatment  consisted  of  pressor  agents,  steroids, 
congestive  failure  regimen  and  a pacemaker.  In 
spite  of  these  methods  of  treatment,  the  patients 
derived  little  benefit  and  subsequently  died. 

1 am  indebted  to  Maxwell  M.  Sayet,  M.D.,  and  W.  T.  Win- 
ter, M.D.  for  their  assistance. 

References  are  available  from  the  author  upon  request. 
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Since  the  initiation  of  cultural  procedures  for 
the  bacteriological  diagnosis  of  tuberculosis,  it  has 
become  increasingly  evident  that  forms  of  acid- 
fast  bacilli  which  differ  from  Alycobacterium 
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tuberculosis  are  often  found  in  the  examination  of 
sputums.  .As  far  back  as  1935  Pinner^  emphasized 
the  need  for  a critical  evaluation  of  the  signifi- 
cance of  such  organisms  commonly  referred  to  as 
the  “atypicals.”  The  report  by  Crow  and  his  as- 
sociates^  in  May  1956  of  a series  of  cases  ob- 
served in  the  Battey  State  Tuberculosis  Hospital, 
Georgia,  was  the  first  indication  that  these  atypi- 
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cal  organisms  apparently  had  substantial  clinical 
and  public  health  importance. 

In  Florida  there  was  an  early  concern  with 
these  infections.  In  1955  the  Florida  State  Board 
of  Health  and  the  Florida  Tuberculosis  Hospitals 
began  a cooperative  investigation  of  cases  yield- 
ing these  organisms.  Since  that  time  “unclassified 
Mycobacteria”  have  been  isolated  from  more  than 
2,500  persons.  The  differentiation  of  the  unclassi- 
fied Mycobacteria  from  AI.  tuberculosis  is  readily 
effected  by  a number  of  laboratory  tests.  Alyco- 
bacterium  tuberculosis  is  pathogenic  for  the  guinea 
pig;  unclassified  Alycobacteria  are  not.  This  or- 
ganism produces  niacin,  indicated  by  a positive 
yellow  coloration  in  the  niacin  test,  and  is,  there- 
fore, niacin-positive.  The  unclassified  AI\cobac- 
teria  on  the  contrary  are  niacin-negative.  The 
identification  of  an  acid-fast  organism  on  a smear 
no  longer  justifies  a diagnosis  of  pulmonary 
tuberculosis.  The  major  concern  of  the  continuing 
studies  has  been  to  establish  the  relative  signifi- 
cance of  these  organisms  and  to  determine  their 
sources  and  modes  of  dissemination.  A summary 
of  observations,  conclusions  and  current  uncer- 
tainties follows. 

Classification 

Based  upon  the  work  of  Runyon^  the  unclas- 
sified Alycobacteria  fall  into  four  major  groups, 
indicated  for  reporting  purposes  by  Roman  nu- 
merals I,  II,  HI  and  IV. 

It  is  generally  accepted  that  the  organisms  of 
Oroup  I (now  being  named  Alycobacterium  kan- 
.sasii)  are  the  most  highly  pathogenic,  followed  by 
those  of  Group  HI.  Groups  II  and  I\’  have  been 
considered  nonpathogens,  but  recent  reports  and 
our  experience  indicate  that  these  may  be  involved 
in  local  infections,  as  of  lymph  glands,  or  pleural 
or  joint  effusions  and  probably  also  of  pulmonary 
infections  under  conditions  as  yet  undefined.  Epi- 
demiologically,  all  of  the  unclassified  Alycobac- 
teria  differ  from  AT  tuberculosis  in  that  they  may 
be  found  in  man  in  the  absence  of  any  demon- 
strable disease.  The  discovery  of  AT  tuberculosis 
indicates  with  virtually  no  exceptions  the  presence 
of  a pathological  process.  In  contrast,  the  unclas- 
sified Alycobacteria  or  organisms  with  very  similar 
characteristics  can  be  found  in  nature  in  a variety 
of  sites.  Thus,  the  epidemiology  of  these  infec- 
tions has  complexities,  interests  and  variety  which 
make  M.  tuberculosis  infections,  epidemiological- 
ly,  seem  very  simple  indeed. 

The  relative  frequency  with  which  these  infec- 
tions have  been  found  is  shown  in  table  1. 


Throughout  our  studies  the  more  pathogenic 
Group  I has  accounted  for  4 per  cent  of  our  cases. 
In  contrast,  in  60  per  cent  of  the  cases  the  cul- 
tures yielded  Group  III  organisms,  as  is  shown. 
In  22  per  cent  of  the  cases  with  positive  results 
the  cultures  yielded  Group  II  and  14  per  cent 
yielded  Group  IV. 

The  picture  is  modified  if  one  considers  only 
the  cases  in  which  it  may  be  presumed  or  suspect- 
ed that  the  infection  has  clinical  significance. 
These  would  include  the  cases  that  have  multiple 
positive  cultures  with  multiple  colonies  on  the 
positive  specimens.  Also,  it  would  e.xclude  those 
in  which  there  is  a proved  or  presumed  AT  tuber- 
culosis infection,  either  preceding  or  concurrent. 
To  guide  in  our  studies,  we  have  identified  these 
presumably  more  significant  infections.  The  cases 
are  distributed  as  shown  in  the  second  column  of 
table  1. 

Distribution 

Group  I infections  still  account  for  only  7 per 
cent  of  the  total,  but  it  is  worthy  of  note  that 
in  most  instances  in  which  this  infection  is  pres- 
ent, the  evidence  indicates  that  it  is  usualh'  the 
responsible  pathogen.  Again,  a high  proportion 
(85  per  cent)  of  all  cases  considered  more  signifi- 
cant was  due  to  Group  HI.  Of  all  positive  isola- 
tions of  this  organism,  however,  less  than  one  half 
were  considered  of  possible  clinical  significance. 
.A  relatively  small  percentage  of  Group  II  and 
Group  IV  infections  appeared  to  be  pathogenic. 
It  is  recognized  that  organisms  producing  a patho- 
logical process  may  be  discharged  in  small  num- 
bers, if  at  all.  Hence,  one  cannot  lightly  dismiss 
a positive  bacteriological  finding  with  a few  col- 
onies only.  Nevertheless,  more  weight,  and  we 
believe  major  weight,  should  be  given  to  those 
cases  in  which  these  organisms  are  being  dis- 
charged in  substantial  numbers,  particularly  when 
they  are  found  repeatedl}'.  These  presumably 
more  significant  infections  are  the  ones  on  which 
we  are  attempting  to  obtain  full  laboratory,  epi- 
demiological and  clinical  information. 

For  purposes  of  comparison,  the  distribution 
of  clinical  cases  in  Georgia  believed  due  to  these 
organisms  is  shown  in  column  3 of  table  1.  As 
noted,  they  attribute  a very  high  proportion  to 
Group  III,  commonly  designated  as  the  Battey 
strain,  a small  percentage  to  Group  I,  an  occa- 
sional case  to  Group  IV  and  none  to  Group  II. 

The  distribution  by  race  and  sex  is  given  in 
table  2.  For  both  races,  the  infections  predomi- 
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Table  1.— Relative  Frequency  of  Occurrence  of  Identified  Infections 
With  Unclassified  Mycobacteria 


Atypical 

Type 

(Group) 

I 

II 

III 

I\' 

Total 


Clinically 
Significant  Cases 


Number 

Per  Cent 

62 

7 

44 

5 

747 

85 

26 

3 

879 

100 

* Number  of  cases  reported  through  Dec.  31,  1962. 

nate  in  the  male.  There  is  no  marked  variation 
by  race  with  the  exception  that  virtually  all  of 
the  Group  I infections  in  Florida  have  been  in 
the  whites.  In  the  whites  the  incidence  is  roughly 
three  males  to  one  female,  whereas,  in  M.  tuber- 
culosis infections  the  ratio  is  approximately  two 
males  to  one  female.  The  attack  rate  in  males 
per  100,000  is  13.4  for  whites,  but  20.0  for  non- 
whites. 

By  age,  these  unclassified  mycobacterial  infec- 
tions have  the  same  general  distribution  as  tuber- 
culosis. Infections  are  relatively  rare  in  the  young 
and  have  increasingly  higher  attack  rates  with  in- 
creasing age. 

No  area  in  Florida  is  free  of  these  infections. 
There  is,  however,  variation  in  frequency  of  oc- 
currence. In  general,  they  are  present  less  fre- 
quently in  South  Florida  and  in  the  urban  popu- 
lation. They  occur  more  frequently  in  Central 
and  North  Florida  and  particularly  in  the  crest 
area  of  the  Florida  peninsula. 

There  are,  at  most,  minor  differences  in  the 
seasonal  distribution  of  these  infections. 

From  the  beginning  of  these  studies  there  has 
been  particular  interest  in  the  possible  occurrence 
of  clusters  of  cases  such  as  would  be  expected  in 
infections  spread  from  man  to  man.  The  striking 
feature  has  been  the  absence  of  these.  No  sec- 
ondary clinical  case  has  occurred  in  the  immedi- 
ate family.  The  nearest  was  a nephew  and  uncle 
living  in  separate  households,  the  former  with  a 
primary  Group  III  infection,  the  latter  with  con- 
current lung  cancer  and  a positive  Group  III  cul- 
ture on  lung  tissue  removed  surgically.  The  oc- 
casional isolations  of  unclassified  Mycobacteria 
from  family  contacts  have  included  organisms  in 
groups  differing  from,  as  well  as  the  same  as,  those 


Total 


Florida  Cases* 


Number 

Per  Cent 

87 

4 

478 

22 

1,304 

60 

304 

14 

2,173 

100 

Identified 

in  Georgia 

Number 

Per  Cent 

12 

4 

0 

0 

285 

94 

6 

2 

303 

100 

in  the  clinical  case.  Typically,  the  unclassified 
mycobacterial  infections  have  occurred  sporadical- 
ly, widely  scattered  in  space  and  time,  and  with- 
out case  to  case  contact.  .\11  observations  suggest 
a source  other  than  the  human  case  and  one  which 
must  be  widely  and  generally  distributed. 

Tuberculin  Sensitivity 

The  natural  history  of  these  infections  in 
Florida  has  been  studied  further  through  tuber- 
culin surve}'s.  Two  antigens  were  used,  standard 
tuberculin  and  a preparation  prepared  from  a 
Battey  strain  by  the  Public  Health  Service.  These 
are  designated  respectively:  PPD-S  (Standard) 
and  PPD-B  (Battey).  Selected  findings  in  these 
tuberculin  surveys  are  shown  in  table  3.  The 
striking  feature  in  the  findings  shown  is  the  wide 
variation  from  a low  of  less  than  1 per  cent  to 
a high  of  36  per  cent  (PPD-B)  in  one  survey. 
The  findings  raise  questions  rather  than  answer 
them. 

It  appears  probable  that  the  occurrence  of 
infection  with  the  Battey  strain  may  modify  the 
skin  sensitivity  to  PPD-S.  Otherwise,  it  would 
be  difficult  to  e.xplain  the  high  reaction  rate  for 
PPD-S  where  there  is  an  even  higher  rate  for 
PPD-B.  The  cross  reactions  of  these  related  in- 
fections have  not  been  clarified.  Also  from  data 
as  shown  in  table  3,  it  seems  probable  that  reac- 
tion to  the  PPD-B  antigen  is  much  less  stable 
than  that  to  the  standard  tuberculin.  In  groups 
with  multiple  testing,  utilizing  in  so  far  as  can 
be  determined  identical  techniques,  the  proportion 
of  positives  has  changed  from  low  to  high,  later 
reverting  to  a relatively  low  rate.  Further  exact- 
ing studies  in  this  area  are  clearh*  indicated. 


660 


Volume  51  Number  10 


FERGUSON  ET  AL:  UNCLASSIFIED  MYCOBACTERIA 


Florida  1962 

Table  2. — Race  and  Sex  Incidence  of  Persons  Having  First  Isolations  of 
Unclassified  Mycobacteria 

Whites  Nonwhites  Unknown  Total 

Male  Female  Male  Female 

Number  U.M.  290  (52.5%)  104  (18.9%)  94  (17.0%i)  SI  ( 9.3%)  13  (2.3%)  552  (100.0%) 

Race  and  Sex  Incidence  of  Persons  Having  First  Diagnosis  of  Active  Tuberculosis* 

Number  T.B.  567  (39.4%)  264  (\3.4%)  405  (28.1%)  202  (U.O^o)  1 (0.1%)  1,439  (100.0%) 

‘Diagnosis  may  he  established  radiologically. 


Table  3. — Dual  Antigen  Surveys  — Florida  1959-1962 

Whites  Nonwhites 


PPD-S 

PPD-B 

Total 

PPD-S 

PPD-B 

Total 

Sumter  County — 1959 

1 (0.5%) 

3 (1.5%) 

199 

8 ( 5.5%) 

14  ( 9.7%) 

145 

Sumter  County — 1962 

1 (0.4%) 

13  (5.1%) 

256 

11  ( 6.4%) 

61  (35.5%) 

172 

Brighton  Seminole  Indian 

Reservation 

18  (10.1%) 

12  ( 6.7%) 

178 

Clinical  Data 

Our  files  at  the  State  Board  of  Health  contain 
records  on  over  2,500  cases  in  which  unclassified 
Mycobacteria  have  been  isolated.  Currently  some 
500  new  cases  are  being  added  yearly. 

Clinical  notes  vary  from  brief  responses  to 
mail  inquiries,  to  detailed  summaries  of  volumi- 
nous hospital  records.  Time  permits  only  refer- 
ences to  illustrate  the  marked  variability  in  ob- 
servations. 

First,  in  the  substantial  number  of  cases  in 
which  Groups  II,  III  and  IV  organisms  were  re- 
covered, neither  symptoms  nor  clinical  findings 
suggest  a new  or  aggravated  infectious  process. 
Likewise,  there  are  substantial  numbers  of  posi- 
tive observations  on  sputum  specimens  collected, 
in  the  follow-up  of  known  tuberculosis  cases. 
Often  neither  clinical  nor  radiological  observations 
detect  any  related  change  in  the  course  of  these 
cases.  Most  of  the  patients  are  those  from  whom 
unclassified  Mycobacteria  were  isolated  once  only, 
and  often  with  a finding  of  one,  two  or  three 
colonies  only.  Are  these  acid-fast  organisms  non- 
pathogens, or  are  they  findings  of  potential  path- 
ogens which  are  not  invading,  or  may  they  indi- 
cate a subclinical  invasion  which  may  evolve  into 
serious  pathological  change  at  some  uncertain  fu- 
ture time?  The  answers  to  these  and  other  ques- 
tions can  be  obtained  only  by  long  term  follow- 
up; working  together  in  the  interest  of  the  patient 
and  of  science,  we  in  Florida  can  obtain  the  an- 
swers to  these  important  questions. 

Turning  to  severe  cases,  we  have  many,  many 
records  of  grave  illnesses  with  e.xtensive  destruc- 
tive pathological  conditions  which  progress,  un- 
influenced by  the  antituberculosis  drugs  currently 


available;  these  are  cases  with  cultures  repeatedly 
positive  for  unclassified  Alycobacteria  and  nega- 
tive for  AI.  tuberculosis.  There  are  those  also  in 
which  the  affected  lobe  or  lobes  have  been  re- 
moved and  the  bacteriological  examination  of  the 
e.xcised  tissue  yielded  only  unclassified  M\cobac- 
teria.  In  a scattering  of  cases  extrapulmonary 
infection  involved  lymph  glands,  joints,  kidneys 
and  other  sites.  In  a few  cases  of  acute  pulmon- 
ary disease  the  unclassified  Alycobacteria  were 
isolated,  thus  raising  the  question  as  to  the  role 
of  these  organisms  as  primary  or  associated  path- 
ogens in  other  than  chronic  disease.  Here  are 
samples  from  our  records: 

1.  — -A  waitress,  age  23,  with  previous  normal  films 
and  without  complaints,  had  a routine  health  card  exami- 
nation. .A  1.5  cm.  cavity  was  identified  radiologically. 
Sputum  specimens  were  repeatedly  positive  for  Group  I 
(M.  kansasii).  This  patient  had  a lobectomy  five  months 
later  and  the  surgical  specimen  yielded  the  same  organism. 
There  was  no  history  of  tuberculosis  in  the  patient  or  her 
family  and  all  cultures  were  negative  for  M.  tuberculosis. 

2.  — A male  asthmatic,  age  54,  with  considerable 
fibrosis  and  some  emphysema  had  an  acute  pneumonic 
process  involving  the  right  mid-lung  area.  Two  months 
later  x-ray  revealed  a large  cavity.  Of  40  sputum  cultures, 
14  were  positive  for  Group  II  unclassified  Mycobacteria, 
and  some  very  heavily  positive.  .All  were  negative  for 
M.  tuberculosis. 

3.  — A girl,  age  two,  had  chronic  cervical  lymphadenitis 
with  suppuration.  Group  II  organisms  were  isolated  from 
seven  cultures  of  purulent  exudate  over  a three  month 
period. 

4.  — On  x-ray  survey  in  1958,  a white  male,  age  60, 
was  found  to  have  pulmonary  disease  with  cavitation. 
The  sputum  was  heavily  positive  for  unclassified  Myco- 
bacterium (Group  III)  and  always  negative  for  M.  tuber- 
culosis. The  disease  progressed  despite  active  antituber- 
culosis  drug  therapy,  eventually  involving  the  whole  left 
lung.  In  1962  death  resulted  from  massi%'e  pulmonary 
hemorrhage. 

5.  — In  .August  1962,  a colored  female,  age  36,  was 
found  radiologically  to  have  extensive  disease  of  the  left 
lung  and  was  hospitalized.  Sputum  cultures  were  repeat- 
edly positive  for  unclassified  Mycobacterium  Group  I\' 


J.  Florida  M.A.  October,  1964 


661 


FERGUSOX  ET  AL:  UNCLASSIFIED  MYCOBACTERIA 


and  negative  for  M.  tuberculosis.  After  12  months  the 
patient  is  still  in  the  hospital. 

Clinical  observations,  therefore,  reveal  the 
widest  ranges  in  both  the  nature  of  the  individ- 
ual reaction  and  the  severity  of  pathological 
change  due  to  the  different  groups  of  unclassified 
Mycobacteria.  Though  Groups  I and  III  as  well 
as  Groups  II  and  I\’  are  found  in  the  absence  of 
any  detected  pathological  process,  nevertheless,  in 
some  hosts,  all  organisms  appear  to  act  as  potent 
pathogens.  This  behavior  is  usual  for  Group  I in- 
fections, and  it  is  not  uncommon  for  Group  111. 
Occasionally  Group  I\’  appears  as  a primary 
pathogen  while  Group  II  assumes  this  role  rarely, 
and  then  usually  in  nonpulmonary  localized  infec- 
tions. 

Summary 

Current  evidence  indicates  that  infections  due 
to  unclassified  Mycobacteria  are  of  definite  pub- 
lic health  significance  in  Florida.  Of  those  affect- 
ed, males  outnumber  females  two  or  three  to  one. 
Rural  dwellers  are  involved  more  than  urban  resi- 
dents. Cases  occur  sporadically  without  evidence 
of  man  to  man  spread.  The  organisms  appear  to 
be  widely  available  in  some  nonhuman  source. 
Epidemiological  and  laboratory  findings  indicate 
that  the  most  probable  source  is  soil.  Admittedly 
more  evidence  on  these  points  is  needed  and  is 
being  accumulated  gradually. 

In  60  per  cent  of  all  jiersons  with  cultures  posi- 
tive for  unclassified  Mycobacteria,  the  cultures 
yielded  Group  III  organisms.  Our  records  include 
a substantial  series  of  clinically  severe  cases  in 
which  all  evidence  pointed  to  the  Group  III  organ- 
ism as  the  primary  pathogen.  But  there  are  even 
more  cases  with  cultures  positive  for  this  organ- 
ism in  which  there  is  no  clear  evidence  that  it  has 
any  clinical  significance.  These  seeminglj-  less 
important  cases  tend  to  be  neglected  in  follow-up, 
but  they  can  be  of  high  importance  if  the  long 
term  significance  of  infestation  with  these  organ- 
isms is  to  be  determined.  We  recommend  the  col- 
lection of  a repeat  series  of  three  samples  after  an 


initial  positive  culture,  and  if  these  are  negative, 
to  repeat  this  procedure  one  year  later.  It  is  im- 
portant to  be  alert  for  new  clinical  manifestations 
in  such  cases,  and  to  record  and  report  both  posi- 
tive and  negative  observations.  Prolonged  follow- 
up of  cases  with  single  positive  findings  is  not 
suggested.  Simple  findings,  which  mean  little  in 
a single  case,  can  become  highly  significant  when 
recorded,  analyzed  and  interpreted  in  a series  of 
cases  occurring  throughout  the  state. 

It  is  our  recommendation,  henceforth,  that  the 
follow-up  of  these  unclassified  infections  be  more 
selective.  \\'e  have  reviewed  our  cases  separating 
the  minority,  which  need  further  study  and  fol- 
low-up. from  the  majority,  which  need  further  at- 
tention only  if  new  clinical  manifestations  appear. 
It  is  our  hope  that  fewer  cases  may  receive  more 
adequate  and  meaningful  attention.  The  more 
significant  minority  of  cases  with  cultures  repeat- 
edly positive  for  unclassified  Mycobacteria  need 
to  be  followed  as  are  active  tuberculosis  cases 
with  the  submission  of  sputum  specimens  month- 
ly. -\lso,  we  urgently  wish  to  obtain  at  least  brief 
initial  information  on  all  cases  in  which  cultures 
are  newly  positive  for  any  one  of  the  groups  of 
unclassified  Mycobacteria. 

In  one  other  area,  advancement  of  knowledge 
calls  for  understanding  cooperation.  Further  tu- 
berculin testing  using  two  antigens  is  indicated 
with  repeat  testing  in  a substantial  series  of  school 
children  with  high  reaction  rates. 

The  study  of  infections  due  to  unclassified 
Mycobacteria  in  Florida  was  initiated  as  a co- 
operative study  between  the  Bureau  of  Labora- 
tories and  the  Tuberculosis  Hospitals.  In  the  cen- 
tral office  of  the  State  Board  of  Health,  it  has 
e.xtended  to  involve  the  divisions  of  epidemiolog}' 
and  tuberculosis  of  the  Bureau  of  Preventable 
Diseases.  It  is  increasing!}-  apparent  that  the 
current  need  is  for  expanded  field  studies.  We  so- 
licit even  more  intimate  cooperation  in  the  study 
of  this  important  and  fascinating  group  of  in- 
fections. 


Contractions  are  the  order  of  the  day  since  we  are  living  in  a lazy  world.  Methyl 
and  ephedrine  could  be  Methedrine,  a very  effective  product  made  by  Burroughs 
Wellcome,  advertised  on  page  673. 
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Responsibility  — Work.  Donate.  Vote! 

Our  nation  was  founded  on  a principle  of  individual  freedom.  Our  founding  fathers  believed  in 
government  oj  and  for  the  people  but  not  by  the  people.  It  remained  for  Jackson  to  promote  equali- 
tarianism  as  the  dominant  theme  of  our  land.  Only  then  did  the  rule  of  the  majority  become  absolute. 

The  vote  of  each  qualified  American  counts  the  same  as  that  of  any  other.  Standards  for  regis- 
tration as  a voter  have  been  lowered  until  only  physical  age  or  a complete  inability  to  read  and  write 
now  holds  one  back.  Mental  age,  responsibility,  loyalty  to  country  are  not  considered.  One  won- 
ders how  long  physical  age  and  illiteracy  will  stand  in  the  way  since  many  in  these  groups  are  bet- 
ter able  to  exercise  the  prerogative  of  an  intelligent  vote  than  many  who  already  qualify. 

Many  of  us  feel  very  strongly  that  with  each  right  should  go  a responsibility.  Each  voter  should 
be  a responsible  individual  who  attaches  considered  importance  to  his  vote.  But  how  is  one  to  decide 
just  who  will  qualify  under  these  standards?  Should  the  party  in  power  at  the  time  take  this  au- 
thority? I think  not.  Who  are  we  to  decree  the  rules  by  which  some  will  have  this  right  eliminated? 
Xo  group  in  America  is  completely  united  in  its  thinking  on  any  issue.  \'ery  likely  it  remains  that 
way  as  long  as  individual  initiative  is  a dominant  feature  of  our  people — and  we  hope  that  will  be  a 
long,  long  time. 

What  then  are  the  “responsible”  citizens  of  our  land  to  do?  I say  they  are  to  provide  leader- 
ship for  those  of  our  people  who  need  to  be  and  expect  to  be  led.  There  is  a great  need  in  our  world 
for  honest,  forthright  leaders  today.  We,  in  medicine,  have  an  opportunity  to  help,  but  can  any  deny 
that  we  have  neglected  these  responsibilities  thus  far? 

Justice  Oliver  Wendell  Holmes  wrote,  “Life  is  like  an  artichoke.  Each  day,  each  week,  month, 
year,  gives  you  one  little  bite  which  you  nibble  off,  but  precious  little  compared  to  what  you  throw 
away.”  Think  a minute,  how  much  do  we  physicians  nibble  off?  Over  2.000,000  people  pass  through 
our  offices  each  day.  What  an  opportunity  to  exercise  leadership,  through  words,  through  exam- 
ples, of  many  who  want  to  be  led.  Not  only  do  we  throw  away  our  opportunities  to  influence  people, 
but  too  often  we  also  neglect  our  own  right  to  vote — an  unpardonable  oversight. 

Democracy  and  individual  freedom  may  not  be  the  best  form  of  government  for  us  BUT  no  one 
has  shown  us  a better  one.  Many  have  tried,  but  communism,  socialism  and  other  idealistic  methods 
have  not  succeeded  as  well  as  we.  One  basic  item — the  unlimited  thinking  of  the  human  mind  with 
basic  selfishness,  assures  the  eventual  defeat  of  all  totalitarian  states  regardless  of  their  motives. 

We  have  been  faced  with  the  loss  of  our  freedom  to  practice  medicine  as  we  know  it.  Eew,  if 
any,  doctors  have  exhausted  their  efforts  toward  defeating  this  issue.  We  are  faced  with  important 
elections  on  November  3.  Candidates  of  our  choice  need  help,  financial  and  phvsical  help.  The  time 
is  short.  Let  us  WORK  WITH  RENEWED  EFEORT,  DONATE  UNTIL  IT  HURTS.  Let  us  not 
throw  away  another  opportunity.  See  to  it  that  our  man  wins  and  bv  all  means  do  not  forget  to 
“nibble”  on  the  third— VOTE! 


P.S.  My  wife  Dolly  suggests  that  if  you  do  not  plan  to  vote  right,  just  disregard  what  I have  said. 
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Ear  Banks  and  Research 

The  etiology  and  pathogenesis  of  many  cases 
of  deafness  remain  obscure  because  of  the  diffi- 
culty in  studying  the  delicate  inner  ear  structures. 
The  usual  techniques  of  correlating  antemortem 
and  preoperative  findings  with  surgical  specimens 
or  postmortem  findings  are  not  satisfactory  be- 
cause of  anatomic  peculiarities  of  the  inner  ear. 
Its  delicate  soft  structures  are  encased  in  solid 
eburnated  bone  and  suffer  severe  autolytic  and 
artifactual  changes  when  ordinary  histologic  proc- 
esses are  utilized.  In  addition,  many  cases  of 
deafness  are  congenital  or  occur  in  early  life  and 
the  ear  is  not  available  to  histologic  study  until 
60  or  70  years  later.  Furthermore,  deafness  is  a 
symptom  and  a sign  and  rarely  or  never  results 
in  death.  Hearing  impairment  is  ordinarily  a 
minor  consideration  at  that  time  and  is  conse- 
quently forgotten  as  deaf  people  succumb  to  other 
illnesses. 

Recent  advances  in  sophisticated  audiologic 
techniques  in  evaluating  hearing  losses  and  in 
microscopic  middle  ear  surgery  for  the  improve- 
ment of  hearing  have  restored  serviceable,  unaided 
hearing  to  thousands  of  hard  of  hearing  patients 
and  at  the  same  time  advanced  the  knowledge  of 
the  pathogenesis  of  many  types  of  conductive 
hearing  losses.  In  these  patients,  the  middle  ear 
structures  can  be  e.xamined  directly  under  the 
operating  microscope.  These  advances  have  stimu- 
lated and  renewed  the  interest  of  otologists  in 
basic  factors  responsible  for  sensorineural  (nerve) 
deafness.  With  the  e.xception  of  a few  isolated 
instances,  medical  science  has  thus  far  been  pow- 
erless to  aid  persons  so  afflicted.  There  exists 
now,  however,  a satisfactory  mechanism  for  gath- 
ering this  vital  information. 

The  Temporal  Bone  Banks  program  was  estab- 
lished some  six  years  ago  under  the  sponsorship 
of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology  with  the  support  of  the  Deafness 
Research  Foundation.  This  latter  organization 
was  founded  in  1958  by  iMrs.  Colette  Ramsey, 


whose  hearing  was  restored  by  surgical  means. 
Its  sole  purpose  is  the  support  of  research  into  the 
causes  of  deafness.  The  Temporal  Bone  Banks 
program  consists  of  a Center  in  Chicago  with  a 
network  of  some  30  banks  set  up  in  universities 
and  hospitals  throughout  the  country.  These  are 
equipped  to  procure,  process  and  study  the  tem- 
poral bones  of  all  patients  with  documented  hear- 
ing losses,  vestibular  disturbances,  facial  nerve 
paralyses,  and  any  other  disease  of  the  temporal 
bone  structures.  Florida  has  two  such  banks, 
one  at  the  University  of  Miami  School  of  Medi- 
cine in  Miami  and  the  other  at  the  University  of 
Florida  College  of  Medicine  in  Gainesville. 

The  Center  furnishes  full  directions  as  to  the 
procedure  necessary  for  the  pledging  of  temporal 
bones  and  the  legal  forms  w'hich  must  be  com- 
pleted. These  are  also  available  from  any  bank 
and  many  hospitals  and  otologists.  Pledges  are 
secured  from  appropriate  patients  who  then  carrj^ 
identification  cards  giving  written  permission  to 
remove  the  temporal  bones  at  the  time  of  death 
and  instructions  to  telephone  collect  to  the  Center 
for  complete  details.  Complete  records  of  each 
donor  are  maintained  in  the  Chicago  Center  which 
is  notified  by  telephone  upon  the  death  of  the 
donor.  The  temporal  bones  are  then  secured  and 
processed  in  one  of  the  cooperating  laboratories 
and  complete  histopathologic  studies  correlated 
with  the  antemortem  clinical  information. 

It  is  apparent  that  this  program  is  very  ambi- 
tious and  is  necessarily  an  extremely  long  range 
project.  Progress  will  be  slow  and  results  will  be 
directly  proportional  to  the  number  of  temporal 
bones  pledged.  For  this  reason,  a plea  is  made  for 
the  cooperation  of  all  physicians  and  their  hard 
of  hearing  patients  in  the  state  of  Florida.  De- 
tailed information  and  necessary  forms  can  be 
obtained  from  Dr.  James  R.  Chandler  in  Miami 
or  Dr.  George  T.  Singleton  in  Gainesville. 

James  R.  Chandler,  M.D. 

iMiAMI 
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Facilities  for  the  Treatment 
of  the  Mentally  111 

The  magnitude  and  the  seriousness  of  the 
mental  health  problem  have  led  to  the  realization 
on  a national  level  that  there  is  a desperate  short- 
age of  both  trained  personnel  and  adequate  facil- 
ities for  the  treatment  of  the  mentally  ill.  One  ap- 
proach to  the  solution  of  the  personnel  shortage 
was  presented  in  a previous  paper  on  the  creation 
of  a helping  profession  of  psychotherapy. 

In  considering  the  problem  of  adequate  and 
suitable  facilities  for  the  treatment  of  the  mentally 
ill,  one  must  remember  that  modern  man  evolved 
from  a very  primitive  form  of  life  over  one  billion 
years  ago.  The  environment  of  this  primitive  form 
of  life  was  different  from  the  environment  that 
evolved  concomitantly  with  man. 

This  environment  has  both  physical  and  psy- 
chical components.  Man  can  function  effectively 
if  at  all  only  in  the  environment  that  evolved  with 
his  own  development.  This  was  dramatically  em- 
phasized in  recent  times  with  man’s  venture  into 
space  in  which  the  first  prerequisite  was  the  con- 
struction of  a vehicle  which  would  enable  man  to 
take  his  environment  with  him.  Without  this,  he 
would  perish. 

Man’s  psychic  evolution  from  the  horde  to 
the  uniquely  individual  human  being  has  mani- 
fested itself  in  the  importance  of  the  small  group, 
especially  the  family.  Without  a psychic  environ- 
ment with  small  group  characteristics,  man  cannot 
function  effectively  and  is  more  prone  to  mental 
illness. 

The  awareness  of  these  factors  has  led  to  a 
reappraisal  of  the  usefulness  of  the  large  state 
mental  hospital  and  to  a shift  to  small  community 
mental  health  centers. 

The  following  recommendations  of  the  Joint 
Commission  on  Mental  Illness  and  Health  reflect 
the  need  for  smaller  treatment  centers: 

Therefore,  a national  mental  health  program 
should  set  as  an  objective  one  fully  staffed,  full 
time  mental  health  clinic  to  each  50,000  of 
population. 

No  community  general  hospital  should  be 
regarded  as  rendering  a complete  service  unless  it 
accepts  mental  patients  for  short  term  hospital- 
ization and  therefore  provides  a psychiatric  unit 
or  psychiatric  beds. 

Smaller  State  hospitals,  of  1,000  beds  or  less 
and  suitably  located  for  regional  service,  should 
be  converted  as  rapidly  as  possible  into  intensive 
treatment  centers. 

No  further  State  hospitals  of  more  than  1,000 
beds  should  be  built,  and  not  one  patient  should 
be  added  to  any  existing  mental  hospital  already 
housing  1,000  or  more  patients. 


To  begin  to  implement  these  recommendations, 
the  United  States  Senate,  in  June  1963,  passed  a 
bill  for  the  expenditure  of  847  million  dollars  over 
10  years  to  help  construct  and  staff  community 
mental  health  centers. 

There  is  also  an  urgent  need,  especially  for 
children  and  young  adults,  for  numerous  small 
residential  treatment  centers  where  the  therapeutic 
environment  would  resemble  the  uniquely  human 
home  instead  of  the  large  dehumanized  institution. 

As  physicians,  inextricably  bound  to  the  care 
of  the  mentally  ill,  to  the  establishment  of  which 
of  these  facilities  shall  we  lend  our  support? 

The  answer  to  this  problem  was  stated  clearly 
in  the  Report  of  the  Joint  Commission: 

“In  the  matter  of  establishing  priorities  as 
they  relate  to  the  broad  areas  of  patient  care, 
recruitment,  professional  education  and  research  in 
mental  health,  we  would  sound  a note  of  caution. 
In  the  final  analysis,  our  judgment  warns  us 
against  imposition  of  a system  of  priorities.  The 
reason  is  that  we  actually  have  no  choice,  as  hu- 
manitarians as  well  as  educators  and  scientists, 
but  to  move  as  rapidly  as  possible  on  all  fronts 
at  once.” 

Louis  Alper,  M.U. 

Miami 

Home  Away  From  Home 
for  Asthmatic  Children 

Allergists  in  the  Miami  area  have  long  recog- 
nized the  need  for  a residential  treatment  center 
dedicated  to  the  long  term  inpatient  care  of  chil- 
dren with  severe  and  intractable  asthma.  There 
has  been  no  such  facility  in  the  state  of  Florida 
or  in  the  entire  southeastern  United  States.  It  has 
been  necessary  to  send  children  to  institutions  in 
Denver  or  Tucson  where,  every  year,  there  are 
six  to  15  children  from  Florida. 

It  is  generally  conceded  among  allergists  that 
these  children  derive  benefits  from  the  supervised 
domiciliary  care  and  the  continued  general  and 
specialized  medical  care,  rather  than  from  the 
change  in  climate.  Repeated  reports  from  present- 
ly operating  institutions  in  various  parts  of  the 
United  States  indicate  that  a large  percentage  of 
the  children  responds  well  to  treatment  and  be- 
comes rehabilitated  when  they  are  removed  from 
their  own  homes  to  a “home  away  from  home.” 
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In  cooperation  with  the  nonprofit  National 
Asthmatic  Children’s  Foundation,  the  Miami  al- 
lergists and  interested  local  laymen  have  estab- 
lished the  Asthmatic  Children’s  Foundation  of 
Florida  to  operate  the  new  residential  treatment 
center  in  North  Miami  Beach  at  1801  N.E.  168th 
Street.  The  Miami  area  physicians  have  organ- 
ized themselves  into  a medical  staff  with  a medi- 
cal advisory  board  consisting  of  Dr.  Nelson  Zivitz, 
chairman,  and  Drs.  James  H.  Putman,  Meyer 
B.  Marks,  Morton  L.  Hammond  and  Jack  A. 
Rudolph  as  members.  The  members  of  the  ad- 
visory board,  attending  staff  and  consulting  staff 
serve  without  remuneration. 

The  Foundation  has  as  its  philosophy  the  to- 
tal environmental  care  of  the  child  — physical, 
medical,  climatic,  allergic  and  psychological — 
without  encouraging  the  concept  that  any  single 
part  of  this  spectrum  is  the  dominant  factor. 
Children  with  severe  or  intractable  asthma  are 
eligible  for  admission  between  the  ages  of  si.\  and 
16  years,  regardless  of  race,  creed  or  color,  who 
have  failed  to  respond  to  modern  allergy  man- 
agement after  one  year  or  who,  after  lesser  treat- 
ment, are  shown  to  have  an  illness  that  is  suf- 
ficiently severe  or  progressive  to  warrant  admis- 
sion. As  a member  of  the  National  Asthmatic 
Children’s  Foundation,  the  Florida  organization 
will  be  able  to  participate  in  the  transfer  of  pa- 
tients from  one  geographic  location  to  another 
when  improvement  is  not  obtained  at  a given  resi- 
dential center.  Every  effort  is  made  to  encourage 
normal  living  conditions  with  regard  to  attendance 
at  public  or  religious  schools,  religious  services, 
physical  education  programs  within  the  capacity 
of  each  child,  diet,  and  other  factors.  Based  on 
the  experience  of  similar  institutions,  the  residen- 
tial staff  includes  a registered  nurse  on  duty  at 
all  times,  a house  mother  for  each  10  children,  a 
cook,  maid,  and  whatever  additional  personnel  is 
needed  to  maintain  the  building,  grounds,  laundry, 
mending,  and  other  requirements.  Of  course,  medi- 
cal care  is  immediately  available. 

The  cost  of  operation  of  this  residential  cen- 
ter is  the  full  responsibility  of  the  Asthmatic  Chil- 
dren’s Foundation  and  funds  are  largely  obtained 
by  mail  solicitation.  No  fee  will  be  charged  for 
any  service  rendered  except  where  covered  by 
hospital  insurance.  Patients  who  can  afford  to  do 
so  will  be  expected  to  make  contributions  to  the 
center,  but  this  consideration  will  not  be  a con- 
dition precedent  to  the  admission  of  any  child. 
To  the  extent  that  it  is  possible,  the  policy  is  to 


admit  children  from  varied  economic  and  social 
backgrounds,  without  a preponderance  of  any 
group. 

Correspondence  regarding  admissions  may  be 
addressed  to  the  Admission  Office,  Asthmatic  Chil- 
dren’s Foundation,  420  Lincoln  Road  Mall,  Mi- 
ami Beach,  Fla.  33139. 

Nelson  Zivitz,  M.D. 

Miami  Beach 

Reprinted  in  part  from  the  Bulletin.  Dade  County 
•Medical  .Association.  September  1964,  at  the  author's 
request. 
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News 


Medical  Affairs  at  the  University  of  Florida 


Representing  the  Council  on  Medical  Education  and 
Hospitals  Drs.  Emmet  F.  Ferguson  Jr.,  James  T.  Cook 
Jr.,  J.  Maxey  Dell  Jr.,  Donald  R.  Hagel,  David  R.  Moo- 
maw  and  Hugh  .A.  Carithers  xisited  the  University  of 
Florida  College  of  Medicine  on  .April  1,  1964.  It  is  be- 
lieved that  the  visit  demonstrated  to  Dean  George  T.  Har- 
rell and  a considerable  number  of  the  faculty  that  Florida 
physicians  are  interested  in  their  medical  school.  Con- 
currently, the  Committee  in  joint  meetings  and  in  visits 
to  major  clinical  departments  learned  many  facts  that 
should  be  of  interest. 

Bed  Utilization 

Of  the  385  beds  available  and  equipped,  some  are  not 
in  use  because  of  lack  of  funds.  There  exists  much  mis- 
understanding among  referring  physicians  as  to  the  rea- 
son that  the  hospital  cannot  accept  all  indigent  patients 
referred.  Most  departments  would  like  to  admit  more  if 
they  could.  Funds  acquired  recently  for  10  clinical  re- 
search beds  help  a little,  but  these  beds  must  be  used  for 
research  projects  previously  approved  and  cannot  be  used 
simply  to  render  routine  patient  care.  Through  county 
subsidy.  Crippled  Children  Funds,  a National  Foundation 
grant,  and  other  such  funds,  some  departments,  notably 
obstetrics  and  pediatrics,  do  have  a considerable  number 
of  indigent  patients.  .An  enabling  law  passed  by  the  legis- 
lature for  funds  to  allow  diagnostic  work-ups  on  an  out- 
patient basis  has  never  been  implemented  because  of  lack 
of  appropriations.  .All  local  indigent  emergencies  are 
transferred  to  the  .Alachua  County  Hospital  as  soon  as 
possible.  This  practice  creates  problems  for  town  doctors. 

Hospital  Expansion 

Half  a million  dollars  has  been  appropriated  by  the 
legislature  for  the  construction  of  an  inpatient  psychiatric 
unit  for  children.  This  money  will  be  used  for  matching  a 
proposed  grant  for  one  million  dollars  of  federal  funds  to 
construct  a Human  Development  Center.  .Another  half 
million  dollars  will  be  sought  from  other  sources  and  will 
allow  the  development  of  a center  for  the  study  of  growth 
and  development,  congenital  defects  and  teratology.  This 
is  envisioned  as  a training  center  for  medical  personnel 
as  well  as  research. 
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LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


• lowers  motility 

• relieves  spasm 

• stops  diarrhea 


promptly 

promptly 

promptly 


Lomotil  fulfills  the  first  order  of  treat- 
ment in  most  patients  with  diarrhea  — 
prompt  symptomatic  control. 

Pending  discovery  of  the  cause,  early 
cessation  of  diarrhea  is  almost  always 
urgently  indicated.  Prompt  sympto- 
matic control  averts  distress,  dehydra- 
tion and,  frequently,  severe  exhaustion. 

Both  experimental  and  clinical  evi- 
dence indicates  that  Lomotil  exerts  such 
control  efficiently,  safely  and  with  maxi- 
mal promptness. 

dosage : 

The  recommended  initial  adult  dosage 
is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily,  reduced  to  meet  the  re- 
quirements of  each  patient  as  soon  as 
the  diarrhea  is  controlled.  Maintenance 
dosage  may  be  as  low  as  two  tablets 
daily.  Childrens  daily  dosage  (in  di- 
vided doses)  varies  from  3 mg.  for  a child 
of  3 to  6 months, to  10  mg.  for  one  8 to  12 
years  of  age. 


cautions  and 
side  effects: 

Lomotil  is  an  exempt  narcotic;  its  abuse 
liability  is  low  and  comparable  to  that  of 
codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  rela- 
tively uncommon  but  among  those 
reported  are  gastrointestinal  irritation, 
sedation,  dizziness,  cutaneous  manifes- 
tations, restlessness  and  insomnia. 
Lomotil  should  be  used  with  caution  in 
patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs 
or  barbiturates. 

Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the 
subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate 
overdosage. 

SEARLE 

Research  in  the  Service  of  Medicine 
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Ground  is  being  cleared  for  the  construction  of  a new 
\'eterans  Hospital  across  Archer  Road  from  the  medical 
school.  This  will  have  240  psychiatric  beds  and  240  gen- 
eral medicine  and  surgical  beds.  The  relation.ship  between 
the  College  of  Medicine  and  the  new  hospital  is  .still  not 
completely  defined,  but  part  of  the  hospital  will  be  u.sed 
for  teaching  purposes  under  a Dean’s  Committee.  The 
staffing  of  the  new  hospital  with  nurses,  technicians  and 
other  personnel  will  seriously  affect  the  .\lachua  County 
Hospital,  the  medical  school,  teaching  hospital  and  even 
more  distant  areas  such  as  Jacksonville,  as  Veterans  .\d- 
ministration  salaries  are  usually  higher  than  in  other 
hospitals. 

Students 

The  Committee  was  impressed  with  the  care  taken  in 
the  selection  of  appro.ximately  60  freshmen  each  year.  There 
were  369  applications  received  for  the  class  of  1966,  402 
for  the  class  of  1967,  and  533  for  the  class  of  1968.  Never 
more  than  15  per  cent  of  out  of  state  students  have  been 
accepted  and  the  incoming  class  will  have  about  5 per 
cent.  The  University  as  a whole  has  about  12  per  cent 
of  out  of  state  students.  .Ml  applicants  accepted  have  had 
personal  interviews.  For  the  current  year,  the  student 
body  of  204  is  made  up  of  57  first  year,  59  second  year. 
44  third  year,  and  44  fourth  year  students.  It  is  too  early 
to  tell  where  graduates  are  settling  and  in  what  type  of 
practice  they  will  be  engaged.  Military  training  and  resi- 
dency work  have  allowed  only  a few  of  the  first  class  of 
1960  to  begin  practice.  Eventual  location  and  type  of 
practice  of  gracluates  will  be  studied  and  tabulated  by 
school  officials. 

The  school  has  a faculty  member  as  internship  ad- 
visor and  each  class  in  the  clinical  years  has  its  own 
advisor,  who  may  also  be  consulted  regarding  internships. 
Graduates  are  advised  not  to  stay  at  the  medical  center 
for  their  internships,  but  since  from  one  fourth  to  one 
third  of  first  year  and  three  fourths  of  fourth  year  stu- 
dents are  married  and  many  of  the  wives  have  good  jobs 
in  the  University,  many  do  not  wish  to  leave.  Of  the  first 


three  classes  graduated,  only  39  of  123  elected  to  intern 
in  Florida  and  of  these  21  stayed  at  the  medical  center. 

There  has  been  one  .Negro  student  in  the  .school.  She 
failed  the  second  semester  of  her  first  year.  Her  record 
has  been  reviewed  by  a group  interested  in  Negro  ad- 
vancement. 

School  Expansion 

An  increase  in  the  number  of  medical  students  in  the 
near  future  is  apparently  impossible  due  to  lack  of  labor- 
atory space  for  the  first  and  second  year  students.  The 
Dean  believes  that  unless  a dental  school  is  established,  at 
which  time  new  laboratories  would  have  to  be  built,  ex- 
pansion is  impossible.  He  thinks  that  Florida  will  need 
another  medical  school  in  the  future,  but  that  a good  one 
could  not  be  in  operation  before  1975  as  it  takes  about 
10  years  to  plan,  build  and  staff.  He  does  not  think  that 
two  year  medical  schools  are  the  best  solution  to  a possi- 
ble doctor  shortage,  although  he  states  that  the  Executive 
Council  of  the  .Association  of  .American  Colleges  does 
approve  of  two  year  schools. 

Town  and  Gown 

Relationship  between  full  time  faculty  in  a medical 
school  and  physicians  practicing  in  the  community  in 
which  it  is  located  is  usually  a tenuous  cne,  and  the 
smaller  the  community  the  more  delicate  the  balance. 
The  Committee  could  not  assess  the  relationship  in 
Gainesville.  .A  liaison  committee  between  school  and  prac- 
ticing physicians  exists,  but  has  not  met  in  over  a year. 
.A  member  of  the  faculty  of  the  College  of  Medicine  is 
president-elect  of  the  .Alachua  County  Medical  Society. 

The  Committee  believes  that  in  the  University  of  Flor- 
ida College  of  Medicine  we  have  an  excellent  school  which 
is  e.xecuting  its  mission  and  that  its  future,  which  is 
bright,  should  be  a continuing  concern  of  Florida’s  physi- 
cians. 

Hugh  .A.  C.arithers,  M.D.,  Cii.airm.xn 
Council  on  Medic.al  Education  and 
Hospitals,  J.acksonville 
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News 


Meetings 


J The  18th  Clinical  Convention  of  the  American 

Medical  Association  will  be  held  at  ^liami  Beach 
H Xovember  29-December  2.  The  entire  scientific 
|M  program,  with  the  exception  of  the  fireside  con- 
ferences and  breakfast  roundtables,  is  scheduled 
in  the  Miami  Beach  Convention  Hall.  The  com- 
plete program  plus  forms  for  advance  registration 
and  hotel  accommodations  may  be  found  in  the 
October  26  A.M.A.  Journal. 

The  annual  meeting  of  the  American  Society 
of  .Anesthesiologists  is  being  held  in  the  .Ameri- 
cana Hotel  at  Bal  Harbour  on  October  10-14.  Dr. 
George  H.  Mix  of  Melbourne  is  chairman  of  the 
local  arrangements  committee. 

The  Second  .Annual  Seminar  in  Cardiology, 
“Diagnostic  Methods  in  Cardiology,”  will  be  held 
('it  at  the  Tampa  General  Hospital  in  Tampa,  De- 
cember 3-6. 

The  meeting  of  District  IV  of  the  .American 
College  of  Obstetricians  and  Gynecologists  is  be- 
ing held  in  the  Hotel  Robert  Aleyer  in  Jackson- 
ville on  October  1-3. 


October 

Cardiovascular  Seminar,  October  9-10,  Room  M-112, 
Medical  Sciences  Building,  University  of  Florida  Col- 
lege of  Medicine,  Gainesville 

“Modern  Concepts  of  Nutrition  and  Heart  Disease,” 
October  22-24,  Mound  Park  Hospital  .Auditorium,  St. 
Petersburg 

Florida  Society  of  .Anesthesiologists,  October  10,  Hotel 
Singapore,  Miami  Beach 

-American  Society  of  .Anesthesiologists,  .Annual  Meeting, 
October  10-14,  .Americana  Hotel,  Bal  Harbour,  Fla. 

Seminar  in  the  Diagnosis  and  Treatment  of  .Anxiety  and 
Depression,  October  14,  St.  A'incent’s  Hospital,  Jack- 
sonville. 

Florida  Psychiatric  Society,  Fall  Meeting,  October  24-25, 
Palm  Beach  Towers,  Palm  Beach,  Fla. 

Florida  .Academy  of  General  Practice,  Fifteenth  .Annual 
Scientific  .Assembly,  October  29-Xovember  1,  Yankee 
Clipper  Hotel,  Fort  Lauderdale 
November 

Southeastern  States  Cancer  Seminar,  Xovember  11-12, 
Hotel  Robert  Meyer,  Jacksonville 

Florida  Pediatric  Society,  .Annual  Fall  Meeting,  Xovem- 
ber 12-14,  Colony  Beach  Resort,  Sarasota 

Florida  Urological  Society,  Fall  Meeting,  Xovember  13- 
14,  Parliament  House,  Clearwater  Beach. 

.American  Medical  .Association,  Clinical  Convention,  Xo- 
vember 29-December  2,  .Americana  Hotel,  Bal  Harbour 
December 

Second  .Annual  Seminar  in  Cardiologj-,  “Diagnostic  Meth- 
ods in  Cardiolog>-,”  December  3-6,  Tampa  General 
Hospital,  Tampa. 

Seminar  in  the  Present  Status  of  .Amputation  Surgery 
and  Prosthetics,  December  3-5,  .Americana  Hotel,  Bal 
Harbour.  Fla. 
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ARLIDIN 

(NVLIDRIN  HCI) 

decreases  resistance  in 
arteries  and  arterioles  in 
skeletal  muscle,  in  the  brain, 
and  possibly  in  the  eye  and 
inner  ear  • increases  cardiac 
output  (minute  stroke  volume) 
without  significant  changes  in 
pulse  rate  or  blood  pressure 

• especially  useful  in  enhancing 
blood  flow  in  ischemic  tissues 

• essentially  safe,  well 
tolerated,  with  rapid  and 
sustained  response  • economical 


IN  CIRCULATORY 
DISORDERS  OF  THE  EYE 

where  there  is  vasospastic  and 
circulatory  impairment. 


side  effect:  Occasional 
palpitation,  precautions:  Use  with 
caution  in  the  presence  of  a 
recent  myocardial  lesion, 
paroxysmal  tachycardia,  severe 
angina  pectoris  and  thyrotoxicosis, 
contraindication:  Acute 
myocardial  infarction. 

u.s.  vitamin  & 
pharmaceutical  corp. 


Available  in  6 mg. 
scored  tablets, 
and  5 mg.  per  cc. 
parenteral 
solution. 


Outwardly  calm... but  what  goes  on  inside? 


Appearances  on  the  outside  do  not 
necessarily  suggest  what  goes  on  in- 
side. This  is  particularly  true  of  the 
ulcer  patient,  who  may  appear  jolly 
and  unruffled  to  his  neighbors,  but 
presents  to  you  the  classic  symp- 
toms: organic  and  functional  dis- 
orders of  the  G.I.  tract,  associated 
with  anxiety  and  tension. 

Consider,  when  you  see  him  next, 
the  value  of  pathilon®  sequels® 
with  Phenobarbital,  which  provides 
sustained  anticholinergic  protection 


from  spasm  and  pain  in  the  target 
areas,  as  well  as  sustained  pheno- 
barbital  action  against  triggering 
anxiety.  The  controlled  release  of  the 
active  ingredients  in  the  sequels® 
formulation  means  protective  medi- 
cation day  and  night. 

Effective  in  peptic  ulcer,  intestinal 
colic,  ileitis,  esophageal  spasm,  spas- 
tic colon,  alcohol-induced  G.I.  upsets, 
gastric  hypermotility  and  anxiety 
neurosis  with  G.I.  symptoms.  Should 
be  used  as  adjunct  to  other  measures. 


Side  Effects  (due  to  tridihexethyl 
chloride)  : dry  mouth,  blurring  of 
vision,  constipation. 
Contraindications:  urinary  bladder 
neck  obstruction;  glaucoma;  ob- 
structive congenital  anomalies  of  the 
gastrointestinal  tract;  pyloric  ob- 
struction; congenital  megacolon;and 
stenosing  gastric  or  duodenal  ulcer 
with  significant  gastric  retention. 

Also  available,  without  phenobar- 
bital, as  PATHILON®  Ti'idihexethyl 
chloride  sequels®  75  mg. 


Pathilon®  Sequels®  with  Phenobarbital 


Sustained  Release  Capsules 


Each  capsule  contains : Tridihexethyl  chloride,  75  mg.,  and  phenobarbital,  45  mg. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


279-4 


HCV  CREME 

3%  lodochlorhydroxyquin 
1%  Hydrocortisone  alcohol 
Antifungal  Antiinflammatory 

Antibacterial  Antipruritic 

A white  vanishing  cream 

AURAL  ACUTE  (PDR  Pg  858) 

Sizes  5 cc.  and  new  15  cc. 

The  ear  drop  of  the  year.  Combining: 


Polymyxin  B Sulphate  lO.OOOu 

Neomycin  Sulfate  5mg 

Hydrocortisone  Alcohol  1% 

PCMX  0.05% 

Pramoxine  HCL  1% 


Antibacterial,  antifungal,  anti  inflammatory,  anaesthetic; 
the  complete  answer  for  External  Otitis. 

SAROCYLINE  250mg 
U.S.P. 

Tetracycline  Hcl  at  a tremendous  economy  to  your  pa- 
tient. Look  for  the  green  and  white  capsule. 

QUALITY  — ECONOMY 

SARON  PHARMACAL  CORP. 

St.  Petersburg,  Florida 


Wanted:  Male  Psychiatrist 

Opening  for  a Board  Eligible  or  Board  Cer- 
tified Psychiatrist  to  join  a well-established 
group. 

Ideal  work  conditions  in  a 145-bed  active 
treatment  hospital  serving  several  South- 
eastern States. 

Professional  freedom.  Good  living  condi- 
tions. 

Starting  salary  — $20,000  - $25,000. 

For  full  particulars  write; 

69-605,  P.  0.  Box  2411 
Jacksonville,  Florida 


ANNOUNCEMENT 

THE  ASTHMATIC  CHILDREN’S  FOUNDATION  OF  FLORIDA,  INC.- 

wishes  to  announce  that  on  October  1,  1964  it  will  open  its  new  Residential  Treatment 
Center  for  the  rehabilitation  of  the  intractable  asthmatic  child  at  1801  N.E.  168th  St., 
North  Miami  Beach,  Florida. 

The  treatment  center  will  be  under  the  supervision  of  the  Medical  Advisory  Board; 
Morton  L.  Hammond,  M.D.  Meyer  B.  Marks,  M.D. 

James  H.  Putman,  M.D.  Jack  A.  Rudolph,  M.D. 

Nelson  Zivitz,  M.D. 

Correspondence  should  be  addressed  to; 

Asthmatic  Children's  Foundation  of  Florida 

420  Lincoln  Road  Mall 
Miami  Beach.  Florida  33139 

* Affiliate  of  the  Asthmatic  Children’s  Foundation 
Dr.  M.  Murray  Peshkin,  National  President  and  Chief  Medical  Consultant 


J.  Florida  M.A.  October,  1964 
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CLASSIFIED 

WANTED:  Pediatrician,  ENT,  Internist  and  Der- 

matologist for  new  medical  building  ready  Feb.  15. 
■\djacent  to  hospital  in  beautiful  location  on  Gulf  of 
Mexico.  Fine  practice  opportunity.  Write  69-510,  P.O. 
Box  2411,  Jacksonville,  Fla. 

WANTED:  Pediatrician  for  association  with  two 

obstetricians.  Office  space,  basic  equipment  and  guar- 
anteed income  are  available  for  an  acceptable  man. 
Write  69-551,  P.O.  Box  2411,  Jacksonville,  Fla. 

WANTED:  General  Practitioner  for  Clinic-Hos- 
pital. Salary  open — plus  bonus.  Write  69-535,  P.O. 
Box  2411,  Jacksonville,  Fla. 

OBSTETRICI.\N  - GYNECOLOGIST  WANTED: 
To  associate  with  two  man  group.  Large  established 
practice  in  Miami;  Board  eligible  or  certified;  prefer 
under  age  35.  Write  P.O.  Box  384,  Miami  Shores,  Fla. 

FOR  IMMEDIATE  SALE:  Combination,  well 

established  Miami  Beach  medical  practice  plus  suc- 
cessful next-d'oor  optical  business  as  a unit.  Will  sacri- 
fice.  Write  69-593,  P.O.  Box  2411,  Jacksonville,  Fla. 

FURNISHED  OFFICE  SPACE  available  for  rent 
or  occupant  associate  with  general  surgeon.  Use  of 
laboratory  and  x-ray  included.  Central  Florida  area. 
Write  69-590,  P.O.  Box  2411,  Jacksonville.  Fla. 

NEW  MEDICAL  BUILDING:  Under  construc- 

tion.  Completion  September.  Custom  designed  offices 
including  air-conditioning,  heat  and  janitorial  services. 
Convenient  to  St.  Vincent’s  hospital.  For  information 
call  Charter  Realtors,  387-6511-Ext.  356. 

FOR  S.ALE:  Practical  and  beautifully  located  prac- 
tice North  Tampa  area.  Potential  unlimited.  (Retir- 
ing). Send  for  pictures  and  brochure.  Clenton  White- 
hurst, M.D.,  P.O.  Box  188,  Land  O Lakes,  Florida. 
Phone  Tampa  949-1800. 

W.AXTED:  General  Practitioner  (.\..\.G.P.)  and/or 
General  Surgeon  (Boards)  to  join  2 established  Gen- 
eral Practitioners  in  rapidly  growing  community.  New 
200  bed  hospital  under  construction.  Guarantee  or 
other  liberal  arrangements.  Write  69-601,  P.O.  Box 
2411,  Jacksonville,  Fla. 

GENERAL  PRACTITIONER  WANTED:  To 

work  with  young  G.P.  in  two  offices.  Salary  to  start. 
Opportunity  unlimited  for  ambitious  man.  Write  or 
Call  Robert  H.  Jacobs,  M.D.,  112  West  Pablo,  Lake- 
land, Florida.  Phone  682-5109. 

SPRINGFIELD  MEDICAL  CENTER:  507  W. 

10th  St.  One  block  from  Duval  Medical  Center,  across 
the  street  from  Blood  Bank  and  St.  Luke’s  hospital. 
Includes  3 examining  rooms,  dark  room,  reception 
room  and  lab.  For  information  call  Charter  Realtors, 
phone  387-6511 — Ext.  356. 

FOR  RENT:  You  drive  the  Dodge  Motor  Home — 
26J4  ft.  long.  Complete,  air-conditioned  living  and 
sleeping  accommodations  for  6,  including  bath.  Excel- 
lent for  trips,  camping,  etc.  Contact  Mrs.  Evearitt, 
1022  Park  St.,  Jacksonville  4.  Phone  355-5922. 

FOR  S.ALE:  Internal  Medical  practice.  Office 

equipment,  lab.,  x-ray,  EKG.  Large  gross.  Immediate 
sale  due  to  illness.  Phone  941-1344,  Pompano  Beach. 
Florida. 

FOR  RENT:  Central  Florida  Medical  building. 
One  block  from  Orange  Memorial  Hospital.  800  sq. 
ft.,  air-conditioned  office  and  lab.  S150.  per  month. 
15.  E.  Columbia,  Orlando. 

OPENING  IN  OBSTETRICS  AND  GYNECOL- 
OGY  in  13  man  group.  Guarantee  first  year.  Part- 
nership in  2 to  3 years.  Write  to  William  L.  Kemp 
Jr.,  M.D.,  Palm  Beach  Medical  Group,  Box  2068, 
West  Palm  Beach,  Fla. 

GENER.AL  PR.ACTITIONER  14  years  private 
practice  seeks  relocation  lower  East  Coast  Florida ; 
partnership,  group  or  take  over  solo  practice.  Write 
69-608,  P.  O.  Box  2411,  Jacksonville,  Fla. 


FOR  S.ALE,  RENT,  LE.ASE:  Complete  equipment 
EENT  furnished,  private  building,  ample  parking.  Mr. 
R.  D.  Hill,  114  First  National  Bank  Building,  Tampa, 
Florida. 

W.ANTED:  General  Practitioner  to  join  estab- 

lished GP  in  university  town  NW  Florida.  Guaran- 
teed salary  leading  to  full  partnership.  Prefer  doctor 
who  is  unmarried  and  under  35.  Write  Box  612, 
Tallahassee,  Fla. 

W.ANTED:  General-  Practitioner  with  surgical 

training  or  general  surgeon  willing  to  do  some  general 
practice  for  association  in  established  central  Florida 
practice.  .Attractive  location  and  facilities.  Write  69- 
604,  P.O.  Box  2411,  Jacksonville,  Fla. 

GENER.AL  PR.ACTITIONER  W.^'TED f in  small 
northwest  Florida  town.  33  bed  private  hospital.  Phy- 
.sician  departing  for  industrial  position  and  associate 
seeking  replacement.  Excellent  opportunity  in  farm- 
ing-industrial area.  Contact  R.  O.  Mills,  .Adm.,  P.O. 
Box  183,  Century,  Fla. 

TH^ FTORIDA  ^ATeIjcJ.ARD  (OF^ HEALTH? 
has  vacancies  for  physicians  to  serve  as  Health  Officers 
for  county  health  units.  Salary  range  $12,000-816,440 
dependent  upon  location  and  applicant’s  qualifications. 
Health  Officers  needed  for  units  at  Ocala;  Live  Oak; 
Madi.son;  Monticello,  and  DeFuniak  Springs.  .Assist- 
ant Health  Officers  also  needed  at  West  Palm  Beach; 
Orlando;  Miami,  and  LaBelle.  Excellent  opporlunit\ 
to  live  and  work  in  progressive  public  health  pro- 
gram. .Additional  benefits  include  liberal  travel  allow- 
ance; vacation  and  sick  leave;  excellent  retirement 
plan;  group  insurance.  Must  be  .American  citizen 
eligible  for  Florida  licensure.  Write:  Wilson  T.  Sowder, 
M.D.,  State  Health  Officer,  P.O.  Box  210,  Jacksonville, 
Florida. 

FLORID.A  WEST  CO.AST:  Busy  general  surgical 
practice  for  sale.  Completely  equipped;  office  build- 
ing; 800  major  cases  yearly,  some  general  practice 
neces.sary.  Will  introduce,  reasonable.  Immediate  pos- 
.session.  Write  69-606,  P.  O.  Box  2411,  Jacksonville, 
Fla.  

THIRD  M.AN  NEEDED:  Two  general  practition- 
ers, partnership  practice,  Ocala,  seek  third  partner 
starting  summer  1965  when  our  new  building  is  com- 
pleted. Contact  R.  L.  Gibson,  M.D.,  1206  Silver 
Springs  Blvd.,  Ocala,  Fla. 

.A\'.AIL.ABLE  IMMEDI.ATELY:  Internist  with 

sub-specialty  in  cardiology.  University  trained.  Board 
certified,  39,  married,  Protestant.  Florida  license.  -Any 
offer  considered,  especially  coastal.  Write:  Box  7185, 
Wichita,  Kansas,  67201. 

ONE  FLORIDA  LICENSED  physician  in  general 
medicine  needed  for  the  Polk  County  Hospital,  Bar- 
tow, Florida.  Salary  $13,000  to  start  first  year.  Please 
contact  Quentin  C.  DeHaan,  Medical  Director,  Polk 
County  Hospital,  Bartow,  Fla. 

FOR  RENT:  Office  space  for  young,  ambitious  OB- 
GYN  man  in  new  air  conditioned  Medical  Building. 
Work  in  close  association  (not  financially)  with  two 
general  practitioners.  Phone  EV  4-6621,  or  write  Pax- 
on  Medical  Center,  761  North  Edgewood  Ave.,  Jack- 
sonville, Fla. 

NEW  MEDICAL  BUILDING  to  be  completed  in 
November  in  central  Florida.  Custom  designed,  air 
conditioned,  plenty  of  parking,  convenient  to  excellent 
hospital.  Fine  opportunity  for  otorhinolaryngolog>', 
dermatology,  psychiatry  or  general  practice.  Infor- 
mation, write  69-607,  P.O.  Box  2411,  Jacksonville,  Fla. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.O.  Box  2411,  Jacksonville  3.  This  serv- 
ice is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates  and  is 
without  charge. 
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^ a result  of 
‘METHEDRINE’L 

METHAMPHETAMINE 

HYDROCHLORIDE 


therapy 


Her  once  unruly  appetite  is  now  well  tamed  with 
‘Methedrine’  (methamphetamine  hydrochlo- 
ride)... an  easy  way  to  help  control  food  crav- 
ing and  "hunger  pains.” 

Side  effects:  Insomnia  may  occur  if  taken  later 
than  6 hours  before  retiring.  The  usual  peri- 
pheral actions  of  sympathomimetic  amines 
(vasoconstriction  and  acceleration  of  the  heart) 
are  minimal  and  little  noticed  on  low  or  moder- 
ate dosage. 


Contraindications  and  precautions:  Should  not 
be  used  in  patients  with  myocardial  degenera- 
tion, coronary  disease,  marked  hypertension, 
hyperthyroidism,  insomnia  or  a sensitivity  to 
ephedrine-like  drugs.  Moderate  hypertension  in 
the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is 
reduced. 

‘Methedrine’  brand  Methamphetamine  Hydro- 
chloride: Tablets-5  mg.,  scored,  in  bottles  of 


Complete  literature  available  on  request  from  Professional  Services  Oept.  PML  100  and  1000. 

BURROUGHS  WELLCOME  & CO.(U.S.A.)  INC.,Tuckahoe,  N.Y. 
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When  you  put  patients  on  “special” fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetried  it, they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AM  A Council  on  Foods  and  Nutrition:  The  Reg. 
ulation  of  Dietary  Fat,  JAMA  181:41  M23  (Aug* 
ust  4.  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make  Side  Effects:  Occasionally,  mild  saiicylism 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa-  occur,  but  it  responds  readily  to  ad- 

tients— even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer,  justment  of  dosage.  Precaution:  in  the 

cardiac  damage,  latent  chronic  infection  and  other  common  geriat-  should  be  taken  to  avoid  accumulation  of 

ric  conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can-  salicylate  and  paba.  Contraindicated:  An 

not  contribute  to  sodium  retention ..  .the  enteric  coating  assures  hypersensitivity  to  any  component, 
gastric  tolerance... and  clinical  experience  shows  that  this  prepara-  y\,so  available:  PABALAXE-when  sodium 
tion  does  not  precipitate  the  serious  reactions  often  associated  with  salts  are  permissible,  pabalate-hc— 
corticosteroids  or  pyrazolone  derivatives.  Pabalate-SF  with  hydrocortisone. 


y 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


TUCKER  HOSPITAL,  INC. 

212  West  Franklin  Street 
Richmond.  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neurological 
patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic  disorders, 
mood  disturbances,  social  adjustment  problems,  involutional  reactions  and  selective 
psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  \V.  Frederick  Young 
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ACHROCIDIN 

TETRACYCLINE  HCI-ANTIHISTAMINE-ANALGESIC  COMPOUND 


Each  Tablet  contains:  Caffeine 30  mg, 

ACHROMYCIN®  Tetracycline  HCI  . . 125  mg.  Salicylamide  150  mg. 

Acetophenetidin  (Phenacetin)  ....  120  mg.  Chlorothen  Citrate 25  mg. 


Effective  in  controlling  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic  relief  in 
allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  are  drowsiness,  slight  gastric 
distress,  overgrowth  of  nonsusceptible  organisms.  Tooth  discoloration  may  occur  only  if  the  drug 
is  given  during  tooth  formation  (late  pregnancy,  the  neonatal  period,  early  childhood).  Reduce 
dosage  in  impaired  renal  function.  Average  Adult  Dosage:  2 Tablets  four  times  daily. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

6264-4 


We  Buy 

and  Sell  New  and 
Used  X-Ray  Equipment 

BOB  WAGNER  X-RAY 

P.  O.  Box  8l6l 
Jax,  Florida  32211 
724-3434 


THE  DUVALL  HOME 
for  RETARDED  CHILDREN 

A home  offering  the  hnest  custodial  care  with  a 
happy  home-like  environment.  We  specialize  in  the 
care  of  infants,  bed-ridden  children  and  Mongoloids. 

For  further  information  write  to 
MRS.  A.  H.  DUVALL  GLENWOOD,  FLORIDA 


uroica 


ASIA 


SUPPLY  COMPANY 


Are  you  just  starting  or  hove  you  been  in  practice?  We  con  supply  you  with  dis 
tinctive  and  modern  equipment  for  your  office. 

It  increases  your  efficiency  and  mokes  your  work  easier. 


Ph.  EL  5-8391 


P.  O.  Box  2580 — 1050  W.  Adams 


Jacksonville,  Fla. 


BALLAST  POINT  MANOR 

SANITARIUM 

Care  of  Mild  Mental  Cases,  Senile  Disorders 
and  Invalids 
Alcoholics  Treated 


Aged  adjudged  cases 
will  be  accepted  on 
either  permanent  or 
temporary  basis. 

Safety  against  fire  — by 
Automatic  Fire  Sprinkling 
System. 

Cyclone  fence  enclosure  for 
recreation  facilities,  seven- 
ty-five by  eighty-five  feet. 

Member  of 

American  Medical  Assn. 
American  Hospital  Assn. 
Florida  Hospital  Assn. 


5226  Nichols  St.  DON  SAVAGE  P.  O.  Box  13467 

Telephone  831-4191  Owner  and  Manager  Tampa  11,  Florida 
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Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines' ..  .a  favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency.,  .all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose. 

ideclomyciN 

DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and  others— in  the  young  and  aged  — the 
acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur.-  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloration  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A,  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38:1950  (Nov.)  1959. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMIO  COMPANY,  Pearl  River,  New  York 

7517. J 
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Convention 

Press 

218  \V.  Church  St. 

J.XCKSOXVILLE,  FL0RID.\ 


QUALITY  BOOK  PRIXTIXG 
PUBLICATIOXS  BROCHURES 


\\  ~ H.ATEVER  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention'  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


P.  L.  DODGE  MEMORIAL  HOSPITAL 

formerlv 

MIAMI  MEDICAL  CENTER 

M.  G.  Is.v\csoN,  M.D. 

Medical  Director 

1861  X.Vi’.  South  River  Drive 
Phone  3”9-1448 

A private  institution  for  the  treatment  of  ner- 
vous and  mental  disorders  and  the  problems  of 
drug  addiction  and  alcoholic  habituation.  Mod- 
ern diagnostic  and  treatment  procedures  includ- 
ing — Psychotherapy.  Insulin.  & Electroshock, 
when  indicated.  Adequate  facilities  for  recrea- 
tion and  out-door  activities. 

Information  on  request 

Member  NAPPH  and  American  Psychiatric  Assn. 


emphatic  dietaiy  reform  with 
little  C.  N.  S.**  stimulation 

CyORIL 

(Levamfetamine  Succinate) 


mo  CONVENIENT  DOSAGE  FORMS 

Each  CYDRIL  (levamfetamine  succinate)  Granucap*  contains: 

levamfetamine  succinate  21  mg. 

(Releasing  the  drug  over  a 6-10  hour  period) 

Each  CYDRIL  (levamfetamine  succinate)  Tablet  contains: 

levamfetamine  succinate  7 mg. 

Side  Effects:  Rare — C.N.S.**  stimulation  minimal,  occasionally  cardiovascular 
and  gastrointestinal  reaction  may  be  observed. 

Contraindications:  Severe  hypertension,  angina  pectoris,  hyperthyroidism  and 
Raynauds  disease. 

Avsilsbis* 

' GRANUCAPS*— Bottles  of  100,  1000 
TABLETS— Bottles  of  100,  500, 1000 
Request  clinical  samples  and  literature  on  your  letterhead. 

‘Granucaps — T.M.  Reg.  U.S.  Pat.  Off. 

‘‘Central  Nervous  System 


S.  J.  TUTAG  & CO. 
DETROIT  34.  MICH. 
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NEW 

SANBORN 


500 
Vi  SO 


Now  you  can  run  cardiograms  in 
your  office  or  on  emergency  calls 
with  even  quicker  instrument 
set-up  and  patient  connection  — 
and  with  jar  less  chance  of  any 
“noise"  or  artifacts  getting  into  the 
record.  The  completely  new  500 
VISO  helps  speed  patient  connec- 
tion and  prevent  errors  by  color- 
coded  cable  tips  and  a pictorial 
diagram  on  the  top  panel  . . . the 
“500”  uses  new  non-abrasive 
Reditx®  Creme  that  requires  no 
rubbing  . . . the  “500”  input  cir- 
cuit greatly  reduces  the  possibility 
of  “AC”and  other  electrical‘‘noise” 
appearing  in  the  cardiogram,  and 
affords  added  patient  protection 
as  well. 


Two  speeds,  three  sensitivities,  50 
mm-wide  Sanborn  high-resolution 
inkless  charts,  operating  controls 
logically  grouped  by  frequency  of 
use  — these  are  a few  of  the  added 
operating  advantages  of  this  21- 
pound  compact  ECG.  And  for  a 
fully  mobile  cardiograph,  roll  the 
500  VISO  on  its  optional  match- 
ing cart  wherever  it’s  needed. 

Model  500  Viso-Cardiette,  $695 
complete  (delivered,  continental 
U.S. );  with  optional  Model  500- 
1 100  Cart,  $820.  Call  your  local 
Sanborn  Branch  Office  now.  San- 
born Company,  Medical  Division, 
Waltham,  Mass.  (02154),  a Divi- 
sion of  Hewlett-Packard. 


Superior  trace  definition  with  new  operating  ease 


Miami  Brandi  Office  2907  N.  W.  7th  St.,  (i.'J.'i-fOO  1 
St.  Petersbuiu;  Resident  Re/iresenlaln’e 
:r.i7  22iul  Ave.  N.,  862-;{229 
I ACKSONVlLi.E  Resident  Rcfiresentative 
2720  Park  St..  ;584-:54.')3 
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only  the  antibiotic 
from  this  mold  enable? 
you  to  prescribe  in  ■ 
so  many  convenient] 
dosage  forms  j 


TERE 

Terraniycin  (oxytetracycline)  Intramuscular  Solution  is  onl| 
of  an  unmatched  variety  of  dosage  forms  made  possible  1| 
unique  chemical  characteristics  of  the  oxytetracycline  mo^ 
This  unique  preconstitiited  solution  offers  economy  and  conve. 
as  well.  Always  ready  for  immediate  injection,  it  requires  no  r 
ation  and  remains  stable  for  years.  It  is  available  in  ampules 
and  in  Isoject,®  a sterile  and  completely  disposable  injection  s| 
offering  maximum  protection  against  syringe-transmitted  hej 

Included  in  a wide  range  of  practical  dosage  forms  are  Terra  j 
(oxytetracycline)  and  Terrastatin*  (oxytetracycline  plus  ny' 
Capsules  as  well  as  pleasantly  fruit- flavored  pediatric  syrup  and  i 
supplied  in  a preconstituted  form  and  not  requiring  refrigei 
Terraniycin  (oxytetracycline)  is  also  available  in  intravenous  pr 
tions  of  proved  effectiveness  as  well  as  numerous  topical  formulj 
thus  making  available  the  benefits  of  Terramycin  (oxytetracyclirl 
a wide  range  of  clinical  needs.  ; 

Ahead  of  its  time  for  H years,  Terramycin  (oxytetracycline)  re i 
a broadly  useful  antibiotic  with  a world  of  experience  to  supp; 
record  of  effectiveness,  safety  and  practicality. 


1 


Streptornyces  rimosus  — shown  here  in  a unique  three-dimen- 
sional photograph— is  truly  a unique  mold.  It  alone  is  capable 
of  producing  Terramyciii(oxytetracycline)— imparting  that 
extraordinary  quality  of  stability  which  allows  for  an  unsur- 
passed diversity  of  clinical  dosage  forms,  including  the  only 
preconstituted  solution  of  a broad -spectrum  antibiotic  specifi- 
cally for  intramuscular  use. 

A three-dimensional  sculptural  rendition  of  Streptornyces 
rimosus  was  used  for  photographic  purposes. 


Science  for  the  world's  well-bein^ 

Since  1849 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  NewYork  10017 


XOGRAPH"^-”  by  Visual  Panographics,  Inc.,  488  Madison  Ave.,  NewYork,  N.Y.  10022 


\MYQN 

OXYTETRACYCUNE 


unique  properties  make  the  difference  in  difficult  or  routine  cases... 


Side  effects:  Glossitis  and  allergic  reactions  have  been  reported 
as  rare  side  effects.  Use  of  oxytetracycline  during  the  last  tri- 
mester of  pregnancy,  neonatal  period  and  early  childhood  may 
cause  discoloration  of  developing  teeth.  Reduce  usual  dosage 
and  consider  serum  level  determinations  in  patients  with  im- 
paired renal  function  to  prevent  possible  liver  toxicity  due  to 
excessive  accumulation  of  antibiotic  in  the  serum. - 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  oc- 
cur. In  such  cases,  discontinue  medication  and  institute  appro- 
priate specific  therapy  as  indicated  by  susceptibility  testing. 
Aluminum  hydroxide  gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 

Science  for  the  world's  well-being®  I . 


Formulas:  Terramycin  Capsules:  oxytetracycline  HCl,  250  mg. 
and  125  mg.;  Terramycin  Syrup:  calcium  oxytetracycline,  125 
mg.  per  5 cc.;  Terramycin  Pediatric  Drops:  calcium  oxytetra- 
cycline, 100  mg.  per  cc.  Terramycin  Intramuscular:  100  mg.  of 
oxytetracycline/2  cc.  or  250  mg./2  cc.  Terramycin  Intrave- 
nous: 250  mg.  vials  of  oxytetracycline  UCl  buffered  with  1.0 
grams  of  ascorbic  acid  or  500  mg.  vials  with  2.0  grams.  Terra- 
statin  Capsules;  oxytetracycline,  250  mg.  and  nystatin,  250,000 
units.  Terrastatin  for  Oral  Suspension:  When  reconstituted  each 
teaspoonful  (5  cc.)  contains  125  mg.  of  oxytetracycline,  and 
125,000  units  of  nystatin. 

More  detailed  professional  information  availaule  on  request. 

Z(*fy  Smce  1849 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  I00I7 


Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


HYDROMOX- 

QUINETHAZONE -TABLETS 


antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg,'-^just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.; 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICA.N  CVANAMIU  COMPANY,  Pearl  River  N.  Y. 

B373.4 


compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  a bitof  quick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 


SANITARIUM 

AND  OUTPATIENT  CLINIC 


MEDICAL  DIRECTORS: 

James  A.  Becton,  M.D.,  F.A.P.A. 

James  K.  Ward,  M.D.,  F.A.P.A. 

Location:  7000  5th  Avenue.  South 

Box  2896,  Woodlawn  Station 

BIRMINGHAM,  ALABAMA  35212 
Phone,  595-1151 


is  a private  psychiatric  hospital  established 
in  1925  for  the  treatment  of  nervous  or 
mental  disorders,  alcohol  or  drug  addic- 
tion problems. 

The  hospital  accepts  both  men  and  wom- 
en. It  is  departmentalized  according  to 
sex  and  the  degree  of  illness,  with  differ- 
ent sections  for  the  acutely  ill  patient, 
the  mildly  ill  patient,  the  convalescent 
patient,  and  the  chronically  ill  resident 
patient.  .A.11  rooms  are  private. 

HILL  CRE.ST  S.ANITARIUM  is  a mem- 
ber of: 

.American  Hospital  .Association 
.American  Psychiatric  .Associatio.n 
National  .Association  of  Private 
Psychiatric  Hospitals 
Alaba.ma  Hospital  Association 
Birmingham  Regional  Hospital 
Council 
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THORAZINE® 


CHLORPROMAZINE 


1954-1964  '%=; 




one  of  the  fundamental  drugs  in  medicine 


Smith  Kline  & French  Laboratories 
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YOUR  Patronage  Has  Made  Our  Growth  Possible 

Medical  Supply  Company 
of  Jacksonville 


Home  Office 
JACKSONVILLE 

4539  Beach  Blvd. 
Telephone  FL  9-2191 


A COMPLETE  BUSINESS  SERVICE 
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EOR  THE  MEDICAL 
AND  DENTAL 
PROEESSIONS 


PM  FLORIDA 


233  Fourth  Avenue,  N.  E. 
St.  Petersburg,  Florida 
Phone  862-6903 


31-4B  John  Ringling  Blvd. 
Sarasota,  Florida 
Phone  388-1604 


12490  N.  E.  7th  Ave. 
Miami,  Florida 
Phone  751-2101 


ORLANDO 

151  1 Sligh  Blvd. 
Telephone  GA  5-3537 


Affiliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 


APPALACHIAN  HALL 


•ASHEVILLE 


EsUblished  1916 


NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convales- 
cence, drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  emoloycd.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalograph^’  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en 
suite. 

Wm.  Ray  Griffin  Jr.,  M.D.  Mark  A.  Griffin  Sr.,  M.D. 

Robert  A.  Griffin,  M.D.  Mark  A.  Griffin  Jr.,  M.D. 

For  rates  and  further  information  write  .Appalachian  Hall,  Asheville,  N.  C. 
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The  Bronchodilator  with  the  intermediate  dose  of  KI 


The  fast-disintegrating,  uncoated  tablet  gives  re- 
lief to  the  asthmatic  in  15  minutes.  The  ephedrine- 
phenobarbital  balance  eliminates  nervousness.  It 
relaxes  broncho-constriction,  liquefies  mucus-plug- 
ging and  is  buffered  for  tolerance. 

Each  tablet  contains  Aminophyllinc  130  mg., 
Ephedrine  HCl  16  mg.,  Phenobarbital  22  mg. 
(Warning:  may  be  habit-forming).  Potassium 

Iodide  195  mg.  Dosage:  One  tablet,  3 or  4 times 
a day.  Precautions:  Usual  for  aminophylline- 

ephedrine-phenobarbital.  Iodides  may  cause 
nausea,  and  very  long  use  may  cause  goiter.  Iodide 
contraindications:  tuberculosis,  pregnancy.  Issued 
in  lOO’s,  lOOO’s. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Also  available  as 

mu)dUiane.GG 

Formula  is  identical  to  Mudrane 
except  that  Glyceryl  Guaiacolate 
100  mg.  replaces  the  Potassium 
Iodide  as  the  mucolytic  expecto- 
rant. Issued  in  lOO’s  and  lOOO’s. 

and 

iTuidliane.GG 

ELIXIR 

The  formula  of  four  teaspoonfuls 
Elixir  equals  one  Mudrane  GG 
tablet.  Dosage  6 to  12  years: 
One  to  two  teaspoonfuls  3 or  4 
times  a day.  Under  6 years, 
adjust  dosage  according  to  age. 
Issued  in  pints  and  half  gallons. 


689 


J.  Florida  M.A.  October,  1964 


FLORIDA  MEDICAL  ASSOCIATION 

735  Riverside  Ave.,  P.  0.  Box  2411 
Jacksonville  3,  Florida 


Officers 


SAMUEL  M.  DAY,  M.D.,  President  

H.  PHILLIP  HAMPTON,  M.D,  President-Elect  

EUGENE  G.  PEEK  JR.,  M.D.,  \’ice  President  

FRANKLIN  J.  EVANS,  M.D.,  Speaker  of  the  House  

JAMES  T.  COOK,  M.D.,  \ ice  Speaker  

FLOYD  K.  HURT.  M.D.,  Secretary-Treasurer  

W.\RREN  W.  QUILLIAN,  M.D.,  Immediate  Past  President- 
\V.  H.AROLD  PARH.\M,  Executive  Director  


. Jacksonville 

Tampa 

Ocala 

Coral  Gables 

Marianna 

- Jacksonville 
Coral  Gables 
..  Jacksonville 


Councils 

JESSE  W.  C.\STLEBERRY,  M.D.,  Chairman,  Council  on  Allied  Professions  and  X'ocations  — .Orlando 

JERE  \V.  .ANNTS.  M.D..  Chairman,  Judicial  Council  — Lakeland 

JOSEPH  C.  VonTHRON,  M.D.,  Chairman,  Council  on  Legislation  and  Public  Agencies  Cocoa  Beach 

JACK  A.  McCRIS,  M.D.,  Chairman,  Council  on  Medical  Economics St.  Petersburg 

HUGH  CARITHERS  JR.,  M.D.,  Chairman,  Council  on  Medical  Education  and  Hospitals  Jacksonville 

IRVING  E.  H.\LL  JR.,  M.D.,  Chairman,  Council  on  Medical  Services  Bradenton 

RICH.^RD  C.  DEVER,  M.D.,  Chairman,  Scientific  Council Miami 

\V.\LTER  C.  P.\YNE  SR.,  M.D.,  Chairman,  Council  on  Special  .Activities  Pensacola 

EMMET  F.  FERGUSON  JR.,  M.D.,  Chairman,  Council  on  Specialty  Medicine  Jacksonville 

M.ASON  ROM.AINE  III,  M.D.,  Chairman.  Council  on  Voluntary  Health  Agencies  Jacksonville 
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Once  you  have  used  HEMA-COMBISTIX",”dip-and-read  test  for  urinary  blood, 
protein,  glucose,  and  pH,  it  may  become  a habit  to  test  every  patient’s  urine 
routinely  with  this  simple,  convenient  reagent  strip.  Most  of  the  answers  will 
be  “negatives,”  but  an  unexpected  “positive”  may  alert  you  to  se- 
rious pathology  even  before  related  symptoms  appear.  The  test  takes 
only  60  seconds.  As  basic  as  the  stethoscope... HEMA-COMBISTIX 
is  a good  habit  to  form.  □ Ames  Company,  Inc.,  Elkhart,  Indiana,  ee,*. 
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useful  in  airevranu^'  ------  - _ _ 

-psychic  tension  mixed  with  depressive  symptoms 
-psychic  tension  in  the  common  psychoneuroses 
-psychic  tension  intensified  by  concomitant 
somatic  disorders 


How  to  prescribe  Valium  (diazepam) 

Indications:  Valium  (diazepam)  is  of  use  in  dealing  with  anxiety  reac- 
tions stemming  from  stressful  circumstances  or  whenever  somatic  com- 
plaints are  concomitants  of  emotional  factors.  It  is  useful  in  psycho- 
neurotic states  manifested  by  anxiety,  tension,  fear  and  fatigue. 

Valium  (diazepam)  may  also  be  useful  in  acute  agitation  due  to  alcohol 
withdrawal. 

Valium  (diazepam)  may  be  of  use  to  alleviate  muscle  spasm  associated 
with  cerebral  palsy  and  athetosis. 


Dosage  and  administration 

Mild  to  moderate  psychoneurotic  reactions:  Mani- 
fested by  anxiety-tension  alone  or  with  depressive 
symptomatology,  agitation,  restlessness,  psycho- 
physiological  disturbances 

Severe  psychoneurotic  reactions:  Where  severe 
anxiety,  fear,  agitation,  aggression  or  hostility  ex- 
ist alone  or  with  depressive  symptoms 


Usual  daily  dose 
2 mg  to  5 mg, 

2 or  3 times 
daily 


5 mg  to  10  mg, 
3 or  4 times 
daily 


Alcoholism:  As  an  aid  in  symptomatic  relief  of  10  mg,  3 or  4 
acute  agitation,  tremor,  impending  or  acute  de-  times  during  the 
lirium  tremens  and  hallucinosis  first  24  hours; 

reducing  to  5 mg, 
3 or  4 times 
daily  as  needed 


Muscle  spasm  associated  with  cerebral  palsy  or  2 mg  to  10  mg, 
athetosis  3 or  4 times  daily 


Contraindications:  Valium  (diazepam)  is  contraindicated  in  infants,  pa- 
tients with  a history  of  convulsive  disorders  or  patients  with  a history  of 
glaucoma. 

Warning:  Valium  (diazepam)  is  not  of  value  in  dealing  with  psychotic 
patients  manifesting  anxiety  and  should  be  avoided  when  there  is  reason 
to  believe  the  patient  is  psychotic. 

Precautions:  In  elderly  or  debilitated  patients,  it  is  important  to  limit  the 
dosage  to  the  smallest  effective  amount  to  preclude  the  development  of 
ataxia  or  oversedation  (not  more  than  1 mg,  1 or  2 times  daily  initially, 
to  be  increased  gradually  as  needed  and  tolerated).  As  is  true  of  all 
CNS-acting  drugs,  until  the  correct  maintenance  dosage  is  established, 
patients  receiving  Valium  (diazepam)  should  be  advised  against  pos- 
sibly hazardous  procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  an  automobile  during  the  period  of  Valium 


(diazepam)  therapy  is  not  recommended.  In  general,  the  concurrent 
administration  of  Valium  (diazepam)  and  other  psychotropic  agents  is 
not  recommended.  If  such  combination  therapy  is  used,  careful  consid- 
eration should  be  given  to  the  pharmacology  of  the  agents  to  be  em- 
ployed with  Valium  (diazepam)  — particularly  with  known  compounds 
which  may  potentiate  the  action  of  Valium  (diazepam),  such  as  pheno- 
thiazines,  barbiturates,  MAO  inhibitors  and  other  antidepressants. 

Since  Valium  (diazepam)  has  a central  nervous  system  depressant  ef- 
fect, patients  should  be  advised  against  the  simultaneous  Ingestion  of 
alcohol  and  other  central  nervous  system  depressant  drugs  during 
Valium  (diazepam)  therapy.  Safe  use  of  Valium  (diazepam)  during 
pregnancy  has  not  been  established.  The  usual  precautions  are  indi- 
cated when  Valium  (diazepam)  is  used  in  the  treatment  of  anxiety  states 
where  there  is  any  evidence  of  impending  depression;  particularly  the 
recognition  that  suicidal  tendencies  may  be  present  and  protective 
measures  may  be  necessary.  The  usual  precautions  in  treating  patients 
with  impaired  renal  or  hepatic  function  should  be  observed. 

Side  effects:  In  clinical  use,  fatigue,  drowsiness  and  ataxia  have  been 
reported;  in  most  instances  these  are  dose-related  and  may  be  avoided 
by  proper  dosage  adjustment.  Mild  nausea  and  dizziness  may  occur  on 
occasion.  As  with  any  new  agent,  when  it  is  administered  for  protracted 
periods  of  time,  periodic  blood  counts  and  liver  function  tests  are  advis- 
able. Abrupt  cessation  after  prolonged  overdosage  may,  in  some  patients, 
produce  withdravYal  symptoms  (e.g.,  convulsions,  tremor,  abdominal 
and  muscle  cramps,  vomiting,  sweating)  similar  to  those  seen  with  bar- 
biturates, meprobamate  and  Librium®  (chlordiazepoxide  HCI).  Changes 
in  EEC  patterns  have  been  observed  in  patients  during  and  after  Valium 
(diazepam)  treatment. 

Paradoxical  reactions,  such  as  excitement,  depression,  stimulation, 
sleep  disturbances,  acute  hyperexcited  states  and  hallucinations  have 
been  reported.  Other  side  effects  noted  have  been  blurred  vision,  di- 
plopia, headache,  incontinence,  slurred  speech,  tremor  and  skin  rash. 
Valium  (diazepam)  is  available  as  5-mg  and  2-mg  tablets.  For  conven- 
ience and  economy  in  prescribing,  both  strengths  are  supplied  in  bottles 
of  50. 

Roche  Laboratories  endorses  the  principle  of  caution  in  the  administra- 
tion of  any  therapeutic  agent  to  pregnant  patients. 


ROCHE  LABORATORIES 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  N.J.  07110 
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After  Surgery:  B and  C vitamins  are  therapy 


Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
of  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
surgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B i (Thiamine Mononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B6  (Pyridoxine  HCI)  2 mg. 

Vitamin  Bi2  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  "re- 
minder" jars  of  30  and  100;  bottles  of  500. 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 


B-Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 

Neo-Synephriiie'sooner 

hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 

can  help  prevent  emergency  measures  later 

Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  ’A  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed,  G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (VjVo) 
and  children  (’AVo),  in  solutions  of  V»,  ’A  or  1 
per  cent. 


Winthrop  Laboratories 
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TUBERCULII\I,TINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THE ARM- 
UNCAPA  TINE  TEST- 
PRESS-DISCARD 
THAT  S ALL 
THERE  IS  TO  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 
They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare; 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 
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Of  507  patients  with  confirmed 
ear,  nose  and  throat  infections... 
465  or  91.7%  were  treated 
successfully  with  Signemycin* 


Note: 

Adams,*  whose  50  patients 
included  20  with  ENT 
infections,  stated  that 
Signemycin  "was  particu- 
larly valuable  in  infections 
that  did  not  respond  to 
other  antimicrobial  agents, 
and  in  patients  to  whom 
penicillin  could  not  be 
given.”  All  his  cases  re- 
sponded within  five  days; 
in  most  patients,  all  signs 
of  infection  disappeared  in 
three  days. 

•Adams,  J.:  J.  Term.  Med.  Ass. 
50:446,  Nov.,  1957. 


Condition 

No.  of 

No.  Cured  with 

Patients 

Signemycin 

Otitis  media 

90 

86 

Pharyngitis  and  laryngitis 

162 

148 

Sinusitis 

68 

55 

Tonsillitis  and  peritonsillitis 

163 

153 

Various 

24 

23 

Totals 

507 

465  (91 .7%) 

consistently  effective. ..often  when  others  fail 

Signemycin 


tetracycline  HCI,  167  mg.;  oleandomycin  PQnQI  iIdO  I 9RD  mn  ^ 
as  triacetyloleandomycin,  83  mg.  UdpoUlcb  Illy.; 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 


Brief  Summary  and  Bibliography  follow. 

Science  for  the  world's  well-being®  Since  1849 

PFIZER  LABORATORIES  Division,Chas.Pfizer&  Co..  Inc.  New  York,  New  York  1001 7 
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Air  vents 
in  the  filter. 

Carlton— the  first  cigarette  to 
combine  distinctive  blend, 
high  porosity  paper,  and  a new 
flavor-enriching  filter  with 
activated  charcoal  and  pre- 
cision air  vents. 


Test  results 
on  the  pack. 

On  every  pack,  on  every  car- 
ton of  Carlton  are  printed 
latest  "tar”  and  nicotine  test 
results  as  determined  in  pe- 
riodic analyses  by  an  inde- 
pendent research  laboratory. 


PZZ-.Zl-. 


*1963  J 9'/’  /?• 


ANALYSES  OF  THE  SMOKE  OF  SAMPLES  OF  CARLTON  CIGA- 
RETTES ARE^MAOE  PERIODICALLY  BY  AN  INDEPEND- 
ENT RESEARCH  LABORATORY.  ANALYSES  DURING  THE 
MOST  RECENT  TEST  PERIOD  PRIOR  TO  THE  MANUFAC- 
TURE OF  THE  CIGARETTES  IN  THIS  PACKAGE  AVERAGED: 


■TAR”*  3.9  MG  PER  cigarette 

NICOTINE  0.4  MG  per  cigarette 


•SMOKE  COMPONENTS  COMMONLY 
BUT  INACCURATELY  CALLED  “TAR”. 


Carlton.  Low  in  *'tar”  and  nicotine,  high  in  smoking  pleasure.  The  lightest 
smoke  of  all.  A cigarette  in  the  tradition  of... 

THE  AMERICAN  TOBACCO  COMPANY- FIRST  IN  CIGARETTE  RESEARCH. 


iVw/urf  of  < 


Tareyton 
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Of  1,088  patients  with  Confirmed 
skin  and  soft-tissue  infections... 
1,036  or  95.2%  were  treated 
successfully  with  Signemycin^ 


Note: 

Morador  et  al.*  obtained 
excellent  results  in  the 
treatment  of  185  out  of 
191  soft-tissue  infections, 
all  due  to  staphylococci. 
They  state:  "In  the  nnost 
serious  infections  occur- 
ring in  patients  with  im- 
paired resistance  (mainly 
diabetics)  we  have  had 
very  good  results  in  the 
control  of  the  infectious 
condition.”  In  these  stud- 
ies, incision  and  drainage 
were  employed  where 
indicated. 

Morador,  J.  L.  et  al.:  Antibiot. 
Ann.  1959-1960:716. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Abscesses,  various 

35 

34 

Abscess,  gluteal  or  perianal 

54 

52 

Burns,  infected 

331 

307 

Carbuncles  and  furuncles 

125 

122 

Cellulitis 

104 

102 

Lacerations  and  wounds,  infected 

142 

128 

Ulcers,  infected 

107 

106 

Various  superficial  infections 

190 

185 

Totals 

1,088 

1,036  (95.2%) 

consistently  effective. ..often  when  others  fail 

Signemycin 


capsules  (250  mg.) 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup.  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  foilow. 
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SIGNEMYCIN® 

Side  Effects:  Glossitis  and  allergic  reactions,  as 
well  as  severe  anaphylactoid  reactions,  have  been 
reported  as  rare  side  effects.  Should  significant 
reaction  or  idiosyncrasy  occur,  discontinue  medi- 
cation and  institute  countermeasures.  Use  of  tetra- 
cycline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause 
discoloration  of  developing  teeth.  Reduce  usual 
oral  dosage  and  consider  serum  level  determina- 
tions in  patients  with  impaired  renal  function  to 
prevent  possible  liver  toxicity  due  to  excessive 
accumulation  of  antibiotic  in  the  serum. 

Precautions:  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur.  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
indicated  by  susceptibility  testing.  Aluminum  hy- 
droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 
The  coloring  agents  used  in  Signemycin  Syrup  and 
Pediatric  Drops  may  produce  red  discoloration 
of  stools. 

Triacetyloleandomycin,  a constituent  of 
Signemycin.  administered  to  adults  in  daily  oral 
doses  of  1.0  Gm.  (3  Gm.  Signemycin)  for  periods 
of  more  than  ten  days  may  produce  hepatic  dys- 
function and  jaundice.  In  the  rare  patient  who  re- 


quires this  high  dosage  level  of  Signemycin  initially, 
liver  function  should  be  carefully  followed  and  dos- 
age should  be  reduced,  as  promptly  as  possible,  to 
the  usual  recommended  range  of  1 .0  to  2.0  Gm.  per 
day.  Therefore,  Signemycin  is  recommended  pri- 
marily for  the  treatment  of  acute  or  severe  infec- 
tions, with  treatment  restricted  to  a ten-day  period. 
If  clinical  judgment  dictates  continuation  of  therapy 
beyond  ten  days,  serial  monitoring  of  the  liver  pro- 
file should  be  carried  out,  including  BSP,  transam- 
inase, and  cephalin  flocculation  tests.  Changes 
observed  in  liver  function  were  reversible  follow- 
ing discontinuation  of  the  drug. 

Formulas:  Capsules:  250  mg.  Signemycin  (167  mg. 
tetracycline  HCI  and  83  mg.  oleandomycin  as  tri- 
acetyloleandomycin). 

Capsules:  125  mg.  Signemycin  (83  mg.  tetracy- 
cline HCI  and  42  mg.  oleandomycin  as  triacetylo- 
leandomycin). 

Syrup:  125  mg.  Signemycin  (tetracycline  equiva- 
lent to  83  mg.  tetracycline  HCI  and  42  mg.  oleando- 
mycin as  triacetyloleandomycin)  per  5 cc. 

Pediatric  Drops:  100  mg.  Signemycin  (tetracy- 
cline equivalent  to  67  mg.  tetracycline  HCI  and  33 
mg.  oleandomycin  as  triacetyloleandomycin)  per  cc. 

More  detailed  professional  information  available 
on  request. 
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Of  5,057  patients  with  confirmed 
infections  of  all  body  systems... 
4,731  or  93.5%  were  treated 
successfully  with  Signemycin^ 


Note: 

The  high  rate  of  response 
to  Signemycin  in  these 
cases  is  noteworthy  be- 
cause the  totals  include 
many  patients  with 
difficult-to-treat  infec- 
tions, many  whose 
infections  had  proved 
resistant  to  other  agents, 
and  many  who  had  been 
treatment  failures  on 
other  therapy.1-87 
In  addition  the  following 
criteria  were  used  for 
the  cases  cited:  (1)  only 
published  results  were 
used  (2)  results  were 
confirmed  by  clinical 
and/or  laboratory  find- 
ings (3)  patients  were 
cured,  not  "improved" 

(4)  dosage  conformed  with 
current  recommenda- 
tions in  the  United  States 

(5)  no  other  anti-infective 
agents  were  used  concomi- 
tantly (6)  no  instance  of 
prophylactic  use  was  in- 
cluded in  these  tabulations. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Ear,  nose  and  throat  infections 

507 

465 

Respiratory  infections 

1,028 

954 

Gastrointestinal  infections 

425 

387 

Genitourinary  infections 

748 

684 

Skin  and  soft-tissue  infections 

1,088 

1,036 

Bone  and  joint  infections 

71 

64 

Deep-seated  or  generalized  infections 

257 

251 

Obstetrical  & gynecological  infections 

341 

320 

Miscellaneous  conditions 

592 

570 

Totals 

5,057 

4,731  (93.5%) 

consistently  effective. ..often  when  others  fail 

Signemycin 

tetracycline  HCI,  167  mg.; oleandomycin  ponOI  iIqo  TORfl  mn  ^ 
as  triacetyloleandomycin,  83  mg.  UdpoUICO  Illy.; 

Also  available  as  Syrup.  Pediatric  Drops,  and  half-strength  Capsules 
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Feeling  better  is  part  of  getting  better 

Hasamal 


to  relieve  the  discomforts  of 
upper  respiratory  infections 


Each  HASAMAL  Tablet  contains;  16  mg.  ('A  gr.)  phenobar- 
bital  (Warning:  May  be  habit  forming),  162  mg.  (214  gr.) 
acetophenetidin,  162  mg.  (214  gr.)  acetylsalicylic  acid,  0.0325 
mg.  hyoscyamine  HBr,  0.0011  mg.  hyoscine  (scopolamine) 
HBr,  0.00065  mg.  atropine  sulfate. 

The  HASKELL  family  of  graduated  analgesics  . . . select  the 
analgesic  according  to  the  degree  of  pain:  HASAMAL— 
Formula  above.  HASACODE— Hasamal  formula  with  % gr. 
Codeine  Phosphate,  or  HASACODE  “STRONG”— Hasamal 
formula  with  14  gr.  Codeine  Phosphate.  (Warning;  May  be 
habit  forming.)  Narcotic  order  required  for  HASACODE  and 
HASACODE  “STRONG". 

Dose:  One  or  2 tablets  every  3 or  4 hours. 
Contraindications:  Do  not  use  in  patients  with  glaucoma  or 
in  elderly  patients  with  prostatic  hypertrophy. 

Precautions:  With  therapeutic  dose,  usually  no  side  actions 
are  observed.  However,  in  occasional  patients,  dryness  of 
mouth,  and  blurred  vision  may  be  encountered.  Should 
these  symptoms  occur,  the  dose  should  be  reduced.  Should 
soporific  action  or  sedation  be  encountered,  such  patients 
should  be  cautioned  against  driving  an  automobile  or  operating 
machinery. 


• relieve  pain  and  tensions 

• reduce  fever 

• stop  excessive  nasal  secretions 

• without  unwanted  diaphoresis 
(especially  important  for  ambulant  patients) 

original  Haskell  formulation 


ARNAR-STONE  LABORATORIES,  INC. 

CHARLES  C.  HASKELL  & COMPANY,  DIV. 

Mount  Prospect,  Illinois  • Richmond,  Virginia 
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Outwardly  calm... but  what  goes  on  inside? 


Appearances  on  the  outside  do  not 
necessarily  suggest  what  goes  on  in- 
side. This  is  particularly  true  of  the 
ulcer  patient,  who  may  appear  jolly 
and  unruffled  to  his  neighbors,  hut 
presents  to  you  the  classic  symp- 
toms; organic  and  functional  dis- 
orders of  the  G.I.  tract,  associated 
with  anxiety  and  tension. 

Consider,  when  you  see  him  next, 
the  value  of  pathilon®  sequels® 
with  Phenobarbital,  which  provides 
sustained  anticholinergic  protection 


from  spasm  and  pain  in  the  target 
areas,  as  well  as  sustained  pheno- 
barbital  action  against  triggering 
anxiety.  The  controlled  release  of  the 
active  ingredients  in  the  sequels® 
formulation  means  protective  medi- 
cation day  and  night. 

Effective  in  peptic  ulcer,  intestinal 
colic,  ileitis,  esophageal  spasm,  spas- 
tic colon,  alcohol-induced  G.I.  upsets, 
gastric  hypermotility  and  anxiety 
neurosis  with  G.I.  symptoms.  Should 
be  used  as  adjunct  to  other  measures. 


Side  Effects  (due  to  tridihexethyl 
chloride)  : dry  mouth,  blurring  of 
vision,  constipation. 
Contraindications:  urinary  bladder 
neck  obstruction;  glaucoma;  ob- 
structive congenital  anomalies  of  the 
gastrointestinal  tract;  pyloric  ob- 
struction; congenital  megacolon;and 
stenosing  gastric  or  duodenal  ulcer 
with  significant  gastric  retention. 

Also  available,  without  phenobar- 
bital, as  PATHILON®  Tridihexethyl 
chloride  sequels®  75  mg. 


Pathilon  Sequels’  with  Phenobarbital  Sustained  Release  Capsules 

Each  capsule  contains:  Tridihexethyl  chloride,  75  mg.,  and  phenobarbital,  45  mg. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


313-4 


r>  ® brand  of  phenylbutazone 

But3ZOlldin  Tablets  of  100  mg. 

Q . I ■ ® Each  capsule  contains: 

DUTqZOI  IQ  I D phenylbutazone,  100  mg. 

11^  dried  aluminum 

olKo  hydroxide  gel,  100  mg. 

magnesium 

trisilicate,  150  mg. 

homatropine 
methylbromide,  1.25  mg. 


It  works! 


Proved  by  over  a decade 
of  clinical  experience. 

Geigy  Pharmaceuticals 


Division  of  Geigy 


Chemical  Corporation 


Ardsley,  New  York 


“Gesundheit!" 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

‘EMPRAZIU 

TABLETS 

Each  layered  tablet  contains: 

'Sudafed'®  brand  Pseudoephedrine  Hydrochloride  20  mg. 
'Perazir®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 

To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  \«ith  one  product 
...specify  ‘Emprazil’. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 

Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine  — on  prescription  only— as 
‘EMPRAZIL-C’®  tablets 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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When  you  put  patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetried  it, they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert’s  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:41 1-423  (Aug- 
ust 4.  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines.  JAMA  179:719 
(March  3,  1962). 
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HEN  EXCESS  CO2  DAMPENS  BREATHING  TO  THE  DANGER  POINT 


fllVAN  (ethamivan)  DEEPENS  BREATHING  TO  THE  AROUSAL  POINT 


ELECTIVE  VENTILATING  AGENT  THAT  DEEPENS  BREATHING ...  IMPROVES  ALVEOLAR  VENTILATION ...  ENCOURAGES 
SATURATION  INCREASE ...  HELPS  LOWER  CO;  ACCUMULATION  IN  PATIENTS  WITH  RESPIRATORY  DEPRESSION 


:hronic  pulmonary  emphysema ..  ."a  potent  ven- 
tory  stimulant”^ 

icute  respiratory  depression... ‘‘prompt  lowering 
arterial  PCO2. . .without  the  concomitant  use  of  a 
pirator”^ 

;oma  and  severe  respiratory  depression... “a  val- 
)le  agent  not  only  to  stimulate  respiration,  but  as 
arousal  agent"^ 

respiratory  acidosis ..  .“demonstrated  effective- 
!S...even  when  oxygen  was  added“'* 

)arbiturate  poisoning. ..“mainstay  in. ..treatment”^ 

IVAN  (ethamivan)  for  intravenous  injection  in 
ergency  treatment  of  the  comatose  or  severely 
piratory-depressed  patient  (when  caused  by 
)ressant  drug  overdosage  or  severe  pulmonary 
olvement).  Ampuls  of  2 cc.  (100  mg.)  and  10  cc. 
0 mg.)  in  5%  aqueous  diethanolamine  solution. 

0 available:  ORALTablets— 60  mg.,  bottles  of  1 00; 

1 20  mg.,  bottles  of  100  and  1,000. 


Contraindications:  Known  or  suspected  epilepsy. 
Parenteral  use  is  contraindicated  when  side  effects 
of  coughing,  sneezing,  laryngospasm,  or  pruritus 
are  to  be  avoided.  Oral  Emivan  (ethamivan)  may 
sometimes  cause  wakefulness;  course  of  adminis- 
tration should  not  exceed  eight  weeks  at  a time. 
Consult  product  brochure  for  complete  information. 

REFERENCES:  1.  Silipo,  S.,  et  al.:  J.A.M.A.  177.378  (Aug.  12)  1961. 

2.  Aronovitch,  M.,  et  al.:  Canad.  M.A.J.  85:875  (Oct.  14)  1961.  3.  Miller. 

W.  F.,  et  al.:  J.A.M.A.  180:905  (June  16)  1962.  4.  Said,  S.  I.,  and 
Banerjee,  C.  M.:  Am.  J.  Med.  33:845  (Dec.)  1962.  5.  Wheeldon,  P.  J.. 
and  Perry,  A.  W.:  Canad.  M.A.J.  89:20  (July  6)  1963. 

FOR  INTRAVENOUS  INJECTION 

EMIVAN* 

|£]II(ETHAMIVAN) 


S.  VITAMIN  & PHARMACEUTICAL  CORPORATION  . ARLINGTON-FUNK  LABORATORIES.  DIVISION  • 800  SECOND  AVENUE.  NEW  YORK.  N Y 10017 
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Effective 

against  pathogens 
encountered 
daily... or  rarely 


Consistently  reliable 
against  common  bacterial 
infections,  Terramycin 
(oxytetracycline)  meets 
the  acid  test  of  broad- 
spectmm  effecti%'eness  by 
scoring  high  in  activity 


Brucella  rnelitcnsis 


against  many  recalcitrant  and 
less  frequently  encountered 
organisms  as  well.  Balantid- 
ium, Leptospira,  Pseudomonas, 
Listeria,  Shigella,  the  vibrios  — 
all  are  responsible  for 
difficult-to-treat  infections 
and  many  strains  are  suscep- 
tible to  oxytetracycline. 

\o  other  broad-spectrum 
antibiotic  has  been  employed 
in  such  a wide  variety  of 


Leptospira  icterohaeniorrhagiae 


The  microorganisms  shown 
here— ranging  from  common 
to  rare  and  refractory— demon- 
strate the  wide  spectrum  of 
Terramycin  (oxytetracycline) 
effectiveness. 

This  three-dimensional  sculptural 
rendition  of  microorganisms  was 
based  on  photomicrographs. 
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Diagrammatic  key  to  microorganisms 


1.  Spirillum  minus 

2.  Leptospira  icterohaemorrhagiae 

3.  Balantidium  coli 

4.  Brucella  melitensis 

5.  Pseudomonas  aeruginosa 

6.  Streptococci 

7.  Staphylococci 


/I 

Streptococci  Stapfiylococci 

infections  — common  or 
difficult  — caused  by  gram- 
positive or  gram-negative 
bacteria,  spirochetes,  rickett- 
siae,  protozoa  and  large 
viruses,  as  well  as  bacteroides 
and  Enterobiiis  vermiciilaris. 


Ahead  of  ifs  time  for  H years, 
Terramycin  (oxytetracycline) 
remains  a broadly  useful 
antibiotic  with  a world 
of  experience  to  support  its 
record  of  effectiveness,  safety 
and  practicality. 


Side  effects:  Glossitis  and  allergic 
reactions  have  been  reported  as 
rare  side  effects.  Use  of  oxytetra- 
cycline during  the  last  trimester  of 
pregnancy,  neonatal  period  and 
early  childhood  may  cause 
discoloration  of  developing  teeth. 
Reduce  usual  oral  dosage  and  con- 
sider serum  level  determinations 
in  patients  with  impaired  renal 
function,  to  prevent  possible  liver 
toxicity  due  to  excessive  accumu- 
lation of  antibiotic  in  the  serum. 


fialantidiuni  coli 


Precautions:  Overgrowth  of  non- 
susceptible  organisms  may  occur.  In 
such  cases,  discontinue  medication 
and  institute  appropriate  specific 
therapy  as  indicated  by  suscepti- 
bility testing.  Aluminum  hydroxide 
gel  given  with  antibiotics  has  been 
shown  to  decrease  their  absorption 
and  is  contraindicated. 

Formulas:  Terramycin  Capsules: 
oxytetracycline  ilCl,  250  mg.  and 
125  mg.  Terramycin  Syrup:  calcium 
oxytetracycline,  125  mg.  per  5 cc. 
Terramycin  Pediatric  Drops:  calcium 
o.xytetracycline,  100  mg.  per  cc. 
More  detailed  professional  infonnalion 
available  on  request. 


Science  for  the  world's  well-bein^^ 
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Terramycin 

oxytetracycline 

unique  properties  make  the  difference  in  difficult  or  routine  cases 


and  it’s  not  a once-over-lightly  one,  eithei*. 
All  rubber  stoppers  used  in  Lilly  ampoules  are 
sci'upulously  cleaned  with  a detergent  and  hot 
deionized  water  in  a special  washing  machine 
like  the  one  pictm'ed  above.  This  removes  any 
foreign  matter  adhering  to  them.  Then  the 
stoppers  are  autoclaved  at  120°  to  121  °C.  for 


one  hom\  They  are  now  clean,  sterile,  and 
ready  for  use.  In  case  the  stoppers  are  not 
used  within  seventy-two  hours,  they  are  re- 
turned for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safeguards 
to  insure  the  quality  of  the  finished  product 
and  to  protect  the  ultimate  user. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Aspiration  Biopsy 

A Useful  Tool  in  Cancer  Diagnosis 


Victor  D.  Dembrow,  M.D. 

MIAMI 

Aspiration  biopsy,  as  described  by  Martin  and 
Ellisi  in  1930,  is  a simple  method  of  obtaining 
cellular  material  from  an  accessible  tumor  by 
means  of  needle  puncture  and  syringe  suction.  A 
rapid  diagnosis  of  cancer  can  be  made,  avoiding 
with  considerable  advantage  an  incisional  biopsy. 
The  earliest  reference  to  this  procedure  in  the 
American  literature  was  made  by  Guthrie-  in 
1921,  who  reported  two  cases  diagnosed  by  aspira- 
tion biopsy.  One  was  Hodgkin’s  disease  of  a 
cervical  node  and  the  other  a cervical  node, 
metastatic  from  a nasopharyngeal  carcinoma. 
Both  were  readily  diagnosed  from  aspirated 
smears  and  he  predicted  widespread  use  of  this 
clinical  tool.  Yet  today,  the  method  is  still  limit- 
ed to  medical  centers  familiar  with  its  use  and 
many  pathologists  and  surgeons  ignore  its  ad- 
vantages. It  is  hoped  that  this  paper  will  stimu- 
late the  more  frequent  use  of  a proved  and  valu- 
able clinical  aid. 

History  and  Rationale 

For  the  development  of  this  technique  we  owe 
much  to  the  pioneering  efforts  of  Dr.  Hayes  E. 
Martin,  who  recognized  the  need  for  a rapid  and 
simple  method  of  cancer  diagnosis.  While  he  was 
working  at  Memorial  Hospital  in  New  York  City, 
an  institution  devoted  entirely  to  the  care  of  can- 
cer patients.,  this  need  became  apparent  from 
repeated  patterns  in  the  natural  history  of  can- 
cer. Dr.  James  Ewing,  at  that  time  Director  of 
Pathology  at  Memorial  Hospital,  taught  that  nat- 
ural barriers  to  the  spread  of  cancer  are  set  up 
by  the  body  which  are  disrupted  by  the  usual 
incisional  biopsy  techniques.  He  cited  numerous 
examples  of  rapid  dissemination  of  cancer  fol- 
lowing the  disruption  of  these  barriers. It 
seemed  reasonable  that  the  small  puncture  wound 

From  the  Department  of  Surgery,  Cedars  of  Lebanon  Hos- 
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in  the  tumor  produced  by  aspiration  biopsy  would 
be  less  likely  to  cause  this  problem. 

Ackerman  and  Wheat^  stated  that  these  ob- 
servations are  still  pertinent.  They  cited  the  use 
of  well  planned  aspiration  biopsy  to  prevent  con- 
tamination of  operative  fields.  Excision  of  the 
needle  tract  with  the  definitive  resection  avoids 
the  risk  of  implantation.  An  example  of  sarcoma 
of  the  upper  end  of  the  femur  was  described  in 
which  incisional  biopsy  produced  spread  of  the 
tumor  into  tissue  planes  beyond  reach  of  the 
disarticulation  performed  with  hope  for  cure. 

In  the  ensuing  paragraphs  the  various  appli- 
cations of  the  aspiration  biopsy  in  the  manage- 
ment of  the  cancer  patient  are  reviewed. 

Interference  With  Regional  Node 
Dissections 

Many  of  IMartin’s  cases  were  examples  of  the 
frequently  encountered  “lump  in  the  neck.”  Often 
these  represented  metastases  from  an  occult  pri- 
mary cancer  in  the  nasopharynx,  tonsil,  base  of 
the  tongue  or  thyroid.  The  practice  of  radical 
neck  dissection  was  being  revived  at  Memorial 
Hospital  in  1945  in  an  organized  surgical  program 
for  the  control  of  head  and  neck  cancer.  It  be- 
came apparent  that  a clean,  well  executed  neck 
dissection  could  not  be  performed  after  a previous 
excisional  biopsy  of  a cervical  lymph  node.  Such 
biopsies,  frequently  performed  with  poor  e.xposure 
and  through  limited  incisions,  often  resulted  in 
fragmentary  e.xcision  of  the  involved  lymph  node 
with  dissemination  of  liquefied,  necrotic  cancer 
throughout  the  planes  of  the  neck,  reducing  mark- 
edly the  chances  for  later  complete  surgical  re- 
section. 

Too  often  the  appearance  of  such  a node  in 
the  neck  is  the  stimulus  for  an  excisional  biopsy 
rather  than  a careful  search  for  a primary  cancer 
in  the  head  and  neck  area.  Haste  in  excising  a 
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Fig.  1.  — Hasty  incisional  biopsy  without  first 
searching  for  primary  tumor.  Primary  cancer  of  the 
epiglottis. 


Fig.  2.  — Total  laryngectomy  and  radical  neck  dis- 
section. Spread  of  cancer  in  tissues  of  neck  following 
incisional  biopsy  of  cervical  node. 


suspicious  node  without  first  examining  for  a pri- 
mary tumor  is  poor  medical  practice.  Figure  1 is 
an  example  of  such  a hasty  incisional  biopsy. 
The  patient  presented  with  an  asymptomatic  mass 
in  the  left  upper  portion  of  the  neck  of  three 
weeks’  duration.  The  biopsy  revealed  metastatic 
squamous  cancer  which  belatedly  led  to  an  ex- 
amination of  the  oral  cavity.  A 1 cm.  cancer  of 
the  epiglottis  was  found  on  mirror  examination 
of  the  larynx  and  the  patient  was  treated  by  to- 
tal laryngectomy  and  left  neck  dissection.  Fig- 
gure  2 shows  the  result  of  the  incisional  biopsy. 
Tumor  is  shown  streaming  through  the  sterno- 
mastoid  muscle,  released  from  its  restraining 
capsule  by  the  biopsy.  Aspiration  biopsy  in 
this  clinical  setting  readily  establishes  the  diag- 
nosis of  the  suspected  metastatic  squamous  can- 
cer. The  primary  tumor,  if  not  found  immedi- 
ately on  the  first  examination,  is  frequently-  dis- 
covered with  more  detailed  and  repeated  exami- 
nations such  as  nasopharyngoscopy,  indirect  and 


direct  laryngoscopy  and  cervical  esophagoscopy. 
With  both  the  primary  tumor  and  its  metastases 
discovered,  a rational  plan  of  combined  therapy 
can  then  be  pursued. 

Fungation  and  Hemorrhage 

Somatic  soft  part  sarcomas  and  certain  bone 
sarcomas  often  grow  under  great  pressure  by  a 
restraining  false  capsule  composed  of  fascial  en- 
velopments.  This  pressure  produces  central  ne- 
crosis due  to  ischemia.  Incisional  biopsy  may 
result  in  alarming  hemorrhage  and  extrusion  of 
necrotic  tumor.  The  chagrined  surgeon,  unable  to 
staunch  the  tlow  of  blood  or  to  contain  the 
tumor,  may  be  forced  to  pack  the  wound.  Funga- 
tion  of  the  tumor  through  a “simple  biopsy 
wound"  complicates  the  problem  and  makes  de- 
finitive surgery  more  difficult.  I'igure  3 shows  a 
I 7 year  old  white  male  with  a synovial  sarcoma 


Fig.  3.  — Synovial  .sarcoma.  Racking  in  incisional 
hiops\  wound.  Hemorrhage  and  fungation. 


Fig.  4.  — Aspiration  "clot”  (x80).  Papillary  cancer 
of  thyroid  in  cervical  lymph  node — occult  primary. 
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lion  clearly  showed  metastatic  papillary  thyroid 
cancer.  Note  the  well  defined  psammoma  bodies, 
papillary  fronds  and  the  abundance  of  tissue  ob- 
tained by  this  simple  method.  He  was  treated  by 
radical  neck  dissection  and  hemithyroidectomy 
en  bloc  without  contaminating  the  field  by  un- 
necessary incisional  biopsy. 

In  my  practice  this  approach  has  facilitated 
the  rapid  diagnosis  of  cancer  not  only  in  tumors 
of  the  head  and  neck  area,  but  in  somatic  soft 
part  sarcoma,  bone  sarcoma,  Hodgkin’s  disease 
and  reticulum  cell  sarcoma.  It  has  proved  useful 
during  thoracotomy  and  celiotomy  in  obtaining 
tissue  for  diagnosis  without  gross  contamination 
of  the  field  with  cancer  cells.  Cancer  of  the  breast 
may  be  diagnosed  accurately  by  this  method  and 
it  is  used  routinely  at  ^Memorial  Center  in  New 
York  City.^  In  primary  operable  cancer  of  the 
breast,  however,  it  has  no  particular  advantage 
over  the  widely  accepted  frozen  section  e.xcept  for 
some  reduction  in  operating  time.  Kaae^  discus- 
sed the  dangers  inherent  in  open  breast  biopsy 


Fig.  7.  — Infiltration  of  local  anesthetic. 


Fig.  8.  — Puncture  of  aspiration  site. 


Fig.  5.  — Advanced  cancer  of  the  breast.  Docu- 
mentation of  diagnosis  by  aspiration  biopsy. 


Fig.  6.  — Equipment  for  aspiration  biopsy. 

of  the  left  hip.  Two  weeks  prior,  an  attempted 
incisional  biopsy  resulted  in  this  comjtlication. 
He  was  referred  for  definitive  treatment  with  a 
gauze  packing  in  place  surrounded  by  infected, 
fungating  tumor.  Aspiration  biopsy  would  have 
established  the  presence  of  a malignant  tumor 
and  hemipelvectomy  could  have  been  offered 
earlier.  The  discomfort  and  delay  produced  by 
this  complication  could  have  been  avoided. 

Definitive  Surgical  Approach  Based  on 
Aspiration  Biopsy 

In  many  instances  the  surgeon,  armed  with 
the  knowledge  that  cancer  is  [)resent  from  the 
aspiration  bio[)sy,  is  able  to  perform  a definitive 
resection  as  a i)rimary  procedure.  This  may  be 
jjreferred  to  cutting  into  the  tumor  to  obtain  pre- 
liminary material  for  frozen  section.  With  in- 
creasing evidence  that  wound  im[)lantation  is  the 
result  of  poor  technique,'*  the  surgeon  is  obligated 
to  reduce  this  hazard.  Figure  4 shows  an  aspira- 
tion biopsy  of  an  upper  jugular  lymph  node  that 
suddenly  appeared  in  a 23  year  old  white  male. 
Careful  head  and  neck  e.xamination  revealed  no 
evidence  of  a primary  tumor,  but  the  node  aspira- 
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Fig.  9.  — Aspiration  of  the  tumor. 


Fig.  10.  — Collecting  aspirate  on  blotting  paper  for 
"dot.” 


and  questioned  whether  local  recurrence  is  not  oc- 
casionally due  to  wound  contamination. 

Documentation  of  Diagnosis 

The  literature  is  replete  with  instances  of  mis- 
taken clinical  diagnoses  of  cancer.  Histologic 
proof  of  cancer  is  mandatory  before  any  definitive 
therapy  is  undertaken.  Yet  frequently  to  obtain 
such  proof  by  formal  biopsy  may  seem  academic. 
Such  an  example  is  the  case  of  a far  advanced 
cancer  of  the  breast  (fig.  5)  with  fi.xed  axillary 
nodes  precluding  radical  mastectomy.  Before  pro- 
ceeding with  x-ray  therapy,  aspiration  biopsy  con- 
firmed the  diagnosis  and  made  the  case  suitable 
for  later  statistical  and  clinical  analysis  without 
disturbing  the  patient  or  incurring  additional 
hospitalization  expense. 

Technique  of  Aspiration  Biopsy 

Equipment  (fig.  6)  is  simple  and  readily  avail- 
able in  most  doctors’  offices.  It  consists  of  a 30  cc. 
syringe,  2 cc.  syringe.  No.  25  needle,  Xo.  18 
needles  (the  new  disposable  needles  are  alvva}"s 
sharp),  1 per  cent  lidocaine  hydrochloride  (Xy- 


locaine),  glass  microscopic  slides,  10  per  cent 
formalin,  No.  11  Bard  Parker  blade,  and  a rake 
or  applicator  stick  to  remove  tissue  from  the 
syringe. 

To  demonstrate  the  technique  of  aspiration 
biopsy,  figure  7 depicts  a 65  year  old  white  male, 
presenting  a slowly  growing  painless  mass  in  the 
right  parotid  area.  Aspiration  biopsy  is  being  per- 
formed to  establish  whether  this  tumor  is  a 
pleomorphic  adenoma  or  a cancer,  primary  or  sec- 
ondary in  the  parotid  area.  Preservation  of  the 
facial  nerve  and  possible  neck  dissection  will  de- 
pend on  the  result  of  this  biopsy.  After  cleansing 
the  skin,  a few  drops  of  lidocaine  hydrochloride 
are  injected.  The  .skin  is  then  nicked  with  a 
No.  11  blade  to  facilitate  entrance  of  the  No.  18 
needle  and  to  prevent  a fragment  of  cutaneous 
epithelium  from  being  included  in  the  biopsy 
sjtecimen  (fig.  8).  Then  holding  the  syringe  as 


Fig.  11.  — Preparation  of  "smear.” 


Fig.  12.  — Aspiration  "dot”  (x40).  Pleomorphic 
adenoma  of  parotid  gland. 


716 


Volume  51/Number  11 


DEMBROW:  ASPIRATION  BIOPSY 


shown  in  the  photograph  and  with  the  other  hand 
fixing  the  tumor  mass,  one  inserts  the  18  gauge 
disposable  needle  into  the  tumor  through  the  pre- 
viously made  skin  puncture.  With  practice  one 
learns  to  recognize  the  distinctive,  abrupt  lessen- 
ing of  resistance  as  the  needle  penetrates  the 
tumor  capsule. 

As  the  tumor  is  entered,  the  plunger  is  then 
withdrawn  half  way  or  more,  maintaining  a high 
vacuum  within  the  syringe  (fig.  9).  The  needle  is 
then  advanced  back  and  forth  in  the  tumor,  with 
several  short  strokes  and  change  of  direction  of 
the  needle  so  that  the  fragments  of  the  tumor 
entering  the  needle  are  severed  from  their  attach- 
ments. The  needle  is  withdrawn  and  the  aspirate 
is  collected  from  the  barrel  of  the  syringe  and 
placed  on  a square  of  blotting  paper  (fig.  10). 
This  is  designated  the  “clot”  and  is  placed  in  10 
per  cent  formalin.  It  will  be  prepared  by  the 
pathologist  by  routine  paraffin  sections. 

The  remaining  material  is  placed  on  a glass 
slide  (fig.  11)  and  a thin  smear  is  prepared  as 
shown  in  the  photograph.  Smears  may  be  placed 
in  95  per  cent  alcohol  or  air  dried.  They  are  par- 
ticularly useful  in  metastatic  squamous  cancer 
and  can  be  read  in  a few  minutes  after  being  stain- 
ed. Occasionally  an  extremely  vascular  tumor  will 
yield  mostly  blood  on  aspiration,  which  clots  read- 
ily in  the  syringe.  This  entire  clot  can  be  sent 
in  formalin  for  sectioning  and  often  the  diagnosis 
can  be  made  from  the  clumps  of  tumor  cells  sus- 
pended therein  (fig.  12).  This  is  the  “clot” 
aspirated  from  the  parotid  tumor  and  it  was  read 
by  the  pathologist  as  a pleomorphic  adenoma. 
With  this  preoperative  information,  a superficial 
parotid  lobectomy  with  dissection  and  preservation 
of  the  facial  nerve  was  performed. 

Comment 

As  with  most  procedures,  aspiration  biopsy  has 
its  limitations.  Close  cooperation  and  communica- 
tion between  the  pathologist  and  the  surgeon  are 
imperative  for  consistently  accurate  diagnosis. 
The  pathologist  must  be  given  all  pertinent  clini- 
cal data  which  may  help  him  in  arriving  at  a diag- 
nosis, including  the  exact  location  of  the  tumor. 


history  of  previous  cancer  and  laboratory  data  of 
significance.  Likewise,  the  pathologist  should  be 
alert  to  the  natural  history  of  cancer  in  the  region 
under  suspicion  and  must  be  thoroughly  familiar 
with  the  cytology  of  tumor  aspirates.  Practice  in 
reading  aspiration  biopsies  is  readily  available 
for  these  may  be  prepared  from  surgically  re- 
moved specimens. 

Implantation  of  tumor  in  the  needle  tract  has 
been  reported  rarely  and  can  be  completely  avoid- 
ed if  the  site  is  excised  at  the  time  of  definitive 
surgery.  The  aspiration  site  should  be  planned 
and  marked  with  this  procedure  in  mind. 

It  must  be  stressed  that  negative  results  of 
aspiration  do  not  rule  out  cancer  and  frequently 
repeat  aspiration  may  be  necessary.  Incisional 
biopsy  is  always  performed  when  confirmation  of 
the  diagnosis  cannot  be  obtained  by  the  aspiration. 
Incisional  biopsy  is  the  procedure  of  choice  in 
ulcerated  tumors,  cancer  of  the  breast,  deep  inac- 
cessible tumors,  and  lymphomas  in  which  the 
pathologist  requires  the  entire  node  for  detailed 
architectural  study. 

Summary 

The  historical  background  of  aspiration  biopsy 
is  given,  establishing  its  usefulness  as  an  aid  to 
rapid  diagnosis  of  cancer  in  accessible  tumors. 

Applications  of  aspiration  biopsy  in  various 
clinical  settings  are  discussed  in  detail,  particular- 
ly its  role  in  providing  a tissue  diagnosis  for  defin- 
itive treatment  and  thereby  diminishing  the  risk 
of  surgical  implantation. 

The  technique  is  demonstrated  in  detail,  and 
its  advantages  and  limitations  are  outlined. 
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The  Present  Status  of  Steriod 
Therapv  in  Ulcerative  Colitis 


Jared  C.  Kniffex,  M.D. 
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The  purpose  of  this  paper  is  to  review  the  cur- 
rent status  of  steroids  in  the  treatment  of  idio- 
pathic ulcerative  colitis.  Although  much  informa- 
tion has  appeared  in  the  literature  regarding  their 
relative  effectiveness,  the  best  mode  of  administra- 
tion and  the  incidence  of  complications,  most  re- 
])orts  have  been  based  on  uncontrolled  observa- 
tions, without  significantly  large  jiopulations  or 
statistical  analysis.  Recently,  to  evaluate  the  posi- 
tion of  steroids  and  related  compounds  in  the 
treatment  of  ulcerative  colitis,  several  controlled 
therapeutic  trials  have  been  performed  providing 
comparative  studies,  with  randomization  of  pa- 
tients and  systematic  prospective  observations. 

Evaluation  of  Steroid  Therapy 

It  is  thought  that  a review  of  these  recent 
studies  may  provide  meaningful  information  re- 
garding the  effectiveness  and  limitations  of  this 
mode  of  therapy. 

1.  Most  patients  treated  with  steroids  will 
have  a full  remission  or  are  improved.  Truelove 
and  Witts, ^ through  the  aegis  of  the  Medical  Re- 
search Council  of  England,  evaluated  steroid 
therapy  in  210  patients  from  five  area  hospitals 
who  were  randomized  into  equal  groups  and  treat- 
ed for  si.\  weeks.  One  group  was  treated  with  100 
mg.  of  cortisone  every  day  and  the  other  group 
with  a dummy  preparation.  They  observed  that 
69  per  cent  of  the  patients  in  the  cortisone-treated 
group  had  a full  remission  or  were  improved  as 
compared  to  only  41  per  cent  of  the  patients  treat- 
ed with  placebo. 

2.  Cortisone  is  beneficial  in  attacks  of  ulcera- 
tive colitis  of  all  grades  of  severiU',  both  first  at- 
tacks and  in  relapse  of  established  disease.’  In 
the  same  stud\-  these  authors  observed  that  in 
every  stage  of  severity  of  the  illness  and  in  first 
attacks  and  relapses  the  cortisone-treated  patients 
did  better  than  the  corresponding  control  patient. 

3.  The  patients  with  milder  forms  of  the  dis- 
ease show  a higher  percentage  of  favorable  re- 
sults.i  Thus,  cortisone  is  worthy  of  trial  in  all 
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patients  irrespective  of  the  severity  of  the  illness, 
unless  specific  contraindications  for  their  use  e.xist. 

4.  Cortisone  and  ACTH  are  equally  effective 
in  therapy  of  the  initial  episode.-  In  a study  in- 
volving 169  patients  admitted  to  the  hospital  dur- 
ing the  first  episode  of  ulcerative  colitis,  a com- 
parison was  made  between  the  effect  of  oral  corti- 
sone, 50  mg.  four  times  a day,  and  intramuscular 
.ACTH  gel  80  units  per  day.  Truelove  and  Witts- 
observed  that  the  clinical  response  in  the  patients 
treated  with  cortisone  or  .ACTH  was  essentially 
equal. 

5.  In  the  treatment  of  patients  in  relapse. 
-ACTH  is  more  effective  than  oral  steroids.  True- 
love  and  Witts-  found  that  70  per  cent  of  the  pa- 
tients had  a full  remission  on  .ACTH  in  contrast 
to  37  per  cent  of  patients  treated  with  cortisone. 
The  superiority  of  .ACTH  was  observed  even  in 
the  patients  responding  to  corti.sone  in  their  first 
episode. 

6.  The  optimal  dose  of  oral  prednisone  is  40 
mg.  jjer  day  which  produces  fewer  side  effects 
than  60  mg.  and  significantly  greater  therapeutic 
benefits  than  20  mg.  Baron  and  his  associates-’ 
compared  the  effectiveness  of  20,  40,  and  60  mg. 
of  prednisone  in  the  treatment  of  active  ulcerative 
colitis  in  58  patients  in  an  outpatient  clinic  over 
a fi\  e week  period.  They  found  symptomatic  im- 
provement more  often  in  patients  given  40,  or  60 
mg.  per  day  than  those  given  20  mg.  per  day. 
The  incidence,  however,  of  side  effects  such  as 
moon-facies,  acne,  hypertension  and  edema  was 
higher  among  patients  given  60  mg.  per  day. 
Thus.  40  mg.  of  prednisone  is  the  optimal  dose. 

7.  .After  a full  or  partial  remission  has  been 
achieved,  maintenance  therap\'  with  reduced  doses 
of  steroids  does  not  alter  the  relapse  rate.  In  the 
study  of  Truelove  and  Witts,-  the  relapse  rate 
during  an  18  month  observation  period  was  49 
per  cent  in  patients  on  a maintenance  dose  of  50 
mg.  of  cortisone  per  day  and  42  per  cent  in  pa- 
tients treated  with  placebo. 

8.  The  topical  use  of  steroids  by  rectal  in- 
stillation in  enema  form  is  effective.  Truelove  and 
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Hambling*  initially  suggested  this  therapy  in  the 
form  of  hydrocortisone  hemisuccinate  sodium, 
100  mg.  dissolved  in  100  cc.  of  saline  given  as  a 
retention  enema  twice  a day.  Two  independent 
double  blind  control  trials  were  carried  out,  and 
showed  a marked  superiority  of  local  steroids  over 
a dummy  preparation.* In  general,  however,  this 
treatment  has  been  used  for  left-sided  colitis  or 
the  milder  forms  of  the  disease  and  a satisfactory 
trial  has  not  been  made  in  the  more  extensive 
forms  of  universal  ulcerative  colitis.  Local  corti- 
costeroid treatment  with  a solution  of  prednisolone 
21 -phosphate,  which  is  stable  and  can  be  pre- 
packed in  plastic  bags,  has  likewise  been  shown 
to  be  effective  in  the  controlled  therapeutic  trial 
conducted  by  Matz.® 

9.  In  spite  of  the  beneficial  effects  of  ACTH 
and  steroids,  their  use  is  not  without  hazard.  A 
study  of  340  cases  for  as  long  as  10  years  by 
Spencer  and  his  associates^  illustrated  a striking 
incidence  of  complications.  A Cushingoid  appear- 
ance was  almost  universal  and  in  approximately 
50  per  cent  of  the  patients  serious  complications 
such  as  infection,  osteoporosis,  hypertension,  dia- 
betes, psychosis  and  hypokalemia,  developed. 

Summary  and  Conclusions 

The  present  status  of  steroid  therapy  in  the 
treatment  of  ulcerative  colitis  has  been  reviewed 
in  the  light  of  recent  controlled  clinical  trials.  At 
present,  the  following  can  be  stated  regarding  ef- 
fectiveness and  limitations  of  steroid  therapy. 

1.  Steroids  will  effect  a full  remission  or  im- 


prove most  patients  with  ulcerative  colitis. 

2.  Steroids  are  beneficial  in  the  treatment  of 
first  attacks  and  in  patients  in  relapse. 

3.  Steroids  are  more  effective  in  the  milder 
forms  of  the  disease. 

4.  Cortisone  and  ACTH  are  equally  effective 
in  the  treatment  of  the  initial  episode. 

5.  ACTH  is  more  effective  than  steroids  in 
the  treatment  of  patients  in  relapse  regardless  of 
the  initial  form  of  therapy. 

6.  The  optimal  dose  of  steroids  is  prednisone 
40  mg.  per  day  or  equivalent  doses. 

7.  Maintenance  therapy  with  steroids  does 
not  alter  the  relapse  rate. 

8.  Topical  use  of  steroids  is  effective. 

9.  In  approximately  50  per  cent  of  patients 
on  maintenance  steroid  therapy  serious  complica- 
tions will  develop. 
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Under  the  able  leadership  of  Dr.  Clifford  C.  Snyder,  the  .\rchives  Committee  of  the  Florida  Medical  .Association 
inaugurated  a program  to  obtain  adequate  biographical  data  on  each  of  the  members.  The  .Association,  from  time  to 
time,  receives  requests  for  such  data  and  is  often  embarrassed  to  be  unable  to  supply  them.  .Archives  Data  Forms 
were  mailed  to  the  members  according  to  age  decades:  those  over  60  years,  mailed  in  1960;  those  SO  to  60,  mailed 
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Improper  Use  of  the  Walking  Heel 


With  Case  Presentation 

T.  Hartley  Davis,  M.D. 

OCALA 

The  purpose  of  this  paper  is  to  point  out  the 
possible  damage  which  can  occur  in  the  treatment 
of  ankle  fracture  following  the  use  of  the  walking 
heel  incorporated  in  the  cast,  and  to  illustrate  the 
unfortunate  selection  of  cases  in  which  this  form 
of  apparatus  is  not  only  not  useful  but  is  specifi- 
cally contraindicated.  In  case  of  a fracture  of  the 
shaft  of  the  fibula  or  of  the  tibia  in  which  impac- 
tion of  the  fragments  is  desired,  the  walking  heel 
might  be  useful  provided  one  uses  a tight  cast  to 
prevent  the  possibility  of  angulation  of  the  shaft 
alignment.  A walking  heel  should  never  be  used 
on  a cast  when  the  shafts  of  both  the  tibia  and 
fibula  are  fractured  at  the  same  level.  In  some 
cases  of  single  malleolus  fracture  in  which  the 
ankle  joint  is  stable  and  impaction  of  the  frag- 
ments is  desired,  the  walking  heel  might  also  be 
useful. 

Certainly,  in  the  treatment  of  fractures  of  the 
tarsal  bones,  particularly  the  os  calcis  and  the 
astragulus,  the  walking  heel  will  tend  to  worsen 
the  position  of  the  fragments.  In  fractures  of  the 
metatarsal  bones,  the  use  of  the  walking  heel  could 
cause  an  upward  bowing  of  the  shafts  of  these 
bones  and  cause  angulation  of  the  fracture  sites 
if  they  were  in  the  shaft.  In  the  case  of  multiple 
malleolus  fractures,  either  bimalleolar  or  trimalleo- 
lar fractures,  an  unstable  ankle  joint  is  always 
produced.  If,  in  the  treatment  of  these  fractures, 
after  perfect  reduction,  pressure  is  added  from  be- 
low, as  a patient’s  weight  upon  a walking  heel,  the 
reduction  will  collapse  and  the  ankle  mortise  will 
be  badly  distorted. 

Report  of  Case 

white  woman,  84  years  of  age,  weighing  180  pounds, 
fell  and  fractured  the  left  ankle  (Irimalleoar  fracture). 
The  fragments  were  all  in  good  position  after  application 
of  a cast  to  the  knee.  .X  walking  heel  was  installed  on 
the  cast  in  good  position.  Reduction  of  all  three  frac- 
tures was  excellent. 

Two  months  later  the  patient  was  in  so  much  pain 
that,  while  in  another  city,  she  went  to  an  orthopedist 
who  had  x-rays  made  with  the  cast  still  On  as  shown  in 
the  accompanying  illustration.  It  will  be  seen  that  the 
astragulus  has  pushed  its  external  superior  corner  upward 
between  the  fragments  of  the  fibula  and  separated  them 
widely.  In  so  doing,  the  astragulus  shifted  laterally 
about  2 cm.  and  pulled  with  it  the  internal  malleolus  of 
the  tibia  a like  distance,  completely  removing  it  from 
its  position  of  reduction.  .\lso,  the  upper  surface  of  the 
astragulus  has  rubbed  against  the  lower  (joint)  surface 


of  the  tibia  and  practically  all  of  the  joint  cartilage  from 
these  two  areas  is  gone.  This  loss  of  cartilage  produces 
a most  painful  situation  in  the  ankle  joint.  The  pa- 
tient now  has  such  a painful  ankle  joint  that  she  cannot 
bear  any  weight  on  this  foot. 

Comment 

It  is  obvious  that  this  patient  had  a perfect 
reduction  and,  had  she  not  walked  on  the  cast, 
she  could  have  had  perfect  results.  Many  persons, 
including  some  orthopedists,  believe  that  the  pres- 
sure in  a walking  cast  is  transmitted  to  the  head 
of  the  fibula  and  to  the  medial  tibial  plateau.  I 
have  proved  that  this  concept  is  incorrect  by  a 
simple  experiment  which  shows  that  most  of  the 
weight  is  borne  by  the  heel. 

tight  plaster  cast  was  built  around  the  foot 
and  leg  of  a 127  pound  subject,  after  I had  previ- 
ously placed  under  her  heel  and  mid  foot  the  blad- 
der of  a sphygmomanometer  with  the  two  tubes 
extending  out  through  the  lateral  wall  of  the  cast. 


Figure  1. 
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One  of  these  tubes  was  connected  to  a pressure 
bulb  and  the  other  to  the  mercury  manometer  to 
measure  the  variations  in  pressure,  if  an\’,  as  the 
subject’s  posture  varied  from  standing  to  walking 
to  sitting.  The  same  experiment  was  then  repeated 
with  the  rubber  bladder  inside  the  subject’s  shoe 
under  her  heel  and  midfoot  in  the  same  position 
as  in  the  cast  to  compare  pressures. 

Pressure  variations  in  cast: 

Standing  with  weight  equalh-  divided  on  both  feet: 
Pressure  of  200  mm.  Hg  advanced  to  160  mm. 
Hg  (cast) 

Standing  with  all  weight  on  left  foot  (cast): 
Pressure  of  20  mm.  Hg  advanced  to  260  mm. 
Hg 

Pressure  variations  while  walking  (foot  in  cast): 
Weight  off  foot  in  cast — 10  mm.  Hg 
Weight  on  foot  in  cast — 140  to  160  mm.  Hg 
Weight  off  foot  in  cast — 10  mm.  Hg 
Weight  on  foot  in  cast — 140  to  200  mm.  Hg 
Weight  off  foot  in  cast — 10  mm.  Hg 
Weight  on  foot  in  cast — 140  to  210  mm.  Hg 
Pressure  in  shoe: 

Weight  on  both  feet  equally  divided 
Pressure  of  20  mm.  Hg 
advanced  to  130  mm.  Hg 
Standing  with  all  weight  on  one  foot 


Pressure  of  20  mm.  Hg 
advanced  to  200  mm.  Hg 
Walking  in  shoes: 

Step  on  foot — 30  mm.  Hg.  advanced  to  240 
mm.  Hg 

Step  on  foot — 30  mm.  Hg  advanced  to  250 
mm.  Hg 

Step  on  foot — 30  mm.  Hg  advanced  to  255 
mm.  Hg 

Step  on  foot — 30  mm.  Hg  advanced  to  245 
mm.  Hg 

It  is  to  be  noted  that  these  pressures  were 
measured  not  by  a spring  device  but  by  the  weight 
of  a column  of  mercury. 

Summary 

It  is  shown  by  a simple  exjjeriment  and  by  a 
case  report  that  the  walking  heel  transmits  pres- 
sure directly  to  the  bottom  of  the  foot,  mainly 
to  the  heel  and  not  to  the  head  of  the  fibula  nor 
to  the  medial  tibial  plateau  as  some  incorrectly 
have  thought. 

This  experiment  was  not  original  with  me. 
It  was  suggested  to  me  by  Dr.  Carlo  Scuderi  of 
Chicago. 

123  South  IMagnolia  Street. 


JSaiTolic  Notice  to  All  Phy.siciaiis 


Please  be  advised  that  the  classification  of 
dihydrohydroxycodeinone  ( oxycodone  ) was 
changed  as  of  July  3,  1964,  from  “Class  B”  to 
“Class  .A,”:  therefore  it  will  no  longer  be  permis- 
sible for  pharmacists  to  accept  prescriptions  for 
this  drug  over  the  telephone.  There  are  many 
])reparations  containing  o.xycodone.  Some  of  the 
better  known  are  Percodan,  Percodan-Demi,  Per- 
cobarb,  Percobarb-Demi,  and  Xucodan.  The  au- 
thority for  this  statement  is  the  Registrants 
Mimeograph  Xo.  154  from  the  Treasury  Depart- 
ment, Bureau  of  Xarcotics,  Washington  25,  D.  C., 
which  is  quoted  in  part  below: 

“Signed,  Written  Prescription  Required — Ef- 
fective July  3,  1964,  preparations  containing 
o.xycodone  may  be  dispensed  by  pharmacists 
pursuant  to  a physician’s  signed  and  written 
prescription  only,  irrespective  of  when  the 
product  was  produced  or  purchased.  Until 
July  3,  1964,  these  preparations  may  be  dis- 
])en.sed  by  pharmacists  on  oral  or  written  pre- 


scriptions and  from  packages  labeled  either  as 
“Class  A”  or  “Class  B.” 

May  we  also  call  to  your  attention  that  it  is 
illegal  for  your  employees  (nurses,  technicians, 
secretaries,  etc.)  to  telephone  prescriptions  for 
anything  to  pharmacists;  i.e.  narcotics,  barbitu- 
rates, amphetamines,  or  so-called  “legend  drugs.’’ 
To  do  so  is  a violation  of  the  Medical  Practice 
.Act,  Chapter  458  FS.A;  Pharmacy  Law,  Chapter 
465  FS.A;  Xarcotic  Drug  Law,  Chapter  398  FS.A; 
Barbiturate  Law,  Chapter  404  FS.A.  To  allow 
such  practice  places  you  in  the  position  of  a con- 
spirator and  liables  \’Ou  equally  under  the  law. 
Infractions  of  the  law  will  be  reported  to  the 
Florida  State  Board  of  Medical  Examiners  for 
possible  disciplinary  action. 

Please  govern  yourselves  accordingly, 
s/  Frank  S.  Castor,  Director 

Florida  State  Board  of  Health 
Bureau  of  Xarcotics,  and 
Homer  L.  Pearson,  M.D.,  Director 
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Clinicopathological 

Conference 

Universilv  of  Florida  College  of  Medicine 


A 42  year  old  white  married  housewife  was 
admitted  to  the  University  of  Florida  Teaching 
Hospital  13  days  prior  to  death  with  the  chief 
complaint  of  weakness. 

Present  Illness. — She  was  first  seen  in  the 
General  Clinic  three  weeks  before  admission  with 
the  same  complaint.  She  had  been  in  relatively 
good  health  until  May  1959,  six  months  prior  to 
admission.  .At  that  time  vague  pain  developed  in 
the  right  flank  similar  to  that  she  had  previously 
experienced  with  pyelonephritis.  Her  family  phy- 
sician thought  this  symptom  was  related  to  family 
stress  and  treated  her  for  ‘‘nerves”  with  an  un- 
known medication.  Five  months  prior  to  admis- 
sion she  noted  the  gradual  onset  of  generalized 
weakness  and  diffuse,  nocturnal  soreness,  without 
cramps,  in  the  proximal  muscles  of  both  lower 
extremities.  Her  legs  sometimes  felt  numb  and 
her  feet  became  cold  in  association  with  the  numb- 
ness. There  was  no  apparent  relation  of  this  diffi- 
culty to  e.xertion  or  to  position.  Partial  relief  was 
obtained  by  placing  a pillow  under  her  knees  and/ 
or  by  leg  massage.  This  symptom  gradually  pro- 
gressed to  become  a regular  nocturnal  event  and 
by  three  months  prior  to  admission  assumed  a 
diurnal  pattern  as  well. 

Extensive  dental  caries  were  noted  and  extrac- 
tions were  planned  on  the  possibility  that  her 
symptoms  might  be  related.  Two  months  prior  to 
admission  her  difficulties  were  supplemented  by 
anorexia  and  frequent  nausea  without  vomiting, 
and  she  confined  her  diet  almost  entirely  to  soup 
and  bread.  .About  this  time  she  also  began  to  ex- 
perience occasional  dysphagia  with  both  solid  and 
liquid  food  which  seemed  to  stick  behind  the 
breastbone.  In  addition,  there  appeared  to  be 
perioral  tightness  with  difficulty  in  fully  opening 
her  mouth.  Episodic,  transient  bouts  of  ill-defined, 
diffuse,  epigastric  distress  and  fullness,  unrelated 
to  food  or  time,  and  unassociated  with  eructations 


M.D.,  .Assistant  Professor  of  Pathology 
Oeorge  T.  Harrell.  M.D.,  Dean  and  Professor  of  Medicine. 

or  flatus,  began  to  occur.  By  one  month  prior  to 
admission  her  weight  had  fallen  from  her  normal 
165  pounds,  which  she  had  weighed  in  June,  to 
138  pounds.  The  dental  extractions  were  deferred 
b\'  her  dentist  because  of  her  “physical  condi- 
tion.” 

.At  this  time  her  family  physician  found  her 
“severe  weakness  incompatible  with  the  physical 
examination  and  the  laboratory  findings.”  He  did, 
however,  note  a hemoglobin  level  of  10  Gm.  per 
hundred  milliliters  and  started  the  patient  on  bi- 
weekly injections  of  “liver”  extract  as  well  as 
multivitamin  capsules.  She  reported  some  initial 
subjective  improvement  following  this  treatment, 
but  subsequently  she  continued  to  feel  progres- 
sively weaker  with  pronounced  weakness  and  sore- 
ness in  the  thighs  and  on  this  account  virtually 
confined  herself  to  bed.  During  this  period  noc- 
turnal sweating  and  fever  with  transient  bouts  of 
delirium  manifested  by  incoherent  speech  and  un- 
coordinated ocular  movements  appeared.  Such 
episodes  lasted  one  to  two  hours,  with  subsequent 
amnesia  for  the  event.  No  temperature  record  was 
kept.  Throughout  this  period  she  became  de- 
pressed with  frequent  crying  spells  and  insomnia, 
as  well  as  temper  outbursts  without  overt  provo- 
cation. 

P.AST  History. — She  had  viral  pneumonia  and 
concomitant  pyelonephritis  in  1955  and  recurrent 
pyelonephritis  in  1956.  These  were  described  as 
having  typical  symptoms  and  there  was  a good  re- 
sponse to  treatment  with  medications  of  unknown 
type  without  sequelae. 

Family  History. — Family  adversities  and  re- 
lated an.xiety  on  the  part  of  the  patient  were 
acknowledged  in  the  period  of  four  years  that  the 
patient  had  lived  in  Florida.  Xo  history  of  previ- 
ous emotional  instability  in  the  patient  or  her 
family  could  be  elicited. 
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Review  of  systems. — The  patient  denied  en- 
largement of  the  neck  and  gave  no  history  of  heat 
or  cold  intolerance,  palpitation,  tremor  or  recent 
menstrual  changes.  There  was  an  equivocal  his- 
tory of  hoarseness  and  since  taking  to  bed  she 
had  noted  two  three  day  bouts  of  constipation 
with  black  stools.  Skin,  hair  and  speech  changes 
were  denied.  There  was  no  specific  history  of  bar- 
biturate use  and  urine  color  changes  were  denied. 
She  gave  no  history  of  exposure  to  tuberculosis,, 
toxins  or  ingestion  of  raw  meat. 

Physical  Examination  in  the  Clinic. — The 
pulse  rate  was  92,  respirations  20  and  blood  pres- 
sure 100/80  mm.  Hg.  She  was  5 feet  3 inches  tall 
and  weighed  138  pounds.  She  was  a well  develop- 
ed, well  nourished  alert  and  cooperative  white 
woman  who  appeared  somewhat  obese  and  chron- 
ically ill  with  a generalized  pallor  and  a round 
puffy  face.  Her  feet  were  cold,  but  skin  tempera- 
ture was  otherwise  normal  and  there  were  no 
noted  abnormalities  on  the  skin  or  in  the  hair  tex- 
ture although  the  eyebrow  hair  was  sparse.  Fun- 
duscopic  examination  revealed  multiple  discrete, 
yellow-white  opacities  bilaterally,  most  of  which 
were  in  a perivascular  distribution.  The  teeth  were 
grossly  carious  and  there  was  obvious  limitation  in 
the  opening  of  the  mouth.  The  voice  was  deep. 
There  was  a grade  1,  soft,  blowing  precordial  sys- 
tolic murmur.  Examination  of  the  heart  and  lungs 
was  otherwise  within  normal  limits  as  was  exami- 
nation of  the  abdomen.  A thick,  purulent  dis- 
charge was  noted  about  the  cervix.  Reflexes  were 
symmetrically  decreased  without  delay,  and  she 
was  unable  to  raise  either  leg  more  than  15  inches 
above  the  examining  table  when  supine.  Upon  at- 
tempting to  do  so  the  examiner  could  detect  a 
downward  pressure  in  the  contralateral  leg  by 
placing  his  palm  under  the  heel  of  the  contra- 
lateral leg. 

Accessory  Clinical  Findings  in  the 
Clinic. — Examination  of  the  blood  revealed  a 
hemoglobin  level  of  11.4  Gm.  per  hundred  milli- 
liters and  a white  cell  count  of  7,850  with  a nor- 
mal differential.  Urinalysis  revealed  a pH  of  6.5, 
a specific  gravity  of  1.020,  3 plus  proteinuria,  a 
negative  sugar  and  acetone,  and  multiple  bacteria 
on  microscopic  examination.  The  serological  tests 
for  syphilis  gave  negative  results.  Cervical  smear 
and  culture  yielded  Staphylococcus  albus  and 
diphtheroids.  An  upper  gastrointestinal  series  and 
jielvic  films  were  normal.  Films  of  the  lumbar 
spine  revealed  a slight  narrowing  between  the 
fourth  and  fifth  vertebrae.  No  other  lesions  were 


detected.  The  spleen  appeared  enlarged  on  the 
x-rays. 

Course  in  the  Clinic. — An  initial  impression 
of  psychoneurosis  was  entertained  and  the  pa- 
tient was  given  prochlorperazine  and  multivita- 
mins, and  was  encouraged  to  increase  her  dietary 
intake.  Follow-up  appointments  were  made.  Upon 
her  return  one  week  later  the  symptoms  were  un- 
changed and  a diagnosis  of  hypothyroidism  was 
considered.  At  this  time  blood  was  drawn  for  a 
protein-bound  iodine  test  and  thyroid  extract,  60 
mg.  per  day,  was  started.  A third  visit  one  week 
later  revealed  continued  progression  of  the  symp- 
toms and  at  this  time  she  had  lost  an  additional 
5 pounds.  She  seemed  disproportionately  happy 
and  unconcerned  in  the  light  of  the  symptoms  and 
both  she  and  her  husband  were  at  this  time  in- 
clined to  attribute  them  to  “nerves.” 

Further  laboratory  and  x-ray  studies  were 
obtained  and  she  was  asked  to  return  in  10  days. 
Studies  reported  in  the  interim  showed  a hemo- 
globin level  of  11.8  Gm.  per  hundred  milliliters,  a 
hematocrit  reading  of  41  per  cent,  a white  cell  dif- 
ferential of  8 per  cent  lymphocytes,  90  per  cent 
segmented  neutrophils  and  2 per  cent  band  forms. 
Urinalysis  showed  a 1 plus  proteinuria  and  the 
microscopic  examination  of  the  urine  revealed 
multiple  bacteria  and  two  to  four  white  blood 
cells  per  high  power  field  with  occasional  granular 
casts.  The  protein-bound  iodine  was  reported  as  4 
micrograms  per  hundred  milliliters.  Skull  films 
were  within  normal  limits.  Chest  films  suggested  a 
slight  biventricular  enlargement  with  a minimal 
increase  in  pulmonary  artery  shadows.  There  was 
an  unusual  degree  of  shoulder  girdle  elevation  and 
a slight  scoliosis.  An  electrocardiogram  taken  at 
the  final  clinic  visit  revealed  a sinus  tachycardia 
with  a marked  rightward  QRS  shift  and  a T-vec- 
tor  directed  to  the  left  and  anteriorly  indicating 
right  ventricular  hypertrophy  and  ischemia. 

Course  in  the  Hospital. — At  the  time  of  ad- 
mission the  patient  was  too  weak  to  raise  her  arms 
over  her  head  and  could  not  lift  her  head  off  the 
bed.  She  was  unable  to  turn  over  in  bed  without 
assistance.  Periorbital  edema  had  been  present 
for  about  a week  and  transient  postural  syncope 
was  noted  three  days  before.  She  had  severe 
bilateral  knee  pain  without  redness,  swelling  or 
heat.  This  was  accentuated  by  exercise  and  re- 
lieved by  meprobamate.  Physical  examination 
revealed  a blood  pressure  of  100/80  mm.  Hg,  a 
pulse  rate  of  150  per  minute  which  was  regular, 
and  a respiratory  rate  of  18.  The  temperature  was 
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37  C.  (98.6  F.).  Examination  was  much  as  noted 
in  the  clinic  with  the  exception  of  periorbital 
edema  and  marked  tachycardia  with  an  accentu- 
ated pulmonic  second  sound.  There  was  minimal 
left-sided  cardiac  enlargement  and  the  spleen  was 
felt  2 fingerbreadths  below  the  costal  margin. 
There  was  muscle  tenderness  over  the  proximal 
muscles  of  all  extremities  with  mild  atrophy  and 
contracture  and  mild  weaknesses  were  noted. 

Laboratory  findings  revealed  a hematocrit  level 
of  42  per  cent,  a white  blood  cell  count  of  8,000 
with  a differential  count  of  72  per  cent  segmented 
neutrophils,  1 per  cent  eosinophils,  24  per  cent 
lymphocytes  and  3 per  cent  monocytes.  By  the 
day  preceding  death  the  white  cell  count  had  risen 
to  18,000  with  a similar  differential  count.  The 
platelets  were  normal  on  both  occasions.  Urinal- 
ysis on  admission  revealed  a 1 plus  proteinuria,  a 
3 plus  acetone  and  no  sugar.  The  microscopic 
examination  of  the  urine  revealed  10  to  15  red 
blood  cells  per  high  power  field  and  five  to  seven 
white  blood  cells  per  high  power  field.  The  speci- 
men was  thought  to  have  been  con'aminated  by 
menstrual  flow  and  a repeat  urinalysis  on  the 
eighth  hospital  day  revealed  a 2 plus  proteinuria 
without  other  remarkable  findings.  The  urine  was 
tested  for  5-hydroxyindole  acetic  acid  and  was 
found  to  be  negative.  Two  stool  specimens  were 
guaiac  negative.  The  serological  tests  for  syphilis 
gave  negative  results.  The  blood  sugar  was  79 
mg.  and  the  blood  urea  nitrogen  10  mg.  per  hun- 
dred milliliters.  The  total  protein  was  6.6  Gm. 
per  hundred  milliliters  and  the  albumin  2.3  Gm. 
The  transaminase  was  reported  as  86  units  and 
LE  preparation  was  negative. 

Chest  films  showed  the  heart  to  be  within  up- 
per limits  of  normal  size  with  no  changes  since  the 
films  taken  during  clinic  visits.  After  two  weeks 
of  hospitalization,  however,  cardiac  enlargement 
was  noted  and  a right-sided  pleural  effusion  was 
found.  A film  of  the  abdomen  and  barium  enema 
were  normal.  An  upper  gastrointestinal  series  re- 
vealed a normal  esophagus.  In  the  stomach  there 
was  some  herniation  of  the  mucosa  through  the 
pylorus  which  suggested  antral  gastritis.  There 
also  appeared  to  be  a widening  of  the  duodenal 
shadow  with  a mass  in  the  region  of  the  head  of 
the  pancreas.  An  electrocardiogram  on  admission 
revealed  no  change.  Shortly  after  admission  a 
biopsy  was  made. 

Therapeutic  measures  included  meprobamate, 
phenobarbital,  and  prednisone  60  mg.  daily,  given 
in  conjunction  with  aluminum  hydroxide  gel.  A 


physical  therapy  program  was  begun.  The  patient 
remained  afebrile  throughout  hospitalization,  but 
continued  to  become  progressively  weaker.  Short- 
ly after  admission  the  pulse  rate  returned  to  nor- 
mal, but  thereafter  she  experienced  frequent  epi- 
sodes of  paroxysmal  tachycardia.  Four  days  prior 
to  death  a right  ventricular  gallop  was  noted  and 
the  patient  was  digitalized.  Three  days  prior  to 
death  she  complained  of  diffuse  abdominal  tight- 
ness and  pain  associated  with  sweating,  several 
loose  stools  and  nausea.  These  symptoms  were 
not  altered  by  Pro-Banthine  and  two  days  prior 
to  death  enlargement  of  the  liver  was  noted.  The 
presence  of  ascites  could  not  be  definitely  deter- 
mined. The  day  preceding  death  her  condition 
remained  unchanged,  and  dyspnea,  progressing 
over  a two  hour  period  with  irregular  gasping  res- 
pirations, occurred  and  was  not  relieved  by  arti- 
ficial respiration,  the  use  of  airway  oxygen  and 
intracardiac  adrenalin. 

Dr.  George  T.  Harrell  (Dean  and  Professor 
of  Medicine) : 

This  is  the  story  of  the  fatal  illness,  of  six 
months  total  duration,  in  a 42  year  old  white, 
married  female  Florida  resident.  The  family  his- 
tory has  revealed  no  emotional  instability  and 
otherwise  is  of  no  help.  In  the  past,  the  patient’s 
general  health  had  been  good.  In  1955  she  had 
an  attack  of  viral  pneumonia  with  pyelonephritis 
and  the  following  year,  recurrent  pyelonephritis, 
treated  with  “pills,”  most  likely  a sulfonamide. 
It  was  at  this  time  she  moved  to  Florida. 

The  present  illness  began  in  May  1959  with 
an  attack  of  pain  in  the  right  flank,  similar  to 
that  associated  with  her  previous  attacks  of  pye- 
lonephritis. We  do  not  know  if  she  had  fever  or 
urinary  symptoms  at  this  time.  In  any  event, 
by  June  she  noticed  generalized  weakness,  and 
muscle  soreness  without  cramps,  first  occurring  at 
night  in  the  thighs,  but  by  August  it  was  present 
day  and  night.  By  September  she  had  difficulty 
opening  her  mouth  and  by  October  was  confined 
to  bed.  No  relation  to  exertion  or  position  is 
noted.  Subjectively,  she  had  numbness  and  cold- 
ness. Pains  in  the  knees  developed.  By  Septem- 
ber, she  had  anorexia  and  nausea  without  vomit- 
ing. Dysphagia  developed  and  food  seemed  to 
stick  behind  the  sternum.  She  had  two  three  day 
periods  of  constipation  with  black  feces.  There 
was  diffuse  epigastric  distress  and  fullness,  all 
pointing  to  gastrointestinal  dysfunction.  By  Oc- 
tober, her  weight  had  dropped  from  the  usual  165 
to  138  pounds,  with  a further  loss  to  133  pounds 
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by  November.  She  had  nocturnal  sweating  and 
fever.  Delirium  with  abnormal  ocular  movements 
in  bouts  of  one  to  two  hours  a.ssociated  with  cry- 
ing, temper  outbursts,  insomnia  and  depression 
developed.  These  symptoms  suggest  a progressive- 
ly fatal,  uninterrupted  disease  process. 

On  physical  examination  she  was  afebrile.  The 
pulse  rate  first  noted  at  92  increased  to  150  with 
episodes  of  paroxysmal  tachycardia.  The  respira- 
tions are  noted  at  20  and  blood  pressure  at 
100/80  mm.  Hg.  She  appeared  chronically  ill, 
obese  and  pale,  with  a puffy  face  and  periorbital 
edema.  Muscle  tenderness  was  noted  proximally 
in  the  arms  and  legs  with  mild  atrophy  of  the 
musculature.  Contractures  had  developed  and 
because  of  the  weakness  she  could  not  raise  her 
head,  turn  over,  or  raise  her  legs,  even  though 
she  was  trying,  and  could  not  raise  her  arms  over 
her  head.  Her  feet  were  cold,  though  the  skin 
temperature  appeared  to  be  essentially  normal 
and  no  eruption  was  noted;  no  comment  is  made 
on  abnormal  pigmentation.  Her  voice  was  deep, 
and  the  eyebrows  were  sparse  but  the  hair  texture 
was  said  to  be  normal.  Incidental  findings  were 
carious  teeth  and  a cervical  discharge.  An  impor- 
tant finding  was  the  discrete  yellow-white  perivas- 
cular retinal  opacities.  The  soft  systolic  murmur 
over  the  precordium  and  postural  syncope  indicate 
involvement  of  the  vascular  system.  The  accen- 
tuated second  pulmonic  sound,  tachycardia,  and 
gallop  rhythm  point  to  cardiac  involvement.  Signs 
of  pleural  effusion  are  noted,  but  no  signs  of 
ascites  are  described.  With  these  signs,  the  dysp- 
nea, and  the  enlargement  of  the  liver  extend- 
ing 2 fingerbreadths  below  the  costal  margin,  it 
is  apparent  that  the  myocardium  was  failing. 
The  spleen  was  enlarged  probably  because  of 
congestion. 

Accessory  clinical  findings  showed  a hemoglobin 
level  of  10  Gm.  in  October,  increasing  to  11.8 
Gm.,  though  the  hematocrit  reading  remained  in 
the  range  of  41  per  cent.  The  white  blood  cell 
count  increased  from  7,850  to  18,000  with  the 
differential  count  showing  an  increase  in  poly- 
morphonuclear cells  from  72  to  92  per  cent  and 
a concomitant  drop  in  the  lymphocytes  which 
varied  between  8 and  24  per  cent.  The  monocytes 
ranged  from  0 to  4 and  eosinophils  from  0 to  1 
per  cent.  Platelets  are  always  described  as  normal 
in  number.  The  urine  specific  gravity  of  1.020 
would  not  indicate  any  great  diminution  in  renal 
function  in  spite  of  the  persistent  proteinuria 
varying  from  1 to  3 plus.  No  sugar  is  recorded. 


though  the  increase  in  acetone  from  0 to  3 plus  is 
consistent  with  the  decrease  in  food  intake  and 
resulting  acidosis.  The  presence  of  white  blood 
cells  and  bacteria  in  an  uncatheterized  specimen 
is  not  too  unusual.  The  presence  of  occasional 
granular  casts  would  suggest  renal  involvement  or 
severe  dehydration.  If  the  presence  of  red  blood 
cells  in  the  urine  was  confirmed  on  a catheterized 
specimen,  it  would  be  of  great  significance.  The 
negative  guaiac  tests  on  the  stools  would  indicate 
no  ulceration  in  the  gastrointestinal  tract  in  spite 
of  the  history  of  black  feces.  The  negative  sero- 
logic tests  for  syphilis  might  be  anticipated.  The 
negative  preparation  for  the  presence  of  lupus 
erythematosis  cells  is  of  considerable  significance. 
The  cultures  from  the  cervix  of  staphylococci  and 
diphtheroids  are  of  little  significance. 

The  electrocardiogram  on  November  3 show- 
ing right  ventricular  hypertrophy  and  ischemia 
with  sinus  tachycardia  is  significant  and  would 
indicate  some  interference  with  blood  flow  through 
the  pulmonary  circuit.  The  blood  chemical  find- 
ings of  sugar  79  mg.  and  blood  urea  nitrogen  10 
mg.  per  hundred  milliliters,  transaminase  86  units 
and  protein-bound  iodine  4 micrograms  per  hun- 
dred milliliters  are  not  remarkable.  The  total 
protein  of  6.6  Gm.  per  hundred  milliliters  is  low 
and  the  reversal  of  the  albumin-globulin  ratio 
with  values  of  2.3  and  4.3  Gm.  respectively  indi- 
cates a chronic  process.  The  radiological  examina- 
tions showed  progression  of  enlargement  of  the 
heart;  the  minimal  accentuation  of  pulmonic 
arteries  is  consistent  with  the  electrocardiographic 
findings.  The  finding  of  a questionable  mass  in 
the  epigastrium,  near  the  head  of  the  pancreas, 
may  be  of  considerable  significance.  Other  radio- 
logic  examinations  of  the  gastrointestinal  tract 
show  no  lesions  in  the  esophagus  in  spite  of  the 
history  of  food  appearing  to  stick  behind  the 
sternum.  These  substernal  symptoms  could  hard- 
ly be  explained  by  the  herniation  of  the  mucosa 
of  the  stomach  through  the  pylorus.  The  negative 
barium  enema  also  is  consistent  with  the  absence 
of  prolonged  lower  bowel  symptoms.  X-rays  of 
the  skeletal  system  showed  no  lesions  in  the  skull, 
scoliosis,  a high  shoulder  girdle,  and  narrowing 
between  the  fourth  and  fifth  lumbar  vertebrae; 
each  of  these  findings  may  be  found  in  a number 
of  processes.  It  is  unfortunate  that  no  intravenous 
pyelograms  are  recorded. 

The  disease  process  followed  a progressive 
downhill  course,  with  weakness,  diffuse  abdominal 


J.  Florida  M. A. /November,  1964 


725 


CLIXICOPATHOLOGICAL  CONFERENCE 


pain,  loose  stools  and  nausea,  ending  in  respira- 
tory failure. 

The  therapeutic  trial  on  thyroid  extract  of  60 
mg.  per  day  appears  to  have  induced  no  change 
in  the  approximately  one  week  it  was  used.  The 
use  of  liver  and  vitamins  was  simph’  supportive. 
The  treatment  of  psychological  symptoms  with 
tranquilizers  gives  no  hint  as  to  the  underlying 
disease  process.  Apparently,  the  administration 
of  prednisone  and  the  dosage  used  did  not  alter 
the  course. 

In  differential  diagnosis,  one  must  consider 
pyelonephritis.  The  absence  of  an  elevated  blood 
pressure,  the  high  specific  gravity  of  the  urine 
and  the  presence  only  of  granular  casts  do  not 
confirm  such  an  impression.  Edema  is  not  a com- 
mon finding  in  chronic  pyelonephritis.  Of  possible 
disturbances  of  thyroid  function,  thyrotoxicosis 
might  be  suggested  by  the  increase  in  pulse,  parox- 
ysmal tachycardia,  loss  in  weight  and  late  devel- 
opment of  loose  stools.  On  the  other  hand,  the 
absence  of  enlargement  of  the  thyroid  gland  and 
of  the  eye  signs  of  protrusion  or  lid  lag  would  be 
against  this  diagnosis.  Myxedema  might  be  sug- 
gested by  the  low  voice,  sparse  eyebrows,  mental 
disturbances  and  presence  of  periorbital  edema, 
but  the  rapid  pulse  and  the  failure  of  dramatic 
response  to  an  adequate  dose  of  thyroid  would 
rule  this  possibility  out. 

An  infection  is  suggested  by  the  history  of 
pyelonephritis,  and  the  presence  of  staphylococci 
in  the  cultures  of  the  cervix,  but  the  symptoms  are 
generalized.  The  enlargement  of  the  liver  and 
spleen  and  the  presence  of  proteinuria  raise  the 
rare  possibility  of  leptospirosis.  The  periorbital 
edema  and  the  muscle  soreness  are  suggestive  of 
trichinosis,  but  the  duration  of  the  disease,  steady 
progression  of  the  symptoms  and  the  absence  of 
eosinophilia  would  be  against  this  diagnosis. 

A steady  downhill  progression  would  suggest 
the  possibility  of  malignant  disease.  The  presence 
of  red  blood  cells  in  the  uncatheterized  urine 
would  make  one  think  of  the  kidney,  but  no  en- 
largement was  noted  on  physical  or  radiological 
examination.  If  pyelograms  had  been  made,  this 
possibility  could  be  ruled  out  more  easily.  In 
the  pelvis,  the  ovary  is  a possible  site  for  cancer, 
but  no  abnormal  physical  findings  on  pelvic  e.x- 
amination  are  described.  Another  possibility  is 
the  body  of  the  pancreas,  but  physical  findings 
are  difficult  to  obtain  with  a malignant  condi- 
tion in  this  site.  Malignant  disease  of  the  pan- 
creas often  is  associated  with  psychic  phenomena. 


If  there  is  a malignant  lesion,  metastases  would 
be  expected  in  the  peritoneum,  pleura  and  intra- 
cerebrally  to  account  for  some  of  the  psychic 
symptoms. 

Of  generalized  metabolic  disturbances,  por- 
phyria must  be  considered.  Often,  this  process 
can  be  detected  by  the  simple  process  of  exposing 
the  urine  to  sunlight  to  observe  a color  change. 
The  presence  of  cerebral  symptoms  and  muscle 
weakness  is  compatible,  as  are  some  of  the  gastro- 
intestinal symptoms.  A collagen  disease,  such  as 
scleroderma,  is  suggested  by  the  difficulty  in  open- 
ing the  mouth  and  the  symptoms  suggesting  in- 
volvement of  the  esophagus.  The  absence  of  ra- 
diographic confirmation  of  esophageal  thickening 
would  be  against  this  diagnosis,  as  would  the  ab- 
sence of  thickening  in  the  skin.  The  laboratory 
test  withheld  very  likely  is  a biopsy  of  skin  and 
muscle.  Lupus  erythematosis  would  be  suggested 
by  the  occasional  fever  and  the  reversal  of  the 
albumin-globulin  ratio,  but  the  absence  of  typical 
skin  findings  and  the  negative  preparation  for  the 
presence  of  lupus  erythematosis  cells  in  the  circu- 
lating blood  would  be  against  this  possibility.  The 
most  likely  diagnosis,  therefore,  is  dermatomyosi- 
tis,  based  on  the  muscle  tenderness,  weakness, 
periorbital  edema  and  the  findings  in  the  arterioles 
of  the  retina.  It  is  of  interest  that  in  a number 
of  cases  of  dermatomyositis  with  a progressive 
course  malignant  disease  has  been  found  at  au- 
topsy. Though  the  symptoms  could  all  be  explain- 
ed on  dermatomyositis  alone,  the  possibility  of  the 
simultaneous  presence  of  a carcinoma  of  the  pan- 
creas should  be  considered  as  a rare  precipitating 
factor. 

Clinical  Diagnoses 

Collagen  disorder,  probably  dermatomyositis 

Pyelonephritis,  chronic 

Hypothyroidism 

Dr.  Harrell’s  Diagnoses 

Collagen  disorder,  probably  dermatomyositis 
Internal  malignancy,  possibly  carcinoma  of  the  pan- 
creas 

Dr.  D.  R.  Shanklin  (.■\ssistant  Professor  of 
Pathology  and  Pediatrics) : 

Autopsy  revealed  a chronically  ill  white  female 
approximately  40  j^ears  of  age  with  (1)  pale  skin 
which  felt  tight  and  slightly  thickened;  (2)  an 
increased  amount  of  hair  on  the  face;  (3)  a mild 
Cushingoid  facies;  (4)  a protuberant  abdomen; 
(5)  a well  healed  5 cm.  incision  over  the  left 
anterior  thigh;  (6)  2 plus  pitting  edema  of  the 
legs;  and  (7)  a dull  percussive  note  over  the  ab- 
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Fig.  1.  — Biopsy  of  muscle  showing  nodular  peri- 
vascuiar  lymphoc>’tic  infiltration  seen  infrequently  in 
muscle  taken  at  autopsy.  Hematoxylin  and  eosin.  575  X. 


Fig.  2.  — Wall  of  esophagus  showing  loss  of  muscle 
with  collagenous  replacement.  Hematoxylin  and  eosin. 
110  X. 


domen  and  thorax.  On  incision,  the  anterior  mus- 
culature was  well  developed  and  presented  a nor- 
mal beefy  red,  slightly  moist  appearance.  The 
abdominal  panniculus  was  3 cm.  thick.  The  sero- 
sal surfaces  were  smooth  and  glistening  with  a few 
readily  broken  adhesions  which  were  present  over 
the  superior  surface  of  the  liver  and  which  de- 
scended 7 cm.  into  the  abdomen  beyond  the  costal 
margin.  There  was  1,000  cc.  of  straw-colored  fluid 
in  the  abdominal  cavity;  750  cc.  in  the  right 
pleural  cavity;  400  cc.  in  the  left  pleural  cavity; 
and  200  cc.  in  the  pericardial  cavity. 

Numerous  fine  and  easily  broken  adhesions 
were  present  over  the  lower  lobes  of  both  lungs. 
The  lungs  weighed  600  Gm.,  were  slightly  moist 
and  showed  alternate  areas  of  collapse  and  em- 
physema. The  parenchyma  cut  with  moderately 
increased  resistance.  On  the  cut  surface  the  pul- 
monary arteries  stood  out  sharply  and  did  not 
collapse.  They  were  variably  yellow  in  color.  The 
spleen  weighed  275  Gm.,  showed  a smooth  cap- 
sular surface  and  was  firm  with  a normal  cut  sur- 
face. It  cut  with  resistance.  The  liver  weighed 
1,500  Gm.,  was  soft,  yellowish  to  whitish  grey  and 
on  section  showed  a marked  accentuation  of  the 
centrilobular  pattern.  Blood  llowed  moderately 
from  the  section  surface.  The  heart  weighed  400 
Gm.  and  was  generally  dilated.  The  left  ventricle 


was  1.0  cm.  thick  except  at  the  apex  where  it  was 
0.7  cm.  The  right  ventricle  was  especially  dilated 
particularly  in  the  outflow  tract  and  measured  0.6 
cm.  The  pulmonic  valve  circumference  was  6.5 
against  the  aortic  of  5.5  cm.  The  musculature 
was  a diffuse,  irregular  pale  dirty  yellow-red,  most 
marked  in  the  apical  septal  area  of  the  left  \’en- 
tricle  in  a zone  measuring  5 by  6 cm.  Here  some 
endocardial  thrombotic  material  was  seen.  The 
yellowing  was  prominent  in  all  parts  of  the  right 
ventricle.  The  kidneys  were  grossly  normal  No 
masses  were  found  in  the  pancreas. 

The  biopsy  that  was  performed  during  hos- 
pitalization showed:  (1)  atrophic  skin  (epider- 
mis) and  increased  collagen  in  the  dermis;  and 
(2)  mild  focal  collections  of  chronic  inflammatory 
cells  in  the  muscle  with  some  mild  degenerative 
change  in  the  fibers.  This  was  interpreted  as  com- 
patible with  dermatomyositis  (fig.  1).  It  should 
be  remembered  at  this  junction  that  there  is  a 
spectrum  of  histologic  change  between  scleroderma 
and  dermatomyositis.  There  are  many  confusing 
points  between  dermatomyositis  and  two  others 
of  the  so-called  collagen  diseases,  scleroderma  and 
lupus  erythematosis.  In  this  case  the  biopsy  pro- 
vided a clue  in  one  direction,  but  the  autopsy 
shows  the  result  of  considering  a solitary  biopsy 
in  a generalized  disease  which  is  known  to  have 
many  variations. 
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In  terms  of  therap\-  this  point  is  minor  since 
the  therapies  are  similar  for  dermatom\-ositis  and 
scleroderma.  In  this  case  muscular  symptoms 
seemed  to  predominate.  The  absence  of  ring  bind- 
ing in  the  tissue,  however,  seems  to  rule  strongly 
against  dermatomyositis  as  a specific  entity  in  this 
case.  The  autopsy  tissues  show  that  the  skin 
biopsy  is  a minimal  change  compared  to  other 
areas  of  the  body  while  the  muscle  biopsy  is  per- 
haps the  most  e.xtreme  change  found  in  muscle 
throughout  the  body.  There  is  very  little  muscle 
change  elsewhere  and  it  shows  the  nodular  focal 
polymj-ositis  more  characteristic  of  scleroderma 
than  dermatomyositis  (fig.  1).  In  addition,  there 
are  visceral  lesions  that  are  more  generalh’  asso- 
ciated with  scleroderma  than  with  dermatomyo- 
sitis among  which  are  chronic  pericarditis  with 
fibrosis  and  progressive  sclerosis  of  the  esophagus 
(fig.  2).  Both  of  these  are  typical  lesions  in  this 
case.  The  other  skin  from  autopsj'  shows  lique- 
faction degeneration  of  the  upper  dermis  and  con- 
siderable collagenosis  with  hyalinization  of  the 
deeper  dermis  with  fragmentation  of  fibers  and 
some  perivascular  infiltrate.  On  the  basis  of  these 
findings  together  with  the  minimal  muscle  disease 
a diagnosis  of  scleroderma,  or  better,  progressive 
systemic  sclerosis,  would  seem  warranted. 

Because  of  some  similarities  with  lupus  erythe- 
matosis,  nameh’  a fibrinoid  change  in  the  choroid 
ple.xus,  the  kidne\’  was  studied  with  the  PAS  stain 
and  the  glomeruli  are  essentially  normal  (fig.  3). 
The  afferent  arterioles  show  a fibrinoid  sclerosis 
and  obliteration  that  have  been  described,  how- 
ever, in  collagen  diseases.  There  is  no  evidence 
here  for  pyelonephritis  as  was  pointed  out  by  Dr. 
Harrell  in  his  clinical  discussion.  In  the  lung 
there  was  emphysema  with  some  thickening  of  the 
septa,  moderate  to  marked  vascular  sclerosis  and 
arteriolar  thickening  and  some  muscular  artery 
hypertrophy.  These  are  consistent  with  a mild 
degree  of  so-called  scleroderma  lung  disease  and 
have  produced  a cor  pulmonale  which  is  striking. 
The  right  heart  muscle  has  a yellowish  cast.  The 
cor  pulmonale  has  resulted  in  a liver  with  much 
bile  pigment  retention  due  to  marked  centrilob- 
uler  destruction.  The  spleen  was  mildh’  con- 
gested, but  fibrosis  was  even  more  striking  and  a 
mild  degree  of  perivascular  hyaline  cuffing  which 
suggests  the  diagnosis  of  lupus.  Thus  we  see  an- 
other manifestation  of  the  collagen  disorder.  The 
effects  of  therapy  must  be  considered  in  this  case 
and  the  adrenal  reflects  the  dose  level  and  dura- 
tion of  steroids  with  a moderate  atrophy  and  lipid 


Fig.  3.  — Normal  glomerulus  representative  of  both 
kidneys.  Periodic  acitl-Schiff.  5"'5  X. 


depletion.  In  addition,  the  rapidity  of  the  response 
of  the  pituitary  to  such  therapy  in  anatomic  terms 
is  illustrated  by  the  baso|)hilic  conversion  or  hy- 
perplasia that  is  characteristic  of  Cushing  syn- 
drome whether  endogenous  or  iatrogenic. 

We  thus  have  a treated  case  of  a so-called 
collagen  disorder  which  clinically  manifested  as 
an  acute  dermatomyositis  which  ])athologically  is 
more  typical  of  scleroderma,  but  how  did  the  pa- 
tient die?  The  overwhelming  majority  of  patients 
with  dermatomyositis  have  significant  difficulty 
with  deglutition  and  bronchopneumonia  readih’ 
develops.  This  patient  does  not  have  pneumonia. 
The  effects  of  cor  pulmonale  are  striking  and  by 
themselves  could  be  fatal.  On  the  other  hand,  a 
more  striking  and  unusual  lesion  is  present.  After 
fixation  of  the  heart  the  yellowish  discoloration 
was  even  more  marked.  A mild  zone  of  tissue 
loss  near  the  apex,  not  to  be  confused  with  the 
normal  degree  of  taper  in  this  area,  with  some 
overlying  thrombotic  material  grossly,  could  be 
interpreted  as  an  infarction  of  eight  to  10  days 
of  age,  but  there  is  a powerful  reason  in  this  case 
for  this  not  being  an  apical  infarction.  Apical 
septal  infarct  is  not  seen  in  hearts  bearing  a 
conus  artery.  This  has  been  described  as  occur- 
ring in  50  per  cent  of  Negroes  and  15  per  cent 
of  white  patients.  A significant  conus  artery  is 
present  in  this  case.  It  is  approximately  one-quar- 
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Fig.  4.  — Frozen  section  of  heart  muscle  showing 
extensive  fatty  droplet  deposition  in  fibers.  Oil  Red  O. 
575  X. 


ter  to  one-third  the  size  of  the  right  coronary 
artery  and  is  therefore  a major  and  important  ves- 
sel arising  directly  off  the  aorta.  Apicoseptal  in- 
farction of  the  heart  has  not  been  described  in 
cases  with  a conus  artery  unless  that  artery  itself 
is  occluded  which  in  this  case  it  is  not.  The  mural 
thrombus  is  an  antemortem  one  and  shows  a mod- 
est marginal  organization  indicating  that  the  un- 
derlying process  responsible  for  it  has  existed  for 
a week  to  10  days.  This  would  indicate  a progres- 
sive failure  which,  due  to  the  hypertrophy  of  the 
right  myocardium,  would  further  compound  that 
situation  and  promote  additional  right  heart  fail- 
ure. The  support  of  this  view  is  indicated  by  the 
effusions  and  the  necrotic  changes  in  the  liver. 

The  crux  of  the  matter  is  the  change  beneath 
the  endocardium,  and  careful  histologic  examina- 
tion shows  not  a typical  infarction  of  eight  or  10 
days  of  age  but  rather  a peculiar  vacuolated  ap- 
pearance of  otherwise  normal  fibers.  This  change 
is  diffuse  throughout  the  heart  and  on  re-exami- 
nation  the  heart  grossly  presents  a typical  tigroid 
dirty  yellow  appearance  that  is  diagnostic  of  mas- 
sive fatty  degeneration  of  the  myocardium.  The 


fat  is  massively  deposited  and  is  within  the  fibers. 
Fat  stain  shows  this  relationship  very  well  (fig. 
4).  Fatty  degeneration  is  best  considered  a re- 
sultant lesion  and  is  often  seen  in  marked  anemia 
(this  patient  had  anemic  levels  on  several  occa- 
sions to  complicate  the  cor  pulmonale)  but  in  this 
massive  a degree  can  be  considered  as  a direct 
mechanical  injury  to  the  heart  action  with  failure 
and  death. 

In  summary,  the  anatomic  findings  in  this  fas- 
cinating case  show  an  overlap  between  the  text- 
book descriptions  of  dermatomyositis  and  sclero- 
derma with  a preponderance  of  findings  more 
typical  of  the  latter  and  an  atypical  type  of  fatal 
heart  disease. 

Anatomical  Diagnoses 

Progressive  systemic  sclerosis  (“scleroderma”) 
involving  skin,  muscle,  esophagus,  spleen,  lung 
and  pericardium.  Nodular  polymyositis 

Emphysema,  lung 

Cor  pulmtonale 

Fatty  degeneration,  myocardium,  severe,  with 
cardiac  dilation 

Centrilobular  atrophy,  liver,  with  bile 
retention 

Hyperadrenocorticism,  iatrogenic,  with 
pituitary  basophilism;  atrophy,  adrenal 
cortex 

Vascular  anomaly,  accessory  coronary 
artery,  conus  type 

Endocardial  thrombcsis,  left  ventricle, 
apex,  with  early  'organization 

(.■\nemia)  Erythropoietic  hyperplasia,  marrow 

.Ascites  (1,000  cc.),  pericardial  effusion  (200  cc.), 
and  pleural  effusion  (7.50  cc.,  right,  and  400  cc. 
left) 

Cutaneous  biopsy  site,  healed,  left  thigh. 
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Since  its  founding  in  1847  physicians  have  directed  the  affairs  of  the  American  Medical  Associa- 
tion in  serving  as  the  voice  of  medicine  in  our  country.  With  the  cooperation  of  state  and  local  medi- 
cal societies  and  individual  physicians,  our  AMA  has  done  a good  job.  Because  we,  as  individuals,  are 
busier  than  ever  with  our  own  affairs  as  well  as  with  innumerable  ancillary  activities,  it  has  been  nec- 
essary for  our  AMA  to  depend  more  and  more  on  employed  personnel  to  conduct  many  of  its  affairs. 
Fortunately  a few  dedicated,  able  physicians  like  F.  J.  L.  Blasingame  and  Ernest  B.  Howard  are 
still  willing  to  provide  the  necessary  direction  for  our  employees. 

Through  a Board  of  Trustees  and  a House  of  Delegates  we  doctors  maintain  our  control  of  this 
vast  organization.  Those  of  us  who  have  attended  .\M.\  meetings  have  seen  representative  democ- 
racy in  action.  Any  member  has  a voice  at  reference  committee  hearings.  A few  “crackpots”  muddy 
our  water  and  a few  bureaucrats  attempt  selfish  direction,  but  on  the  whole  the  majoriW  voice  of  us 
local  doctors  decides  the  issues. 

Be  this  not  the  case,  delegates  from  the  state  associations  may  be  changed  by  a vote  of  their 
membership,  and  members  of  the  Board  of  Trustees,  who  can  serve  only  two  terms,  may  not  be  re- 
elected for  their  second  tenure.  Lest  we  forget,  so  long  as  we  e.xercise  these  rights,  our  .^MA  will 
not  become  an  autocratic  bureaucracy;  if  we  fail  to  exercise  them,  we  probably  deserve  that  fate. 

We  in  Florida  are  fortunate  in  having  had  an  unusually  active  voice  in  AMA  affairs  in  recent 
years.  Our  delegates,*  led  by  Reuben  B.  Chrisman  Jr.,  are  extremely  competent  in  getting  along  with 
.\MA  people  and  thereby  assure  us  superior  representation.  Several  Florida  physicians**  serve  ably 
on  A^I.-\  councils  and  committees.  Homer  L.  Pearson  Jr.,  our  member  of  the  Board  of  Trustees,  has 
been  our  able  counselor  and  adviser  for  a long  time.  The  late  Louis  M.  Orr  was  our  first  .\^IA  presi- 
dent and  he  proved  to  be  capable,  tireless  and  fearless.  Then,  illustrating  democratic  action  at  its 
height,  our  own  Edward  R.  .\nnis  was  chosen  president  by  demand  of  the  membership.  We,  in  Flor- 
ida, had  known  of  his  abilities  and  utilized  his  talents  for  many  years.  It  is  fortunate  for  .American 
medicine  that  Ed  came  along  when  he  did  and  that  he  accomplished  what  he  did.  We  are  grateful 
to  him,  but  he  cannot  do  it  all.  We  must  provide  interest  and  aid. 

Our  .AALA  is  requesting  a raise  in  dues.  Our  dues  have  long  been  less  than  those  of  any  com- 
parable group.  Doubtless  some  raise  is  necessary,  but  we  must  familiarize  ourselves  with  the  re- 
lated facts  and  let  our  wishes  be  known.  We  do  not  dare  restrict  the  progress  of  our  organization 
at  this  time. 

We,  in  Elorida,  are  fortunate  in  having  still  another  close  tie  with  our  .AM.A.  During  recent 
years  clinical  and  annual  meetings  have  been  held  in  our  state.  .As  you  know,  the  Clinical  Session 
and  the  House  of  Delegates  are  scheduled  for  Aliami  Beach,  November  29  through  December  2.  Clin- 
ically the  meeting  is  superb,  and  democratically  it  is  our  fault  if  each  of  us  is  not  represented  not 
only  by  our  delegates  but  b\'  ourselves.  Let’s  attend. 


^Meredith  Mallory,  Francis  T.  Holland,  Burns  Dobbins  Jr.,  Jere  W.  .Annis. 

**Reuben  B.  Chrisman  Jr.,  Committee  on  Maternal  and  Child  Care;  Committee  on  Disaster  Medical  Care.  Burns  A.  Dobbins 
Jr.,  Council  on  Medical  Service;  Committee  on  Federal  Medical  Services;  Committee  on  .Maternal  and  Child  Care.  H.  Phillip  Hamp- 
ton, Council  on  Legislative  Activities;  Comrnittee  on  Indigent  Care.  Francis  T.  Holland.  Committee  on  Communications;  Council 
on  Rural  Health.  Samuel  P.  Martin,  Council  on  Postgraduate  Programs;  Chairman,  Section  on  Experimental  Medicine  and  Ther- 
apeutics. Mason  Romaine  111,  Council  on  \ oluntary  Health  .Agencies.  Clifford  C.  Snyder,  Residency  Review  Committee  for 
Plastic  Surgery.  A\  ilson  T.  Sowder,  National  Council  on  .Accreditation  of  Nursing  Homes.  Edward  H.  Williams,  Committee 
on  .Aging. 
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Workmen’s  Compensation 


We  physicians  already  know  that  we  have 
other  people  besides  ourselves  to  consider  in  the 
problems  of  Workmen’s  Compensation:  They  are; 

1.  The  worker 

2.  Industrialists 

3.  The  insurance  carrier 

4.  The  legal  profession 

5.  The  state  and  taxpayers 

Although  the  medical  profession  is  beginning  to 
have  a strong  voice  in  the  affairs  of  Workmen’s 
Compensation,  we  have  not  always  had  such.  This 
could  very  well  be  largely  our  fault  because  of 
apathy.  I know  that  on  several  occasions  when  I 
have  attended  the  yearly  conferences  on  Work- 
men’s Compensation,  jiracticing  physicians  have 
been  very  scarce  at  the  meetings  whereas  lawyers 
have  attended  in  abundant  numbers  even  though 
lawyers  see  only  those  v'ery  few  injuries  which 
result  in  claims  of  litigation  and  doctors  have  to 
see  all  injuries.  1 believe  it  only  fair  to  state, 
however,  that  we  have  had  to  push  our  way  into 
recognition.  This  may  be  because  the  previous 
bureaucratic  control  has  been  jealous  of  its  pre- 
rogatives and  has  excluded  us  at  every  unobtrusive 
opportunity. 

The  Workmen’s  Compensation  law  directly 
affects  the  medical  profession  because  it  sets  our 
fees  and  supervises  the  method  of  payment.  I will 
quote  the  paragraph  which  directly  affects  us: 

If  an  injured  employee  objects  to  the  medical  attend- 
ance furnished  by  the  employer,  it  shall  be  the  duty  of 
the  employer  to  select  another  phy,sician  to  treat  the 
injured  employee  unless  the  Commission  determines  that 
a change  in  medical  attendance  is  not  for  the  best  inter- 
ests of  the  injured  employee;  provided  that  the  Commis- 
sion may  at  any  time,  for  good  cause  shown,  in  its  dis- 
cretion order  a change  in  such  remedial  attention,  care, 
or  attendance.  It  shall  be  unlawful  for  an  employer  or 
representative  of  any  insurance  company  or  insurer  to 
coerce  or  attempt  to  coerce  a sick  or  injured  employee 
in  the  selection  of  a physician,  or  surgeon  or  other  at- 
tendant or  remedial  treatment,  nursing  or  hospital  care, 
or  any  other  service  that  the  sick  or  injured  employee 
may  require;  and  any  employer  or  representative  of  any 
insurance  company  or  insurer  who  violates  that  provision 
shall  be  guilty  of  a mi.sdemeanor  and  upon  conviction 
therefor  shall  be  fined  not  less  than  twenty-five  dollars 


and  not  more  than  one-hundred  dollars  for  each  and 
every  offense. 

.\11  fees  and  other  charges  for  such  treatment  or  serv- 
ice shall  be  limited  to  such  charges  as  prevail  in  the 
same  community  for  similar  treatment  of  injured  persons 
of  like  standard  of  living,  and  shall  be  subject  to  regula- 
tions by  the  Commission,  who  shall  adopt  .schedules  of 
charges  fcr  such  treatment  or  services. 

.As  you  know,  the  Florida  ^ledical  .Association 
has  directed  us  to  use  the  new  Florida  Relative 
\’alue  Schedule  in  all  future  fee  negotiations  and 
we  were  able  to  do  this  in  the  present  schedule. 
The  Florida  Industrial  Commission  and  industry 
needed  some  persuasion  on  this  point,  but  as  usual 
after  everybody  understood,  there  was  very  little 
difficulty. 

.After  that  we  were  able  to  persuade  the  Indus- 
trial Commission  to  allow  us  to  try  the  concept 
of  not  publishing  the  negotiated  maximum  fee 
schedule  for  the  following  reasons: 

1.  -A  maximum  fee  schedule  soon  liecomes  a 
minimum  fee  .schedule. 

2.  We  have  already  demonstrated  through  our 
experience  with  the  federal  Aledicare  for  service 
dependents  that  b\'  charging  our  regular  fees  we 
will  have  enough  below-schedule  charges  to  save 
money. 

3.  .As  in  the  past,  industry,  the  patient  and 
the  insurance  companies  can  quickly  assess  the 
value  of  doctors’  services — to  get  the  best  medical 
service  at  the  most  consistently  reasonable  fees — 
and  we  doctors  are  all  perfectly  willing  to  com- 
pete  for  industrial  work  on  this  good  old  .American 
principle. 

4.  Sufficient  experience  can  be  obtained  in 
Tallahassee  by  IBM  data  to  give  insurance  com- 
panies actuarial  experience. 

5.  Our  big  hassle  over  a dual  fee  schedule  can 
be  resolved  by  every  phj’sician  charging  his  own 
fee  and  letting  attrition  get  him  if  he  is  consistent- 
ly e.xorbitant.  We  all  know  that  nobody  should 
be  paid  more  than  anybody  else  for  doing  a sim- 
ple procedure  and  getting  the  optimum  result  and 
our  customers  will  ultimately  find  out  about  that. 
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Our  first  most  important  foothold  for  a voice 
in  Workmen’s  Compensation  matters  was  gained 
when  Dr.  Thomas  J.  Bixler  of  Tallahassee  was 
named  as  Medical  Consultant  for  the  Florida  In- 
dustrial Commission.  He  was  a joint  selection  of 
the  Florida  Medical  Association  and  the  Industrial 
Commission  and  for  the  first  time  we  had  a true, 
sincere,  honest  and  reliable  representative  of  our 
profession  available  at  all  times.  Mr.  Brown,  Com- 
mission chairman,  has  proved  that  Dr.  Bixler’s 
function  is  almost  an  indispensable  portion  of  his 
administration. 

The  advisor}'  status  has  been  enlarged  so  that 
the  Industrial  Commission  now  has  appointed  a 
Medical  Advisory  Committee  headed  by  Dr.  Bix- 
ler. The  members  of  this  committee  were  selected 
from  a list  provided  by  the  Board  of  Governors 
of  the  Florida  Medical  Association.  An  attempt 
has  been  made  to  represent  the  major  specialties 
and  the  major  areas  of  the  state. 

H.  L.  H.arrell,  ^I.D. 

OC.AL.A 


The  Biopsy 

What  is  an  adequate  biopsy?  It  is  one  that 
yields  the  correct  diagnosis.  How  much  tissue  is 
required?  That  depends  on  the  lesion.  A few 
cells  from  a pleomorphic  undifferentiated  tumor 
may  suffice  for  an  unequivocal  diagnosis.  The 
same  number  of  cells  from  a well  differentiated 
cancer  may  appear  quite  innocuous  and  be  totally 
inadequate  for  diagnosis.  Xot  all  tumors  are  of 
uniform  composition  and  a small  biopsy  from  a 
well  defferentiated  area  may  provide  erroneous  in- 
formation. 

The  most  informative  biopsies  are  excisional 
ones  in  which  the  entire  lesion  and  surrounding 
normal  tissues  are  removed  by  careful  dissection. 
In  such  biopsies  the  relationship  of  the  lesion  to 
surrounding  structures,  the  architectural  pattern 
so  important  in  the  diagnosis  of  lymphomas,  as 
well  as  the  cytolog}'  of  the  lesion  may  be  evalu- 
ated. The  diagnoses  so  obtained  are  generally 
conclusive  and  the  surgical  procedure  may  be 
therapeutically  complete  in  itself. 

Such  excisional  biopsies  are  not  always  fea- 
sible or  indicated.  In  their  stead,  incisional  biopsy 
or  aspiration  needle  biopsy  may  provide  adequate 


samples.  These  alternatives  do,  however,  have 
certain  inherent  deficiencies  and  limitations. 

Incisional  biopsy  is  generally  adequate  and  is 
ideal  for  large  lesions  of  the  skin  or  mucous  mem- 
branes, but  results  in  contamination  of  the  biopsy 
site  and  possible  compromise  of  the  prospective 
surgical  field.  The  latter  risk  is  particularly  great 
when  this  biopsy  technique  is  employed  for  more 
deeply  seated  lesions  such  as  many  of  those  which 
present  in  the  neck. 

Aspiration  biopsy  yields  a small  sample  that 
is  more  difficult  to  handle  and  interpret,  that  is 
less  likely  to  be  representative  of  the  lesion  as  a 
whole,  and  which  if  negative  is  inconclusive. 
Aspiration  biopsy  also  is  a blind  procedure  that 
is  not  without  hazard  in  itself.  Contamination  of 
the  surgical  field  is  likely  to  be  less  extensive  than 
with  incisional  biopsy;  however,  tumor  may  seed 
along  the  needle  track  or  tracks  which  must  be 
excised  at  the  time  of  definitive  surgery. 

The  risk  of  provoking  tumor  dissemination 
by  biopsy  prior  to  definitive  surgery  can  be  mini- 
mized by  keeping  the  interval  between  the  two 
as  short  as  is  practical.  This  depends  on  close 
cooperation  between  the  surgeon  and  pathologist. 
Permanent  paraffin  sections  can  easily  be  ready 
for  reporting  within  24  hours,  while  the  use  of 
quick  frozen  sections  can  virtually  eliminate  any 
delay.  The  advent  of  the  cold  blade  refrigerated 
microtome  (cryostat)  has  dispelled  much  of  the 
mysticism  associated  with  the  preparation  and 
interpretation  of  quick  sections,  and  now,  a com- 
petent technician  can  readily  prepare  quick  sec- 
tions that  are  equal  in  quality  to  permanent  paraf- 
fin sections  and  are  eminently  suitable  for  imme- 
diate accurate  interpretation. 

Biopsy,  once  elected,  has  three  essential  re- 
quirements. First,  it  should  provide  a representa- 
tive sample  of  the  lesion  in  question,  sufficient  for 
a conclusive  diagnosis.  Second,  the  biopsy  site 
should  be  placed  so  that  it  may  be  excised  with 
the  lesion,  without  compromise  of  the  surgical 
field,  at  the  time  of  subsequent  definitive  surgery. 
Third,  it  should  be  performed  at  as  short  an  in- 
terval prior  to  the  definitive  surgical  procedure 
as  is  practical. 

Biopsy  is  an  indispensable  aid  in  the  diagnosis 
and  treatment  of  cancer.  \'arious  biopsy  tech- 
niques are  available  to  the  surgeon.  Each  has  an 
appropriate  application.  Selection  of  the  optimum 
procedure  depends  on  sound  surgical  judgment. 

C.  Fax  Hood,  M.D. 

G.aixesville 
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Surgical  Treatment  of  Duodenal  Ulcer 


The  recent  surgical  literature  has  been  filled 
with  articles  and  editorials  arguing  the  merits  of 
various  forms  of  gastrectomy  versus  vagotomy 
combined  with  a drainage  procedure  in  the  treat- 
ment of  duodenal  ulcer.  The  meat  of  the  argu- 
ment lies  in  two  areas;  (1)  the  ultimate  results 
as  manifested  by  relief  of  pain,  recurrent  ulcer, 
anastomotic  ulcer,  hemorrhage  and  other  condi- 
tions, and  (2)  the  morbidity  and  mortality  asso- 
ciated with  dissection  of  the  duodenum. 

As  far  as  the  former  is  concerned,  it  is  prob- 
ably too  early  to  assess  the  ultimate  results  from 
vagotom}'  with  pyloroplasty  or  gastroenterosto- 
my, although  leading  surgeons  advocating  these 
procedures  claim  results  comparable  to  those  of 
gastrectomy.  In  my  hands,  certainly,  the  drainage 
procedures  have  so  far  been  very  acceptable 
though  mine  is  a small  surgical  practice. 

This  editorial  is  largely  concerned  with  discus- 
sion of  dissection  of  the  duodenum.  ^Mortality 
from  gastric  resection  has  been  quoted  as  varying 
from  0.9  to  3.6  per  cent  in  recently  published 
series.  The  mortality  must  be  at  least  5 per  cent 
in  many  other  series  unpublished  since  few  write 
papers  advertising  their  mediocrity.  A 5 per  cent, 
or  even  3 per  cent,  mortality  is  too  high  in  the 
treatment  of  duodenal  ulcer,  a benign  disease. 
The  mortality  in  vagotomy  and  pyloroplasty  or 
gastroenterostomy  should  approach  zero  in  com- 
petent hands.  In  my  opinion,  this  single  reason 
is  enough  to  tip  the  scales  against  gastrectomy. 
The  morbidity  is  certainly  much  higher  with 
gastrectomy.  Even  in  completely  uncomplicated 
cases,  the  patients  are  much  more  ill  and  for  a 
longer  period  of  time. 

I do  not  believe  the  master  surgeons  of  this 
country  do  anything  to  help  the  patient  with 
duodenal  ulcer  when  they  write  so  glibly  of  gas- 
trectomy and  particularly  with  removal  of  the 
duodenal  ulcer,  or  catheter  duodenostomy  on  the 
difficult  stump.  A few  years  ago  I asked  one  of 
the  country’s  best  known  elder  surgeons  if  he 
removed  the  ulcer  from  the  duodenum  at  gas- 
trectomy. His  public  answer  was,  “Always.”  I 
said  to  myself  at  that  time,  “Any  young  surgeon 
who  heard  that  remark  is  in  for  some  serious 
trouble,  not  to  mention  his  patient.”  .\nyone  who 
dissects  out  or  around  enough  duodenal  ulcers  is 
going  to  get  into  trouble  with  a leaking  stump  or 
pancreatitis.  This  is  learning  the  hard  way. 
Catheter  duodenostomy  is  a fine  procedure  when 


nothing  else  can  be  done,  but  it  is  not  something 
to  be  done  without  a chill  of  apprehension. 

In  my  opinion,  at  the  present  time,  all  pa- 
tients with  duodenal  ulcer  needing  surgery  should 
be  considered  for  vagotomy  with  pyloroplasty  or 
gastroenterostomy;  and  gastrectomy  in  any  form 
should  be  reserved  for  gastric  ulcer,  tumors,  or 
recurrent  or  persistent  ulcer  after  vagotomy  with 
drainage.  I have  been  fortunate  to  have  had  no 
patient  needing  further  surgical  treatment  so  far. 
It  seems  logical,  however,  that  an  antrectomy 
could  be  performed  without  too  much  difficulty 
on  a patient  in  whom  complications  develop  after 
the  safer  and  less  shocking  procedure  of  vagotomj’ 
with  drainage. 

George  i\I.  Stubbs,  M.D. 

JACKSONVILLE 


Association 

News 


Summary  of  Board  of  Governors’  Meeting' 
September  24-26,  1964 

.Annual  .Meeting  1965. — .Approved  recommendation  of 
the  Scientific  Work  Committee  and  adopted  format  for 
the  1965  .Annual  Meeting,  .April  22-25,  1965  which  in- 
cluded scientific  color  T\'  presentations.  (.Americana, 
Miami  Beach.) 

January  1965  Meetings. — .Approved  the  dates  of  Jan- 
uary 9 and  10,  1965  for  the  Executive  Committee  and 
Board  of  Governors  meetings  in  Jacksonville  and  January 
23  and  24,  1965  for  the  Conference  of  Presidents  and 
Secretaries  of  county  medical  societies  in  Orlando. 

Corporate  Practice. — ^.Approved  the  report  as  presented 
b>'  the  Judicial  Council  regarding  the  corporate  practice 
of  medicine  and  directed  that  the  policy  be  sent  to  every 
member  of  the  Florida  Medical  .Association. 

Inter-.American  Relations. — .Approved  the  report  of  the 
Subcommittee  on  Inter-.American  Relations  including  the 
FM.A  participation  in  the  Hope  project  at  Cuenca, 
Ecuador. 

Statement  of  Policy. — .Adopted  the  following  state- 
ment of  policy:  “That  recommendations  and  legislative 
proposals  dealing  with  health  matters  by  representatives 
of  the  Florida  Medical  .Association,  its  component  county 
medical  societies,  recognized  specialty  groups  and  individ- 
ual members  be  cleared  through  or  coordinated  with  the 
appropriate  officer,  council  or  committee  of  the  FM.A.” 

Educational  .Advertising. — Reviewed  the  FM.A-.AM.A 
educational  advertising  campaign  to  carry  an  advertise- 
ment in  every  daily  and  weekly  newspaper  in  Florida  in 
October  regarding  medical  assistance  to  the  needy. 

Mental  Health. — Considered  the  recommendations  re- 
garding a Division  of  Mental  Health  referred  by  the 
House  of  Delegates  and  proposals  by  the  Interim  Legisla- 
tive Committee  of  the  Florida  Legislature  and  adopted 
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specific  recommendations  regarding  Mental  Health  and 
Mental  Retardation.  (This  policy  has  been  mailed  under 
separate  cover.) 

Medicolegal  Code — Amended  and  adopted  a proposed 
Florida  Professional  Medicolegal  Code  for  final  adoption 
in  conjunction  with  the  Florida  Bar. 

Pharmacy. — -Requested  county  medical  societies  to  take 
leadership  in  establishing  local  interprofessional  commit- 
tees with  pharmacists  in  their  areas. 

Blue  Shield. — Reiterated  that  the  1962  Relative  \’alue 
Studies  be  adhered  to  and  applied  to  the  S7.500  income 
level  Blue  Shield  contract  when  issued  and  the  high  level 
federal  employees’  contract. 

Tetanus. — .Approved  recommendation  that  county 
medical  societies  and  health  departments  study  the  inci- 
dence and  death  rate  of  tetanus  to  determine  where  they 
stand  in  relation  to  other  counties  and  consider  develop- 
ment and  co-sponsorship  of  appropriate  community-wide 
tetanus  immunization  programs  for  all  age  groups  in  their 
respective  counties. 

Venereal  Disease. — Recommended  improved  reporting 
by  physicians  to  the  health  departments  of  venereal  dis- 
ease cases,  particularly  infectious  primary  and  secondary 
syphilis,  and  improved  and  augmented  efforts  in  carrying 
out  educational  programs,  especially  in  schools. 

FM.\  Investment  Plan. — Reviewed  the  status  and  the 
progress  of  the  FM.A  Investment  Plan  and  a summary 
statement  of  participation. 

Drug  Repackaging. — In  answer  to  an  inquiry,  advised 
that  the  .Association  is  not  aware  of  any  information 
regarding  any  drug  repackaging  house  which  has  a dele- 
terious effect  on  the  general  public  or  on  the  good  reputa- 
tion of  the  doctors  of  Florida. 

Medical  Scholarships. — Reviewed  the  resolution  refer- 
red by  the  House  of  Delegates  regarding  medical  scholar- 
ships and  recommended  that  it  not  be  implemented  by 
a special  tax  on  physicians  and  that  the  Committee  on 
Physician  Placement  review  the  present  scholarships  anti 
loans  available  and  make  recommendations  to  the  Board. 

Other  Reports. — Reviewed  numerous  other  reports  of 
Councils  and  Committees  and  took  appropriate  action 
where  necessary. 


Meetings 


November 

Southeastern  States  Cancer  Seminar,  November  11-12, 
Hotel  Robert  Meyer,  Jacksonville 

Florida  Pediatric  Society,  .Annual  Fall  Meeting,  Novem- 
ber 12-14,  Colony  Beach  Resort,  Sarasota 

Florida  Urological  Society,  Fall  Meeting,  November  13- 
14,  Parliament  House,  Clearwater  Beach. 

.American  Medical  .Association,  Clinical  Convention,  No- 
vember 29-December  2,  .Americana  Hotel,  Bal  Harbour 
December 

Second  .Annual  Seminar  in  Cardiologj',  “Diagnostic  Meth- 
ods in  Cardiolog>’,”  December  3-6,  Tampa  General 
Hospital,  Tampa. 

Seminar  in  the  Present  Status  of  .Amputation  Surgery 
and  Prosthetics,  December  3-S,  .Americana  Hotel,  Bal 
Harbour,  Fla. 

January 

Gastroenterology  Seminar,  January  14-16,  University  of 
Florida  College  of  Medicine,  Gainesville. 

Pediatric  Seminar,  “Current  Concepts  in  .Allergy  and 
Clinical  Immunology  in  Childhood,”  January  21-23, 
University  of  Florida  College  of  Medicine,  Gainesville. 

“Respiration,”  Second  .Annual  Postgraduate  Seminar. 
January  22-25,  Eden  Roc  Hotel,  Miami  Beach.  Spon- 
sored by  University  of  Miami  School  of  Medicine  and 
University  of  Florida  College  of  Medicine. 

Seventh  .Annual  Conference,  County  Medical  Society 
Presidents  and  Secretaries,  January  23-24,  Robert 
Meyer  Motel  Hotel,  Orlando. 


News 

The  interim  meeting  of  the  Florida  Urological 
Society  will  be  held  at  the  Parliament  House  at 
Clearwater  Beach  on  November  13-14.  Ur.  Harry 
Grabstald,  Assistant  Professor  of  Urologj'  at  Cor- 
nell University  Medical  College,  New  York  City, 
will  be  the  guest  speaker. 

The  1964  Southeastern  States  Cancer  Seminar 
is  scheduled  for  November  11-12  at  the  Hotel 
Robert  Meyer  in  Jacksonville.  Sponsoring  orga- 
nizations include  the  Florida  Division  of  the 
American  Cancer  Society,  Florida  State  Board 
of  Health  and  the  Duval  County  iMedical  Society. 
The  Seminar  is  approved  for  14  hours  credit  by 
the  -American  .Academy  of  General  Practice. 

The  North  F'lorida  Pathologists’  Association 
will  hold  its  regular  meeting  at  5:00  p.m.,  Thurs- 
day, November  19,  in  Room  M-623,  Basic  Sci- 
ence Building,  University  of  Florida  College  of 
Medicine,  Gainesville.  The  program  consists  of 
a slide  seminar  moderated  by  Dr.  David  B.  Jones, 
Professor  of  Pathology,  State  University  of  New 
A'ork,  Upstate  Medical  Center  at  Syracuse.  Dr. 
Jones  is  recognized  for  his  research  on  the  ultra- 
structure of  the  human  glomerulus  and  its  rela- 
tion to  various  disease  states. 

Ur.  F.  William  Sunderman  Jr.,  formerly  asso- 
ciate in  medicine  at  Jefferson  Medical  College  of 
Philadelphia,  has  been  appointed  Associate  Profes- 
sor of  Pathology  and  Director  of  Clinical  Labor- 
atories at  the  L’niversity  of  Florida  College  of 
Medicine. 

The  first  area  conference  for  health  insurance 
and  utilization  problems  was  held  in  St.  Peters- 
burg on  August  3 under  auspices  of  the  Pinellas 
County  Aledical  Society.  Dr.  David  J.  Lehman 
Jr.  of  Hollywood,  Chairman  of  the  Committee  on 
Health  Insurance  of  the  Florida  Medical  Associa- 
tion. was  one  of  the  principal  speakers. 

The  first  of  three  1965  sectional  meetings  of 
the  American  College  of  Surgeons  will  be  held  in 
Atlanta  on  January  25-27.  The  Atlanta  Biltmore 
is  the  headquarters  hotel. 

Delegates  from  Florida  to  the  annual  meeting 
of  the  Association  of  American  Physicians  and 
Surgeons  which  began  October  8 at  New  Orleans 


734 


Volume  51/Number  11 


include  Drs.  James  L.  Anderson,  Ralph  \V.  Jack 
and  Walter  W.  Sackett  Jr.  of  iNIiami;  Dr.  Fred 
Mathers  of  Orlando,  and  Dr.  Robert  J.  Needles  of 
St.  Petersburg. 

The  annual  meeting  of  the  Southern  Medical 
.Association  is  scheduled  for  November  16-19  in 
Memphis,  Tenn. 

The  Second  Annual  Postgraduate  Seminar, 
“Respiration,”  has  been  scheduled  for  January 


22-25,  1965,  in  the  PTlen  Roc  Hotel  at  Miami 
Beach.  The  Seminar  is  sponsored  by  the  F^niver- 
sity  of  Miami  School  of  Aledicine  and  the  Uni- 
versity of  Florida  College  of  Medicine. 

The  Si.xth  National  Conference  on  the  Med- 
ical Aspects  of  Sports  sponsored  by  the  .American 
Aledical  As.sociation  under  the  auspices  of  the 
.AAI.A  Committee  on  the  Aledical  .Aspects  of  Sports 
will  be  held  in  the  Deauville  Hotel  at  Miami 
Beach  on  November  29. 


Deaths 


Cullen,  Marvin  LeRoy,  Tampa;  born  in  Wood- 
ward, Okla.,  on  Feb.  3,  1919;  University  of  Okla- 
homa School  of  Medicine,  Oklahoma  City,  1943; 
served  an  internship  in  the  Jersey  City  Medical 
Center,  Jersey  City,  N.  J.;  served  with  distinc- 
tion in  the  Medical  Corps  of  the  United  States 
.Army  during  World  War  II;  upon  discharge  from 
military  service,  served  a residency  in  general  sur- 
gery until  1947  at  the  Veterans  Hospital.  Atlanta, 
and  then  had  training  in  plastic  surgery  for  two 
years;  re-enlisted  in  the  Medical  Corps  of  the 
United  States  Army  in  1951  and  served  as  head 
of  the  plastic  surgery  department  of  the  Army 
hospital  in  Tokyo  during  the  Korean  War;  since 
late  1952  had  practiced  in  Tampa;  was  a mem- 
ber of  the  American  Medical  Association,  South- 
ern Medical  Association,  Florida  Society  of  Plas- 
tic and  Reconstructive  Surgery  and  Florida  Asso- 
ciation for  Cleft  Palate  Rehabilitation;  died  Janu- 
ary 13,  aged  44. 


Jobson,  Alexander  Mettauer  Charles,  Temple 
Terrace;  born  in  Macon,  Ga.,  on  .Aug.  31,  1890; 
Tulane  Fmiversity  School  of  Aledicine,  New  Or- 
leans, 1915;  served  an  internship  at  Jefferson  Hos- 
pital, Roanoke,  V^a.,  and  later  engaged  in  post- 
graduate study  at  Tulane  University,  Alayo 
Clinic,  Columbia  University,  University  of  \'ienna 
and  Heidelberg  University;  soon  after  entering 
nrivate  practice  in  Bartow,  joined  the  Medical 
Corps  of  the  United  States  .Army  in  1917,  serving 
in  France  during  World  War  1 and  in  Germany 
with  the  Army  of  Occupation;  entered  the  prac- 
tice of  surgery  and  gynecology  in  1921  in  Tampa 
in  association  with  the  late  Dr.  John  S.  Helms; 
was  a former  vice  president  and  a life  member  of 


the  Florida  Medical  .Association;  was  a life  mem- 
ber of  the  American  Aledical  Association,  the 
American  College  of  Surgeons  and  the  Hillsbor- 
ough County  Aledical  .Association;  was  a certified 
fellow  of  the  International  College  of  Surgeons, 
a fellow  of  the  Southeastern  Surgical  Congress  and 
a member  of  the  Pan-Pacific  Surgical  .Association; 
died  February  15,  aged  73,  of  necrosis  of  the  liver. 

Reeves,  John  Dudley  Jr.,  Gainesville;  born  in 
Fort  Worth,  Te.xas,  1924;  F’niversity  of  .Arkan- 
sas School  of  Medicine,  Little  Rock,  .Ark.,  1947; 
limited  his  practice  to  radiology;  had  for  three 
years  been  a full  time  member  of  the  faculty  of 
the  University  of  Florida  College  of  Medicine, 
Gainesville;  was  a member  of  the  .American  Col- 
lege of  Radiology  and  served  on  its  Commission 
on  .Administrative  Structure  in  1959;  was  chair- 
man of  a special  committee  of  radiologists,  physi- 
cists and  geneticists  working  to  establish  the  lim- 
its of  radiation  exposure  to  patients,  particularly 
pregnant  women  and  women  in  the  child-bearing 
age;  was  co-chairman  of  the  Sub-Committee  on 
Radiological  .Aspects  of  Disaster  Planning,  whose 
published  report  was  awarded  the  Certificate  of 
Merit  by  the  .American  Society  of  .Association 
Executives;  was  also  a member  of  the  .American 
Aledical  .Association,  .American  Roentgen  Ray  So- 
ciety, Radiological  Society  of  North  America  and 
.American  Radium  Society;  was  elected  an  alter- 
nate delegate  to  the  International  Congress  of 
Radiology  to  be  held  in  Rome  in  September  1964; 
died  March  6,  aged  39. 

Rudisill,  Clarence  Astor,  Tampa;  born  in  .At- 
lanta, Ga..  on  Oct.  10,  1900;  L^niversity  of  Te.xas 
Aledical  Branch,  Galveston;  interned  at  St.  Jo- 
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seph’s  Infirmary,  Fort  Worth;  entered  general 
practice  in  Tampa  in  1926  and  10  years  later 
limited  his  practice  to  general  surgery,  retiring  in 
1959;  held  membership  in  the  American  Medical 
Association;  died  March  7,  aged  63. 

Young,  Clifton  Aurelius,  Clearwater;  born  in 
Clearfield,  Pa.,  on  April  25,  1894;  Jefferson  Medi- 
cal College,  Philadelphia.  1923;  interned  at  Grad- 
uate Hospital,  University  of  Pennsylvania,  Phil- 
adelphia, served  residencies  in  ophthalmology  and 
otolaryngology  at  Washington  Xaval  Hospital, 
Washington,  D.  C.,  Memphis  Eye,  Ear,  Xose  and 
Throat  and  Memphis  City  hospitals,  Memphis, 
Tenn.,  Grady  Hospital,  Atlanta,  Ga.,  and  Poly- 
clinic-Post-Graduate Hospital,  Xew  York  City, 
and  engaged  in  additional  postgraduate  studies  at 
Lempert  Institute  of  Otology,  Xew  York  City,  in 
otology,  and  University  of  Illinois  College  of 
Medicine,  Chicago,  in  bronchology;  served  in  the 
United  States  Army  during  World  War  I and 
served  in  the  Medical  Corps  of  the  United  States 
X’avy  from  1924  to  1953,  when  he  was  retired 
with  the  rank  of  captain  because  of  physical  dis- 
ability; had  engaged  in  the  private  practice  of 
ophthalmology  since  that  time,  first  in  Dunedin 
for  five  years  and  thereafter  in  Clearwater;  held 
membership  in  the  American  Medical  Association, 
Military  Association  of  Surgeons,  American  Pub- 
lic Health  Association,  and  Elorida  Society  of 
Ophthalmology  and  Otolaryngology,  and  was  a 
fellow  of  the  American  College  of  Surgeons  and 
-American  Academy  of  Ophthalmology  and  Oto- 
laryngology; died  of  myocardial  infarction  on 
March  20,  aged  69. 

Morton,  Arthur  Oscar,  Sarasota;  born  in  St. 
-Mbans,  Vt.,  in  1876;  University  of  \'ermont  Col- 
lege of  Medicine,  Burlington,  Vt.,  1899;  was  as- 
sistant physician  at  Massachusetts  Hospital  for 
Epileptics,  Palmer,  Mass.,  from  1899  to  1907  and 
had  other  postgraduate  work  at  Xew  York  Lying- 
in  Hospital,  Graduate  Hospital  and  N’ew  York 
Eye  and  Ear  Infirmary  in  Xew  York  City,  Har- 
vard Medical  School,  Boston,  and  the  University 
of  \uenna,  Vienna,  Austria;  engaged  in  the  gen- 
eral practice  of  medicine  at  St.  Albans  from  1907 
to  1921  and  thereafter  in  Sarasota  until  he  retired; 
was  a past  president  of  the  Sarasota  County 
Medical  Society  and  was  honored  by  that  society 
for  61  years  of  medical  practice  from  1899  to 
1960;  was  active  in  the  founding  of  the  first  Sara- 
sota City  Hospital;  held  membership  in  the  Amer- 
ican iMedical  Association;  died  January  4. 


Chapman,  John  Foster,  West  Palm  Beach; 
born  in  Andalusia,  Ala.,  on  July  26,  1916;  Emory 
University  School  of  Medicine,  Atlanta,  Ga., 
1942;  interned  at  Grady  Memorial  Hospital,  At- 
lanta, served  as  a commander  in  the  United  States 
Xavy  during  World  War  II;  served  residencies 
from  1946  to  1948  at  Grady  Memorial  and  Craw- 
ford W.  Long  hospitals,  Atlanta;  had  engaged  in 
the  practice  of  obstetrics  and  gynecology  in  West 
Palm  Beach  since  1948;  was  a founder  and  first 
president  of  the  local  Cancer  Clinic;  held  mem- 
bership in  the  American  Medical  Association; 
died  April  9,  aged  47. 

Jackson,  J.  Garrett,  Orlando;  born  in  Chester, 
W.  Va.,  on  July  9,  1905;  University  of  Arkansas, 
Little  Rock,  1931;  interned  at  Charity  Hospital, 
Xew  Orleans,  and  served  residencies  at  Harris 
Hospital,  Et.  Worth,  Tex.,  and  Crippled  Chil- 
dren’s Hospital,  Little  Rock;  engaged  in  general 
practice  in  Welek  and  Mullins,  W.  Va.,  before 
serving  for  one  year  as  assistant  superintendent 
of  the  Kentucky  State  Hospital,  Louisville;  in 
1942,  joined  the  staff  of  the  Florida  Tuberculosis 
Hospital,  Orlando,  and  in  1945  entered  the  pri- 
vate practice  of  general  medicine,  with  emphasis 
on  pulmonary  disease,  in  Orlando;  was  a veteran 
of  World  War  II;  held  membership  in  the  Amer- 
ican Medical  Association  and  the  Southern  Med- 
ical Association;  died  July  18,  aged  59. 

Lawler,  Harold  Thomas,  Sarasota;  born  in 
Peoria,  111.,  on  Dec.  21,  1916;  St.  Louis  Univer- 
sity School  of  Medicine,  St.  Louis,  Mo.,  1941; 
interned  at  St.  Francis  Hospital,  Peoria;  was  in 
the  Medical  Corps  of  the  United  States  Army 
from  1942  to  1946,  attaining  the  rank  of  major 
and  concluding  his  military  service  in  the  Far 
East;  entered  the  general  practice  of  medicine 
in  Peoria  in  1946  and  since  1950  had  continued 
his  practice  in  Sarasota;  was  a member  and  in 
1962  the  president  of  the  Sarasota  County  Medi- 
cal Society;  held  membership  in  the  American 
Medical  Association;  died  April  15,  aged  47,  of 
acute  coronary  thrombosis. 

Luppold,  Luther  Samuel,  Miami;  born  in 
Reading,  Pa.,  on  Aug.  21,  1897;  Temple  L^niver- 
sity  School  of  Medicine,  Philadelphia,  1921; 
served  an  internship  at  Harrisburg  General  Hos- 
pital, Harrisburg,  Pa.;  engaged  in  the  general 
practice  of  medicine  in  White  Haven,  Pa.,  for  28 
years,  and  in  Miami  since  1952;  held  membership 
in  the  American  Medical  Association;  died  March 
26,  aged  66. 
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PEPTIC  ULCER 


FUNCTIONAL  H Y P E R M O T I L I T Y 


• IRRITABLE  COLON 


PRO-BANTHiNE  (propantheline  bromide)  Assures  Authoritative 
Anticholinergic  Control  in  Gastrointestinal  Dysfunctions 


The  clear  and  consistent  therapeutic  benefits 
of  Pro-Banthine  (propantheline  bromide)  have 
made  it  the  preferred  anticholinergic  for  the 
past  decade. 

During  that  time,  many  compounds  have 
been  developed  and  proposed  as  alternatives. 
In  the  appraisal  of  Roach’  ".  . . few,  if  any,  have 
seemed  to  offer  a distinct  improvement, . . .” 

Early  investigations  showed  that  Pro- 
Banthine  (propantheline  bromide)  reduces  mo- 
tility and  acid  secretion  and  may  be  used  in  a 
wide  range  of  dosage,  to  bring  prompt,  positive 
anticholinergic  benefits  to  patients  with  peptic 
ulcer,  spastic  colon,  pylorospasm  and  related 
gastrointestinal  dysfunctions. 

Recent  evaluations  sustain  these  earlier 
judgments.  In  a current  authoritative  assess- 
ment based  mainly  on  the  factors  of  potency, 
superiority  to  atropine,  clinical  experience  and 
physiologic  study,  Steinberg  and  -\lmy-  select 
as  the  first  two  preferred  anticholinergic  drugs, 
methantheline  [Banthine]  and  propantheline 
[Pro-Banthine]. 


The  name  Pro-Banthine  (propantheline  bro- 
mide) sets  a stamp  of  therapeutic  authority  on 
any  anticholinergic  prescription. 

Side  Effects  and  Precautions— Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curarc-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosflgc— The  usual  adult  dosage  is  one  tablet 
of  15  mg.  with  meals  and  two  at  bedtime; 
this  amount  may  be  doubled  or  tripled  for  pa- 
tients with  severe  conditions.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 

Research  in  the  Service  of  Medicine 

1.  Roach.  T.  C.:  Thcr.ipy  of  Peptic  Ulcer,  J.  Louisiana  Med.  Soc. 
Ji.5.136-139  (April)  1963. 

2.  Steinherp,  H.,  and  Almy,  T.  P.,  Drugs  for  Gastrointestinal  Dis- 
turbances, Chapter  21.  in  Modell.W.  (editor):  Drugs  of  Choice 
-1964-1965,  St.  Louis.  The  C.  V.  Mosby  Company,  1964, 
p.  343. 
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“If  food  makes  him  feci  good,  it  is  not  at  all  surprising  that  he 
will  turn  to  it  w'hen  times  are  tough,  and  his  tension  mounts.”' 


ESKATR€PMJrrademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 

SPANSVLE 

brand  of  sustained  release  capsules 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 


Brief  Summary  of  Principal  Side  Effects,  Cautions  and  Contraindications 

Side  ejects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 

Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms) 
from  the  phenothiazine  component  in  ‘Eskatrol’  Spansule  capsules. 

Contraindications:  Hyperexcitability,  hyperthyroidism. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1.  Dorfman,  W.,  and  Johnson,  D.:  Overweight  /rCurai/r,  New  York, The  Macmillan  Company,  1948, p.  16. 

Smith  Kline  & French  Laboratories 
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for  patients 
who 

I cough  like  the 
dickens . . . 

[Great  Expectorants 
by 

IA.  H.  Robins 


Back  in  Dickens’  day,  about  the  only  remedy 
they  had  for  a bad  cough  was  time — and  an 
occasional  sip  of  rock-and-rye.  Nowadays  however, 
when  dealing  with  bronchitis,  croup,  and  URI, 
you  can  prescribe  with  “great  expectations” 
of  success  by  choosing  one  of  Robins’ 
great  expectorants. 

I 

[ Although  each  Robins’  antitussive  is  formulated 

I for  a cougher’s  special  need,  all  contain 
glyceryl  guaiacolate,  a superior 
expectorant  that  produces  significant  increases 
in  respiratory  tract  fluid  (RTF)  secretions.  * 

By  stimulating  the  natural  production  of  RTF, 
glyceryl  guaiacolate  makes  fewer  coughs  more 
productive  so  that  the  cough  itself  removes  the 
very  irritants  that  cause  it. 

After  millions  of  prescriptions,  no  significant 

side  effects  have  ever  been  reported 

from  glyceryl  guaiacolate.  And  acceptance  of 

these  elegant  and  highly  palatable 

formulations  by  patients  has 

always  been  outstanding.  Whenever  you 

treat  patients  who  are  coughing 

“like  the  dickens,”  give  them  relief  with 

one  of  Robins’  great  expectorants. 

A.  H.  Robins  Company,  Inc.  Richmond,  Va.  23220 


ROBITUSSIN® 

antitussive  /demulcent  /expectorant 
Each  5 cc.  (1  tsp.)  contains; 

Glyceryl  guaiacolate 100  mg. 

Alcohol  3.5  per  cent 

ROBITUSSIN®  A-C  (exempt  narcotic) 

Robitussin  with  antihistamine  and  codeine 
Each  5 cc.  (1  tsp.)  contains: 


Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(Warning:  may  be  habit  forming) 

Alcohol  3.5  per  cent 

Robitussin  is  indicated  in  coughs  associated  with  head  and  chest  colds, 
bronchitis,  laryngitis,  tracheitis,  pharyngitis,  pertussis,  "flu,"  “grippe," 
measles,  chronic  paranasal  sinusitis,  pulmonary  tuberculosis,  or 
smoking.  Robitussin  A-C  is  especially  indicated  for  allergic,  harsh  or 
unresponsive  coughs. 

dosage:  ADULTS— 1 tsp.  every  3 to  4 hours.  CHILDREN— tsp.  every 
3 to  4 hours. 

side  effects:  No  serious  side  effects  from  glyceryl  guaiacolate  have 
ever  been  reported.  Nausea,  G-l  upset,  and  drowsiness  may  be  en- 
countered rarely  with  Robitussin  A-C. 

precautions:  There  are  no  contraindications  for  Robitussin.  Robitussin 
A-C  is  contraindicated  in  patients  hypersensitive  to  antihistamines  or 
codeine. 

DIMETANE®  EXPECTORANT 


antihistaminic  /antitussive 
Each  5cc.  (1  tsp.)  contains; 

Dimetane©  (brompheniramine  maleate) 2 mg. 

Phenylephrine  hydrochloride 5 mg. 

Phenylpropanolamine  hydrochloride 5 mg. 

Glyceryl  guaiacolate 100  mg. 


Alcohol  3.5  per  cent  in  a palatable,  aromatic  base. 

DIMETANE®  EXPECTORANT-DC 
(exempt  narcotic) 

antihistaminic  /antitussive  / suppressant 


Codeine  phosphate 10  mg. 

(Warning:  may  be  habit  forming) 

Dimetane®  (brompheniramine  maleate) 2 mg. 

Phenylephrine  hydrochloride 5 mg. 

Phenylpropanolamine  hydrochloride 5 mg. 

Glyceryl  guaiacolate 100  mg. 


Alcohol  3.5  per  cent  in  a palatable,  aromatic  base. 

Indicated  for  relief  of  cough  and  allergic  states  in  which  an  expec- 
torant action  is  useful.  Dimetane  Expectorant-DC  is  indicated  when 
the  cough  suppressant  action  of  codeine  is  desired. 

dosage:  ADULTS— 1 to  2 tsp.  q.i.d.,  as  necessary.  CHILDREN— '/z  to 
1 tsp.,  t.i.d.  or  q.i.d. 

side  effects:  Overdosage  may  result  in  mild  drowsiness  or  excitement, 
but  within  the  therapeutic  range  neither  is  likely. 

Precautions:  Administer  with  caution  to  patients  with  cardiac  or  periph- 
eral vascular  diseases  and  hypertension. 

contraindications:  Hypersensitivity  to  antihistamines  or  codeine.  Not 
recommended  for  use  during  pregnancy. 

references:*  Boyd,  E.  M.,  and  Ronan,  A.  K.:  Am.  J.  Physiol.,  135:383, 
1942. 


CLASSIFIED 


Advertising  rates  for  this  column  are  $5.00  per 
insertion  for  ads  of  25  words  or  less.  Add  Z0<}  for 
each  additional  word. 


WANTED:  Pediatrician,  ENT,  Internist  and  Der- 

matologist for  new  medical  building  ready  Feb.  15. 
Adjacent  to  hospital  in  beautiful  location  on  Gulf  of 
Mexico.  Fine  practice  opportunity.  Write  69-510,  P.O. 
Box  2411,  Jacksonville,  Fla. 

WANTED:  Pediatrician  for  association  with  two 

obstetricians.  Office  space,  basic  equipment  and  guar- 
anteed income  are  available  for  an  acceptable  man. 
Write  69-551,  P.O.  Box  2411,  Jacksonville,  Fla. 

WANTED:  General  Practitioner  for  Clinic-Hos- 
|)ital.  Salary  open — plus  bonus.  Write  69-535,  P.O. 
Box  2411,  Jacksonville.  Fla. 

OBSTETRICIAN  - GYNECOLOGIST  WANTED: 
To  associate  with  two  man  group.  Large  established 
practice  in  Miami;  Board  eligible  or  certified;  prefer 
under  age  35.  Write  P.O.  Box  384,  Miami  Shores,  Fla. 

FOR  IMMEDIATE  SALE:  Combination,  well 

established  Miami  Beach  medical  practice  plus  suc- 
cessful next-d'oor  optical  business  as  a unit.  VVill  sacri- 
fice. Write  69-593,  P.O.  Box  2411,  Jacksonville,  Fla. 

NEW  MEDICAL  BUILDING:  Under  construc- 

tion.  Completion  September.  Custom  designed  offices 
including  air-conditioning,  heat  and  janitorial  services. 
Convenient  to  St.  Vincent’s  hospital.  For  information 
call  Charter  Realtors,  387-6511-Ext.  356. 

FOR  S.\LE:  Practical  and  beautifully  located  prac- 
tice North  Tampa  area.  Potential  unlimited.  (Retir- 
ing). Send  for  pictures  and  brochure.  Clenton  White- 
hurst, M.D.,  P.O.  Box  188,  Land  O Lakes,  Florida. 
Phone  Tampa  949-1800. 

W-ANTED:  General  Practitioner  (.\..-\.G.P.)  and/or 
General  Surgeon  (Boards)  to  join  2 established  Gen- 
eral Practitioners  in  rapidly  growing  community.  New 
200  bed  hospital  under  construction.  Guarantee  or 
other  liberal  arrangements.  Write  69-601,  P.O.  Box 
2411,  Jacksonville,  Fla. 

FOR  SALE  OR  LEASE  SPRINGFIELD  MEDI- 
C.\L  CENTER:  507  W.  10th  'St.  One  block  from  Du- 
val Medical  Center,  across  from  Blood  Bank  and  St. 
Luke’s  hospital.  Typical  office  includes  3 examining 
rooms,  dark  room,  reception  room  and  lab.  Call  Char- 
ter Realtors,  phone  387-6511 — Ext.  356. 

GENERAL  PRACTITIONER  14  years  private 
practice  seeks  relocation  lower  East  Coast  Florida; 
partnership,  group  or  take  over  solo  practice.  Write 
69-608,  P.  O.  Box  2411,  Jacksonville,  Fla. 

W.\NTED:  General  Practitioner  to  join  estab- 

lished GP  in  university  town  NW  Florida.  Guaran- 
teed salary  leading  to  full  partnership.  Prefer  doctor 
who  is  married  and  under  25.  Write  Box  612,  Talla- 
hassee, Fla. 

GExNERAL  PR.ACTITIONER  WANTED:  in  small 
northwest  Florida  town.  33  bed  private  hospital.  Phy- 
sician departing  for  industrial  position  and  associate 
seeking  replacement.  Excellent  opportunity  in  farm- 
ing-industrial area.  Contact  R.  O.  Mills,  .Adm.,  P.O. 
Box  183,  Century,  Fla. 

FLORIDA  WEST  COAST:  Busy  general  surgical 
practice  for  sale.  Completely  equipped;  office  build- 
ing; 800  major  cases  yearly,  some  general  practice 
necessary.  Will  introduce,  reasonable.  Immediate  pos- 
session. Write  69-606,  P.  O.  Box  2411,  Jacksonville, 
Fla. 

.\VAIL.\BLE  IMMEDL\TELY : Internist  with 

sub-specialty  in  cardiology.  University  trained.  Board 
certified,  39,  married,  Protestant.Florida  license.  An>- 
offer  considered,  especially  coastal.  Write:  Box  7185, 
Wichita.  Kansas,  67201. 


THE  FLORIDA  ST.\TE  BOARD  OF  HEALTH: 
has  vacancies  for  physicians  to  serve  as  Health  Officers 
for  county  health  units.  Salary  range  $12,000-$16,440 
dependent  upon  location  and  applicant’s  qualifications. 
Health  Officers  needed  for  units  at  Ocala;  Live  Oak; 
Madison;  Monticello,  and  DeFuniak  Springs.  Assist- 
ant Health  Officers  also  needed  at  West  Palm  Beach; 
Orlando;  Miami,  and  LaBelle.  Excellent  opportunity 
to  live  and  work  in  progressive  public  health  pro- 
gram. .\dditional  benefits  include  liberal  travel  allow- 
ance; vacation  and  sick  leave;  excellent  retirement 
plan ; group  insurance.  Must  be  .\merican  citizen 
eligible  for  Florida  licensure.  Write:  Wilson  T.  Sowder, 
M.D.,  State  Health  Officer,  P.O.  Box  210,  Jacksonville, 
Florida. 

DOCTOR’S  OFFICE  & BUILDENG  FOR  SALE: 
Eight  rooms  fully  furnished  and  equipped  priced  at 
,S30,000  or  will  lease  at  $250.  per  month.  Centrally 
heated  and  air-conditioned.  Lot  100'  x 140'  facing  U.S. 
,\lt.  19,  one-half  mile  north  of  Bay  Pines  Veterans 
Hospital.  Customer  parking.  Ed.  C.  Wideman  Realty, 
5989  Seminole  Blvd.,  N.  (U.'S.  .\lt.  19),  Largo,  Fla. 
Phone  St.  Petersburg  391-7031. 

GENER.\L  PR.ACTITIONER  wanted  for  locum 
tenens.  Salary  or  other  liberal  arrangements.  Excellent 
opportunity  for  permanent  location.  Thomas  C.  Scott, 
M.D.,  1113  Byrd  Plaza,  Cocoa,  Florida. 

PHYSICI.AN  W.ANTED:  Director  of  Outpatient 

Department.  Salary  in  excess  of  $12,000  per  year, 
with  40  hour  week  and  occasional  weekend  call.  Flor- 
ida license  preferred.  Duties  include  direct  medical 
care  and  administration.  Contact:  R.  G.  Sherrill  Jr., 

M. D.,  Medical  Director,  Hillsborough  County  Hos- 
pital, 5906  N.  30th  St.,  'Tampa,  33610. 

FORT  LAUDERDALE,  FLORIDA:  Modern  doc- 

tor’s  office  building.  2,063  sq.  ft.  Built-in  design  for 
two  doctors.  .Adequate  parking,  immediate  occupancy. 
Sale  $39,000  or  lease  $460.  monthly.  S.  Norton,  2895 

N. E.  26th  Place. 

BUSY  O.B.-GA'N.  SPECI.ALIST  in  need  of  asso- 
ciate-partnership in  the  Miami  area.  Contact  Mr._ 
Kwart,  Medical  Business  Consultants,  1101  N.E.  79th 
St..  Miami.  Phone  759-4478. 

W.ANTED:  Associate  General  Practitioner  or  In- 

ternist in  adjoining  new,  modern,  air-conditioned  of- 
fice. Next  door  to  100  bed  exclusive  convalescent 
home  under  construction.  Contact  F.  H.  Schnauss, 
M.D.,  4344  Ortega  Forest  Drive,  Jacksonville  10,  Fla. 

POSITION  W.ANTED:  Senior  Resident  physician 

desires  locum  tenens  for  a family  physician  or  an 
internist  in  October,  November  or  December.  Previous 
experience  of  this  type.  Available  weekends  or  up  to 
two  weeks.  Florida  license.  Write  69-611,  P.O.  Box 
2411,  Jacksonville,  Fla. 

W.ANTED:  Lab  technician  for  doctors’  office  in 

Winter  Haven.  .ASCP  preferred  but  will  consider  MT. 
Excellent  working  conditions.  Write  69-609,  P.O.  Box 
2411,  Jacksonville,  Fla. 

OBSTETRICIAN-GYNECOLOGIST  with  Florida 
license,  under  35,  seeks  association  with  established 
specialist  or  group  in  S.E.  Florida.  Write  69-610, 
P.O.  Box  2411.  Jacksonville,  Fla. 

NEVA'  MEDICAL  BUILDING  to  be  completed  in 
December  ’64  in  South  Dade  County.  Custom  design- 
ed, air-conditioned,  plenty  of  parking,  convenient  to 
excellent  hospital.  Fine  opportunity  for  Pediatrician 
or  general  practice.  Information  phone  Cl  7-4834, 
or  write  Robert  A.  Douglas,  M.D.,  510  N.  Krome  Ave., 
Homestead,  Fla. 

FOR  SUBLE.ASE:  650  sq.  ft.  in  modern  office 

building,  2909  N.  Orange  Avenue,  Orlando,  Florida. 
This  can  be  subleased  at  a reduced  rate.  For  further 
information  contact  L.  Burton  Parker,  M.D.,  601  E. 
Rollins  .Ave.,  Orlando,  Florida. 
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YOUR  Patronage  Has  Made  Our  Growth  Possible 


Medical  Supply  Company 
of  Jacksonville 


Home  Office 


JACKSONVILLE 

4539  Beach  Blvd. 
Telephone  FL  9-2191 

ORLANDO 

151  1 Sligh  Blvd. 
Telephone  GA  5-3537 


FLORIDA 

HEARING  AID  DEALERS 
ASSOCIATION,  INC. 

PLEDGED; 

. To  serve  the  hearing  handicapped  with  skill, 
integrity,  high  ethical  standards  and  sincere 
personal  interest. 

. To  cooperate  fully  with  medical  and  audio- 
logical  professions  in  carrying  out  such  service. 

Membership  roster  available  on  request  to 

Mrs.  A.  S.  Johnson.  Pres.,  310  Aragon  Ave., 
Coral  Gables 


THE  DUVALL  HOME 
for  RETARDED  CHILDREN 

A home  offering  the  finest  custodial  care  with  a 
happy  home-like  environment.  We  specialize  in  the 
care  of  infants,  bed-ridden  children  and  Mongoloids. 

For  further  information  write  to 
MRS.  A.  H.  DUVALL  GLENWOOD,  FLORIDA 


TUCKER  HOSPITAL,  INC. 

212  West  Franklin  Street 
RiCHMONn,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neurological 
patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic  disorders, 
mood  disturbances,  social  adjustment  problems,  involutional  reactions  and  selective 
psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz,  Jr.  Dr.  W.  Frederick  Young 
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BALLAST  POINT  MANOR 

SANITARIUM 


Care  of  Mild  Mental  Cases,  Senile  Disorders 
and  Invalids 
Alcoholics  Treated 


Aged  adjudged  cases 
will  be  accepted  on 
either  permanent  or 
temporary  basis. 


Safety  against  fire  — by 
Automatic  Fire  Sprinkling 
System. 


Cyclone  fence  enclosure  for 
recreation  facilities,  seven- 
ty-five by  eighty-five  feet. 


Member  of 

American  Medical  Assn. 
American  Hospital  Assn. 
Florida  Hospital  Assn. 


522G  Nichols  St.  DON  SAVAGE  P.  O.  Box  13467 

Telephone  831-4191  Owner  and  Manager  Tampa  11,  Florida 
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ACHROGIDIN 

TETRACYCLINE  HCI-ANTIHISTAMINE-ANALGESIC  COMPOUND 


Each  (5  cc.)  Teaspoonful  of  Syrup  (lemon-lime 
flavored)  contains: 

ACHROMYCIN®  Tetracycline 

equivalent  to  Tetracycline  HCI  . . 125  mg. 

Acetophenetidin  (Phenacetin)  ....  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate 15  mg. 

Methylparaben  4 mg.;  Propylparaben  1 mg. 

Effective  in  controlling  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic  re- 
lief in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  are  drowsiness,  slight 
gastric  distress,  overgrowth  of  nonsusceptible  organisms,  tooth  discoloration.  The  last  named 
may  occur  only  if  the  drug  is  given  during  tooth  formation  (late  pregnancy,  the  neonatal  period, 
early  childhood).  Average  Adult  Dosage:  2 Tablets  or  2 Teaspoonfuls  of  Syrup  four  times  daily  The 
total  average  daily  dosage  for  children,  determined  by  the  tetracycline  content,  is  10  to  20  mg. 
per  pound  body  weight,  divided  into  four  equal  doses. 


Each  Tablet 

contains: 

ACHROMYCIN® 

Tetracycline  HCI 

Acetophenetidin 

(Phenacetin) 

120  mg. 

Caffeine 

30  mg. 

Salicylamide  

150  mg. 

Chlorothen  Citrate 

25  mg. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

7143-3 


Ash  your  lab 
supply  man! 


Need  a 
placebo? 


Phone  your 
pharmacist! 


YOUR  GUILD  OPTICIAN! 


Your  local  Guild  Optician  has  the  special 
skills  and  experience  with  which  to  proper- 
ly serve  your  patients  in  the  area  of  optical 
services.  He  is,  in  short,  an  expert,  and 
here’s  why: 

The  Rx  you  write  must  he  accurately  filled 
and  properly  adjusted  for  optimum  results. 
Your  Guild  Optician  is  highly  skilled  at 
both. 

Patients  with  special  problems  demanding 
frequent  adjustment  require  special  han- 
dling — time,  patience  and  infinite  care 
must  be  devoted  to  these  cases.  Your  Guild 
Optician  has  these  qualities  in  full  measure. 


Your  patients  must  he  able  to  count  on  the 
optician  to  routinely  handle  any  problem 
of  after-ser^dce  and  repair  for  the  life  of 
the  glasses  they  wear.  Your  Guild  Optician 
is  always  available  with  his  skills  to  help 
your  patients. 

In  serving  you,  the  Guild  Optieian  also  has 
a stake  in  the  welfare  of  your  patients; 
depend  on  his  expert  services  and  expe- 
rience to  he  sure  your  patients  are  getting 
the  best  possible  results  from  the  prescrip- 
tions you  write!  Guild  of  Prescription 
Opticians  of  Florida. 


USINGGUILDSKILLSANDEXPERIENCETO  SERVE  YOUR  PATIENTS 
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Fibre-free 

HYPOALLERGENIC 

formula 

0 Provides  balanced  nutritional  values. 

f2)An  excellent  formula  for  regular 
infant  feeding. 

3^)An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet.  ■ 


Strikingly  similar  to  mother's  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 


Clinical  data  furnish  evidence  of  SOYALAC'S  value 
in  promoting  growth  and  development. 


Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


A request  on  your  professional  letterhead  or 
prescription  form  will  bring  to  you  complete 
information,  and  a supply  of  samples. 


Medical  Products  Division 

LOMA  LINDA  FOODS 

RIVERSIDE.  CALIFORNIA 
Mount  Vernon,  Ohio  • Oshav/a.Ontario-Canada 
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ORANGE  FLAVORED 


We  will  be  pleased  to  send 
professional  samples  on  request^ 


HOW 

FRIENDS... 


New 

Orange  Flavored 
Bayer  Aspirin  for  Children 
is  sweet 

all  the  way  through, 
so  children 
take  it  readily. 

The  GRIP-TIGHT  CAP 

on  the  bottle 
helps  keep  them 
from  taking  it 
on  their  own. 

Bottles  of  50  tablets 
(l’/4  grains  each) 

NOW! 

NEW  ORANGE  FLAVOR! 


I 


I 


THE  BAYER  COMPANY 


Division  of  Sterling  Drug  Inc.,  Dept.  D112 
90  Pork  Avenue,  New  York,  N.  Y.  10016 
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(clearly  decongested  with  Dimetapp) 


(Dimetane® [brompheniramine  maleatej,  12  mg.;  Phenylephrine  hydrochloride  15  mg.;  Phenylpropanolamine  hydrochloride,  15  mg.) 


In  sinusitis,  colds,  U.R. I.,  Dimetapp  lets  your  “stufTed-up”  patients  breathe  easy  ogom.  Each  long-acting 
Extentab  provides  clear  relief  for  up  to  10-12  hours,  yet  seldom  causes  drowsiness  or  overstimulation. 


BRIEF  SUMMARY:  Indications:  Dimetapp  reduces 
nasal  secretions,  congestion,  and  postnasal  drip  for  symp- 
tomatic relief  of  colds,  U.R. I.,  sinusitis,  and  rhinitis. 
Side  Effects:  In  high  dosages,  occasional  drowsiness 
due  to  the  antihistamine  or  CNS  stimulation  due  to  the 
sympathomimetics  may  be  observed.  Precautions: 


Administer  with  caution  in  the  presence  of  cardiac  or 
peripheral  vascular  diseases  and  hypertension.  Contra- 
indications: Antihistamine  sensitivity.  Not  recom- 
mended for  use  during  pregnancy. 

^Clinical  report  on  file,  Medical  Department,  A.  H.  Robins  Co..  Inc. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


THE  ULCER  LIEE 

In  this  “pop  an”  assemblage,  artist  Bob  Sullivan  depicts  “the  ulcer  life”  as  man-in-a-box.  The  wall  of  nails  closing  in  might  well  sym- 
bolize the  torturous  demands  of  a rigid,  conformist  society.  As  for  the  man,  his  disembodied  psyche  moves  relentlessly  onward  with  the 
blank,  fixed  stare  of  a man  who  has  lost  control  of  his  own  destiny.  Small  wonder  that  his  gastric  mechanism  rebels. 

NUMBER  1 IN  A SERIES 


for  the  ulcer  life: 
a new  strength  of  glycopyrrolate 

ROBINUE  FORTE 

2 mg.  per  tablet 

ROBINUE-PH  FORTE 

glycopyrrolate  2 mg.  phenobarbital  16.2  mg.  (warning:  may  be  habit  forming) 


When  glycopyrrolate  was  first  introduced,  clinicians  were  immediately  impressed  by  the 
remarkable  ability  of  this  compound  to  exert  a more  specific  pharmacologic  action  on  the 
gastrointestinal  tract  than  on  other  organ  systems.  For  example,  they  often  found  that  in 
difficult  patients  the  dosage  could  easily  be  adjusted  upwards  to  achieve  the  desired  suppres- 
sion of  both  hypertonicity  and  secretion  . . . without  paying  the  penalty  of  side  effects  intoler- 
able to  the  patient.  Thus,  it  is  no  surprise  that  many  clinicians  suggested  that  a double-strength 
2 mg.  tablet  of  glycopyrrolate  would  be  both  practical  and  useful.  For  those  patients 
ordinarily  unresponsive  to  anticholinergics  or  for  those  exhibiting  the  more  prominent  symp- 
toms, the  new  Forte  dosage  forms  are  a worthwhile  addition  to  your  ulcer  armamentarium. 


BRIEF  SUMMARY 

indications:  In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  glycopyrrolate  is  indicated  for  other  G-I 
conditions  which  may  benefit  from  anticholinergic  therapy. 
Robinul-PH  Forte  (glycopyrrolate  2 mg.  with  phenobarbital)  is 
indicated  when  these  situations  are  complicated  by  mild  anxiety 
and  tension. 

contraindications:  Glaucoma,  urinary  bladder  neck  obstruc- 
tion, pyloric  obstruction,  stenosis  with  significant  gastric 
retention,  prostatic  hypertrophy,  duodenal  obstruction,  cardio- 
spasm (megaesophagus),  and  achalasia  of  the  esophagus,  and  in 
the  case  of  Robinul-PH  Forte,  sensitivity  to  phenobarbital. 


precautions:  Administer  with  caution  in  the  presence  of 
incipient  glaucoma. 

SIDE  effects:  Dryness  of  mouth,  blurred  vision,  urinary  dif- 
ficulties, and  constipation  are  rarely  troublesome  and  may 
generally  be  controlled  by  reduction  of  dosage.  Other  side  effects 
associated  with  the  use  of  anticholinergic  drugs  include  tachy- 
cardia, palpitation,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness, 
drowsiness,  and  rash. 

dosage:  Should  be  adjusted  according  to  individual  patient 
response.  Average  and  maximum  recommended  dose  is  1 tablet 
three  times  a day:  in  the  a.m.,  early  p.m.,  and  at  bedtime. 

See  product  literature  for  full  prescribing  information. 


A.  H.  ROBINS  COMPANY.  INC.,  RICHMOND,  VIRGINIA  | PHARMACEUTICALS  1 RESEARCH 


QUALITY  BOOK  PRINTING 

/ Convention 

PI  BUG  A TIONS  BROCHURES 

TV 7"  HATEVER  your  first  requisites  may  be,  we 
” always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 

J Press 

work  — and  at  the  same  time  provide  the  service 

/ 218  W.  Church  St. 

desired.  Let  Convention  Press  help  solve  your 

/ J.4CKS0NVILLE,  FLORIDA 

printing  problems  by  intelligently  assisting  on  all 

details. 

Anderson  Surgical  Supply  Co. 

Established  1916 

Distributors  of  Known  Brands  of  Proven  Quality 

TELEPHONE  229-8504  TELEPHONE  896-3107 

Morgan  at  Platt,  P.  O.  Box  1228  556  9th  St.,  South 

TAMPA,  FLORIDA  33601  ST.  PETERSBURG,  FLORIDA 

TELEPHONE  376-8253  TELEPHONE  CHerry  1-9589  TELEPHONE  958-0489 

729  S.W.  4th  Ave.  1616  N.  Orange  Ave.  1934  Hillview  St. 

GAINESVILLE,  FLORIDA  ORLANDO,  FLORIDA  SARASOTA,  FLORIDA 


SANITARIUM 

AND  OUTPATIENT  CLINIC 


MEDICAL  DIRECTORS: 

James  A.  Becton,  M.D.,  F.A.P.A. 

James  K.  Ward,  M.D..  F.A.P.A. 

Location:  7000  5th  Avenue,  South 

Box  2896.  Woodlawn  Station 
BIRMINGHAM,  ALABAMA  35212 
Phone.  595-1151 


is  a private  psychiatric  hospital  established 
in  1925  for  the  treatment  of  nervous  or 
mental  disorders,  alcohol  or  drug  addic- 
tion problems. 

The  hospital  accepts  both  men  and  wom- 
en. It  is  departmentalized  according  to 
.sex  and  the  degree  of  illness,  with  differ- 
ent sections  for  the  acutely  ill  patient, 
the  mildly  ill  patient,  the  convalescent 
patient,  and  the  chronically  ill  resident 
patient.  .-Ml  rooms  are  private. 

HILL  CREST  S.^NITARIUM  is  a mem- 
ber of: 

American  Hospital  Association 
American  Psychiatric  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Alabama  Hospital  Association 
Birmingham  Regional  Hospital 
Council 
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The  Bronchodilator  ivith  the  intermediate  dose  of  KI 


The  fast-disintegrating,  uncoatcd  tablet  gives  re- 
lief to  the  asthmatic  in  15  minutes.  The  ephedrine- 
phenobarbital  balance  eliminates  nervousness.  It 
relaxes  broncho-constriction,  liquefies  mucus-plug- 
ging and  is  buffered  for  tolerance. 

Each  tablet  contains  Aminophylline  130  mg., 
Ephedrine  HCl  16  mg.,  Phenobarbital  22  mg. 
(Warning:  may  be  habit-forming).  Potassium 

Iodide  195  mg.  Dosage:  One  tablet,  3 or  4 times 
a day.  Precautions:  Usual  for  aminophylline- 

ephedrine-phenobarbital.  Iodides  may  cause 
nausea,  and  very  long  use  may  cause  goiter.  Iodide 
contraindications:  tuberculosis,  pregnancy.  Issued 
in  lOO’s,  lOOO’s. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  18S6 


Also  available  as 

miCdlicme,GG 

Formula  is  identical  to  Mudrane 
except  that  Glyceryl  Guaiacolatc 
100  mg.  replaces  the  Potassium 
Iodide  as  the  mucolytic  expecto- 
rant. Issued  in  lOO’s  and  lOOO’s. 

and 

miidliaae.GG 

ELIXIR 

The  formula  of  four  teaspoonfuls 
Elixir  equals  one  Mudrane  GG 
tablet.  Dosage  6 to  12  years: 
One  to  two  teaspoonfuls  3 or  4 
times  a day.  Under  6 years, 
adjust  dosage  according  to  age. 
Issued  in  pints  and  half  gallons. 
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HCV  CREME 

3%  lodochlorhydroxyquin 
1%  Hydrocortisone  alcohol 

Antifungal  Anti-inflammatory 

Antibacterial  Antipruritic 

A white  vanishing  cream 

AURAL  ACUTE  (PDR  Pg 

858) 

Sizes  5 cc.  and  new  15  cc. 

The  ear  drop  of  the  year.  Combining: 

Polymyxin  B Sulphate 

lO.OOOu 

Neomycin  Sulfate 

5mg 

Hydrocortisone  Alcohol 

1% 

PCMX 

0.05% 

Pramoxine  HCL 

1% 

Antibacterial,  antifungal,  anti-inflammatory, 
the  complete  answer  for  External  Otitis. 

anaesthetic; 

SAROCYLINE  250mg 

U.S.P. 

Tetracycline  Hcl  at  a tremendous  economy 
tient.  Look  for  the  green  and  white  capsule 

to  your  pa- 

QUALITY  — ECONOMY 

SARON  PHARMACAL  CORP. 

St.  Petersburg,  Florida 

.4  COxMPLETE  BUSINESS  SERVICE 

m 

m 

• 

m 

c 

FOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 

0 

m 

0 

m 

8 

m 

C 

m 

8 

8 

m 

PM  FLORIDA 

f 
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2 

233  Fourth  Avenue,  N.  E. 
St.  Petersburg,  Florida 
Phone  862-6903 

■ 

^ M 

314B  John  Ringling  Blvd. 
Sarasota,  Florida 
Phone  388-1604 

iinct  ifji  1 1 1 1 1 

\ L II  / 

\ 9 

A'*'* 

12490  N.  E.  7th  Ave. 
Miami,  Florida 
Phone  751-2101 

.Affiliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 

ica 

SUPPLY 


ASIA 


^4SS0t'^ 


COMPANY 


Are  you  just  starting  or  hove  you  been  in  practice?  We  con  supply  you  with  dis- 
tinctive and  modern  equipment  for  your  office. 

It  increases  your  efficiency  ond  mokes  your  work  easier. 


Ph.  EL  5-8391 


P.  O.  Box  2580 — 1050  W.  Adorns 


Jacksonville,  Flo. 


P.  L.  DODGE  MEMORIAL  HOSPITAL 

formerly 

MIAMI  MEDICAL  CENTER 

M.  G.  Isaacson,  M.D. 

Medical  Director 

1861  N.W.  South  River  Drive 
Phone  379-1448 

A private  institution  for  the  treatment  of  ner- 
vous and  mental  disorders  and  the  problems  of 
drug  addiction  and  alcoholic  habituation.  Mod- 
ern diagnostic  and  treatment  procedures  includ- 
ing — Psychotherapy.  Insulin,  & Electroshock, 
when  indicated.  Adequate  facilities  for  recrea- 
tion and  out-door  activities. 

Information  on  request 

Member  NAPPH  and  American  Psychiatric  Assn. 
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Member  National  Association 
of  Private  Psychiatric  Hospitals, 
Approved  by 

American  Psychiatric  Association, 
Accredited  by  Joint  Commission 
on  Accreditation  of  Hospitals. 


A modern  hospital  offering  intensive  and  comprehensive  psychiatric 
treatment.  The  completeness  of  the  unification  of  the  entire  staff  makes 
the  approach  unique,  but  not  radical.  All  acceptable  treatment  modal- 
ities are  used  but  absolute  precedence  is  given  to  psychotherapy, 
individual  and  group,  with  special  attention  to  the  family  process. 


LORANT  FORIZS.  M.D 

MEDICAL  DIRECTOR 


WALTER  H.  WELLBORN.  jR..  M.D. 

CLINICAL  DIRECTOR 


STAFF  PSYCHIATRISTS 

JOHN  R.  ERWIN.  M.D. 
RICHARD  L.  MEADOWS.  M.D. 
CHARLES  J.  SAPORITO,  M.D. 
ROBERT  G.  ZEITLER,  M.D. 


THEODORE  E.  GAGLIANO.  M D 

DIRECTOR  OF  ADMISSIONS, 
EDUCATION  AND  TRAINING 

STAFF  PSYCHOLOGISTS 

PATRICK  J.  DIGNAM.  PH  D. 

JAMES  B.  MORRIS,  PH.D. 


APPALACHIAN  HALL 

ASHEVILLE  Established  1916  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  Ulnesses,  rest,  convales- 
cence, drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  Justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en 
suite. 

VVm.  Ray  Griffin  Jr.,  M.D.  Mark  A.  Griffin  Sr.,  M.D. 

Robert  A.  Griffin,  M.D.  Mark  A.  Griffin  Jr.,  M.D. 

For  rates  and  further  information  wr  ite  Appalachian  Hali,  Asheville,  N.  C. 
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Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


HYDROM(K 

QUINBTHAZONEmEB 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg,'-^just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 
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Once  you  have  used  HEMA-COMBISTIX',"dip-and-read  test  for  urinary  blood, 
protein,  glucose,  and  pH,  it  may  become  a habit  to  test  every  patient’s  urine 
routinely  with  this  simple,  convenient  reagent  strip.  Most  of  the  answers  will 
be  “negatives,”  but  an  unexpected  “positive”  may  alert  you  to  se- 
rious pathology  even  before  related  symptoms  appear.  The  test  takes 
only  60  seconds.  As  basic  as  the  stethoscope. . .HEMA-COMBISTIX 
is  a good  habit  to  form.  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  aivies 


for 

The  Age  of 
Anxiety 


LIBRIUM' 

(chlopdiazepoxide 

HGI) 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
Cauf/ons  — Occasional  side  effects,  often  dose-related,  are 
drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregular- 
ities, nausea  and  constipation.  Paradoxical  reactions  may  , 
occasionally  occur  in  psychiatric  patients.  Individual  mainte- 
nance dosages  should  be  determined.  Advise  patients  against 
possibly  hazardous  procedures  until  maintenance  dosage  is 
established.  Though  compatible  with  most  drugs,  use  care  in 
combining  with  other  psychotropics,  particularly  MAO  inhibi- 
tors or  phenothiazines;  warn  patients  of  possible  combined 
effects  with  alcohol.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function,  and  in  long-term  treatment. 
Supplied —Capsu\es,  5 mg,  10  mg  and  25  mg,  bottles  of 
50  and  500. 


Roche  Laboratories,  Division  of  Hoffmann  - La  Roche  Inc., 
Nutley,  N.J.  07110 
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Treatment  of  Extrapyramidal  Effects 

Acute  Glomerulonephritis 

Research  in  Department  of  Pathology 
University  of  Florida 

The  Unknown  Child  of  Bethlehem 

Post  Mortem 

FMA  Forty-Eight  Years  Ago 
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Announcing 


the  Second  Volume  in  the  New  Series  from 
SAUNDERS 


Polypoid  Lesions  of  the 

Gastrointestinal  Tract 

by  Claude  E.  Welch,  M.D. 


Fipurc  3-25.  Location  of  cancer 
and  simple  adenomas  in  resected 
cancers  of  the  right  colon.  Squares 
locate  cancers;  circles,  adenomas. 


Is  this  polyp  in  your  patient  benign  or  malignant?  Should  it  be  removed?  If  so, 
ichat  is  the  best  method  for  this  particular  lesion  in  this  particular  patient? 

This  hook  was  written  to  help  yon  answer  questions  such  as  those  above,  and 
others  like  them.  Its  author  lias  drawn  on  the  experience  of  1124  Massachu- 
setts General  Hospital  patients,  plus  many  personal  eases.  Dr.  elch  first 
sets  the  stage  for  a fruitful  discussion  by  defining  terms,  by  discussing  the 
incidence  and  location  of  polypoid  tumors,  and  summarizing  wbat  is  known 
about  the  etiology  of  adenomas.  He  then  proceeds  to  illuminate  the  various 
types  of  polypoid  lesions  you'll  encounter  in  the  colon  and  rectum,  small 
intestine  and  stomach.  He  describes  and  illustrates  common  lesions  such  as 
adenomatous  polyps  and  papillary  adenomas,  and  such  rare  ones  as  pseudo- 
polyps, mucosal  excrescences,  Peutz-Jeghers  polyps,  etc.  Multiple  polyposis  and 
familial  polyposis  are  also  completely  covered.  Etiology,  incidence,  pathology, 
symptoms,  diagnosis,  prognosis,  treatment,  are  clearly  set  forth.  A full  chapter 
is  devoted  to  Diagnosis  of  Polypoid  Lesions  of  the  Colon  and  Rectum.  Here  you'll 
find  description  of  symptoms  (bleeding,  change  in  bowel  habit,  abdominal 
cramps,  electrolyte  imbalance,  etc.)  and  physical  findings  from  jialpation, 
sigmoido,scopic  examination,  and  radiologic  examination.  The  relationship  of 
single  adenomas,  papillary  adenomas,  and  cancer  is  discussed,  with  examina- 
tion of  today’s  thinking  on  the  adenoma-cancer  relationship.  A chapter  on 
treatment  delineates  location  and  identification  of  polyps,  giving  you  argu- 
ments for  and  against  their  removal.  Polypectomy  and  resection  are  discussed 
and  their  relative  merits  contrasted.  If  resection  is  decided  upon,  the  opinion 
of  various  authorities  as  to  the  amount  of  bowel  and  mesentery  that  should 
be  removed  are  reported.  The  author  states  his  own  conclusions  to  help  guide 
you.  You’ll  also  find  helpful  consideration  of  sub-total  and  total  colectomy, 
extraction  of  polyps  via  the  anus,  posterior  proctotomy,  resection  of  the 
rectum,  and  sigmoidoscopic  removal  of  polyps. 

By  Claude  E.  Welch,  M.I)..  VisiiiuK  Siirffeon.  Massuchugetts  General  Hospital,  Boston;  ami 

(Minical  Professor  of  Siirf»cr}  , Harvard  Mt'dirai  Sriiool.  Bonton.  118  papes.  6 x 

tratefl.  $7.50.  IVetr — .fust  Hpttdy! 


About  this  New  Series:  MAJOR  PROBLEMS  IN  CLINICAL  SURGERY 

J.  Englebert  Dunphy,  M.D.,  Consulting  Editor 


Kach  volume  in  this  series  will  exhaustively  illuminate 
a significant  and  pressing  problem  met  in  surgieal 
practice  by  the  clinical  surgeon.  These  monographs  aim 
to  fill  the  vital  gap  left  between  standard  textbooks  of 
surgery  and  relevant  journals.  Held  to  a consistently 
graduate  level  of  presentation,  they  give  rock-solid 
accounts  and  analysis  of  precisely  what  can  be  done 
today  in  managing  knotty  surgical  problems.  Each 
eminently  qualified  specialist-author  will  present  a 
critical  analysis  of  changing  approaches  to  therapy,  of 
etiology,  pathologic  physiology,  diagnosis  and  differ- 
ential diagnosis.  Where  operative  technicpies  figure 
importantly  in  the  problem,  they  will  be  clearly  de- 
scribed and  fully  illustrated  in  abundant  detail.  Opera- 
tive and  postoperative  complications,  results  and 
prognosis  will  be  carefully  considered;  areas  of  conflict 
in  theory  and  hypothesis  fully  explored.  The  authors’ 
own  evaluations,  opinions  and  conclusions  will  be 
expressed  and  substantiated.  Several  volumes  will 
appear  each  year,  containing  between  150-300  gener- 
ously illustrated  pages. 

Child— 77ie  Liver  and  Portal  Hypertension,  was  the  first 
volume  in  this  series,  published  June,  1964.  Future  vol- 


umes are  scheduled  to  cover:  Trauma  to  the  Livei — Sur- 
gical Problems  of  the  Pancreas — Peripheral  Arterial 
Disease. 

\V  hy  not  subscribe  to  the  entire  series  on  an  auto- 
matic, full  return  privilege  basis?  You  need 
merely  ebeck  the  proper  square  below  to  see  each 
one  of  the  series  on  examination.  Sent  postpaid. 


W.  B.  SAUNDERS  COMPANY 

West  Washington  Square,  Phila.,  Pa.  19105 

I’Icasc  send  and  bill  me; 

□ W elch — Pohqtoid  Lesions S7.50 

I I Enter  my  scries  subscription 

r~l  Begin  with  Welch 


Q Begin  with  Child 
S8.50 


Name_ 


Address- 


SJG  12-6  t 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  sho\wing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 

B— Maxillary;  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frohtonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 

Neo-Syiiiipliriiie'sooner 

hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 

can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 
Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  'U  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

•Reed,  G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (V2V0) 
and  children  (’AVo).  in  solutions  of  V»,  ’A  or  1 
percent. 


Winthrop  Laboratories 
New  York.  N.  Y. 


l^//Tfhrop 
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When  you  decide  your  patients’  dietary  fat  should  be  modified,  remember... 


Fleischmann’s  is  Lowest  in  Saturated  Fat 
of  the  nation’s  leading  margarines 


Fleischmann’s  is  made  from  100!? 
corn  oil.  Over  half  of  this  remains 
m liquid  form  for  high  linoleic 
content... the  balance  is  partially 
hydrogenated  for  flavor  and 
spreadability.  Consequently, 
Fleischmann’s  is  a “special”  mar- 
garine, lowest  in  saturated  fat  of 
the  nation’s  leading  margarines.  A 
“special”  margarine  is  one  of  the 
most  important  sources  of  poly- 
unsaturates in  the  average  diet. 

Only  Fleischmann’s  offers  all  of 
these  extra  benefits: 


Lightly  Salted  in  golden  package 


(1)  Exceptionally  high  P/S  ratio 
. . . Fleischmann’s  Margarine  has 
a 1.7  to  1 ratio  (27.5%  cis,  cis  lino- 
leic acid).  Using  Fleischmann’s 
instead  of  butter  or  regular  mar- 
garines increases  intake  of  poly- 
unsaturates while  lowering  intake 
of  saturated  fat. 

(2)  Made  from  100%  corn  oil . . . 
The  only  oil  used  in  making 
Fleischmann’s  is  100%  corn  oil. 
Some  so-called  corn  oil  marga- 
rines are  mixtures  of  cottonseed 
or  soybean  oil  with  corn  oil. 


(3)  Light  delicate  flavor. ..  Deli- 
cious taste  has  made  Fleisch- 
mann’s America’s  largest  selling 
“special”  margarine. 

(4)  Lightly  Salted  and  Unsalted 
...Fleischmann’s  comes  both 
ways.  What’s  more,  Fleisch- 
mann’s Unsalted  Margarine  is 
dietetically  sodium-free.  It’s  lo- 
cated in  the  frozen  food  section. 

(5)  National  availability. ..  Un- 
like most  brands,  both  Fleisch- 
mann’s can  be  found  in  virtually 
every  food  store  in  America. 


Unsalted  in  green  foil  package 
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STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B/,  (Pyridoxine  HCI) 

2mg. 

Vitamin  Bj2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

cies.  Supplied  in  decorative  “reminder  " 

jars  of  30  (one  month's  supply) 
(three  months’  supply). 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 


am  is  almost  invariably  a presenting 

symptom  in  cases  of  skeletal  muscle 


spasm 


In  some  instances,  the  pain  subsides  on  relaxation  of  the  muscles  in  spasm.  In  others, 
relaxant  therapy  alone  fails  to  give  adequate  relief,  and  supplementary 
analgesia  (and  possibly  sedation)  are  indispensable,  as  in  cases  of: 


provocative  paill,  when  muscle  spasm  is  triggered  by  some  painful 
underlying  musculoskeletal  defect. 

residual  paiu,  when  relaxation  of  severe  spasticity  leaves  a degree 
of  myalgia  that  tends  to  reinvoke  spasm. 

severe  paill,  when  the  degree  of  pain  is  such  as  to  cause  persistence 
of  symptoms  in  spite  of  relaxant  therapy. 

efriOtlOlially  a^^ravated  paiu^  when  anxiety  or  agitation  creates  tension 
that  thwarts  the  efficacy  of  both  relaxant  and  analgesic  medication. 

In  such  cases,  Robaxisal  and  Robaxisal-PH  have  proven  highly  effective  in  assuring  decisive 
and  comprehensive  relief.  The  Robaxisal  formula— of  Robaxin  (methocarbamol), 
the  potent  muscle  relaxant,  together  with  aspirin,  the  time-tested  and  proved  analgesic- 
produces  higher  plasma  salicylate  levels  than  equivalent  doses  of  aspirin  alone,  and  serves 
effectively  to  control  both  spasm  and  pain.  Robaxisal-PH’s  combination  of 
Robaxin  (methocarbamol)  with  the  analgesic-sedative  ingredients  of  the  Phenaphen 
formula— including  phenobarbital— helps  additionally  to  ease  apprehension. 


ROBAXISAL 


Kpbi 

... 


msj 


Each  pink-and-white  laminated  Tablet  contains-. 

Robaxin  (methocarbamol,  Robins) 400  mg.  Aspirin  (5  gr.) 325  mg. 

U.S.  Pat.  No.  2770649 


ROBAXISAE-PH 

Each  green-and-white  laminated  Tablet  contains: 

Robaxin  400  mg.  Phenacetin  (IV2  gr.) ...  97  mg.  Hyoscyamine  sulfate  0.016  mg. 

(methocarbamol,  Robins)  Aspirin  (114  gr.) 81  mg.  Phenobarbital  (Vs  gr.)  . 8.1  mg. 

(Warning;  May  be  habit  forming) 


‘TAIN  & SPASM” 


- a two-headed  dragon! 


Robaxisal  and  Robaxisal-PH  are  indicated  in 
strains  and  sprains,  painful  disorders  of  die  back, 
“whiplash”  injury,  myositis,  pain  and  spasm  asso- 
ciated with  arthritis,  torticollis,  and  headache  asso- 
ciated with  muscular  tension. 

Side  effects  such  as  lightheadedness,  slight  drowsi- 
ness, dizziness  and  nausea  may  occur  rarely  in 


patients  with  intolerance  to  drugs,  but  they  usually 
disappear  on  reduction  of  dosage. 

Contraindicated  for  patients  hypersensitive  to  any 
component  of  the  formulations.  There  are  no  spe- 
cific contraindications  to  methocarbamol,  and  un- 
toward reactions  are  not  to  be  expected. 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


high  active  urine  levels- 
reflect  high  concentratioi 
at  infection  site 


To  gauge  how  effective  a systemically  absorbed  antibiotic  cai 
be,  check  how  it  is  excreted.  Of  the  four  tetracycline  analogue 
Terramycin  (oxy tetracycline)  has  the  highest  96-hour  urinar 
recovery  rate.  It  has  also  been  demonstrated  that  oxytetracyclim 
has  the  lowest  degree  of  protein  binding;  and,  that  it  has  th( 
highest  diffusion  rate  (RDV)'  which  reflects  fast,  free  movemen 
into  body  tissues  and  fluids.  Therefore,  high  concentrations  o 
oxytetracycline  exist  at  the  site  of  infection. 

How  well  the  promise  of  these  pharmacological  advantages  i:' 
realized  in  actual  practice  is  a matter  of  record.  More  than  i 
decade  of  worldwide  experience  testifies  that  you  can  rely  or 
Terramycin  for  treatment  of  infections  of  the  respiratory,  genitc 
urinary,  digestive,  circulatory,  skeletal,  or  nervous  systems,  oij 
integument— when  due  to  oxytetracycline -sensitive  pathogens  1 

Ahead  of  its  time  for  14  years,  Terramycin  remains  a broadly 
useful  antibiotic  with  a world  of  experience  to  support  its  record 
of  effectiveness,  safety  and  practicality. 


1.  Kunin,  C.  M.,  Dombush,  A.  C.  and  Finland,  M.:  J.  Clin.  Invest.  38:1950,  Nov.,  1959, 


This  striking  three-dimensional  representation  of  Bowman's 
capsule  illustrates  the  high  glomerular  filtration  rate  of 
Terramycin®(oxytetracycline).  Unique  in  pharmacologic 
activity  among  the  four  tetracycline  analogues,  oxytetracy- 
cline  has  the  highest  96-hour  urinary  recovery  rate,  the 
lowest  protein  binding,  and  the  highest  relative  diffusion  rate. 

A three-dimensional  sculptural  rendition  of  Bowman's 
capsule  was  used  for  photographic  purposes. 


Science  for  the  world's  well-bein^ 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  IOOI7 


XOGRAPH^  “■ 


OXYTBTRACYCIINE 

unique  properties  make  the  difference  in  difficult  or  routine  cases... 


Side  effects:  Glossitis  and  allergic  reactions  have  been  re- 
ported as  rare  side  effects.  Use  of  oxytetracycline  during 
the  last  trimester  of  pregnancy,  neonatal  period  and  early 
childhood  may  cause  discoloration  of  developing  teeth. 
Reduce  usual  oral  dosage  and  consider  serum  level  deter- 
minations in  patients  with  im[5aired  renal  function  to 
prevent  i)ossible  liver  toxicity  due  to  e.xcessi\e  accu- 
mulation of  antibiotic  in  the  scrum. 

Precautions:  Overgrowth  of  nonsusce[)tible  organisms  may 
occur.  In  such  cases,  discontinwc  medication  and  institute 

Scietice  for  the  world's  well-being® 


appropriate  specific  therapy  as  indicated  by  susceptibility 
testing.  Aluminum  hydroxide  gel  given  with  antibiotics  bas 
b»en  shown  to  decrease  their  absorirtion  and  is  contra- 
indicated. 

Formulas:  Terramycin  Capsules:  oxytetracycline  HCl, 
250  mg.  and  125  mg.  Terramycin  Syrup:  calcium  oxytetra- 
cycline, 125  mg.  per  5 cc.  Terramycin  Pediatric  Drops; 
calcium  oxytetracycline,  100  mg.  per  cc. 

More  detailed  professional  information  available  on  request. 


Since  1849 


PFIZER  LABOR, \TORlES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 


When  he  sees  it  engraved  on  a Tablet  of  Quinidine  Sulfate 
he  has  the  assurance  that  the  Quinidine  Sulfate  is  produced 
from  Cinchona  Bark,  is  alkaloidally  standardized, 
and  therefore  of  unvar>'ing  activity  and  quality'. 

Vv'hen  the  physician  writes  “DR”  (Davies,  Rose) 
on  his  prescriptions  for  Tablets  Quinidine  Sulfate 
he  is  assured  that  this  “quality”  tablet 
is  dispensed  to  his  patient. 


Rx  Tablets  Quinidine  Sulfate  Natural 
0.2  Gram  (or  3 grains) 

Davies,  Rose 

Clinical  samples  sent  to  physicians  upon  their  request 

Davies,  Rose  & Company',  Limited 
Boston  18,  Mass. 
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(doiibit-strengfh  CVP) 


C.V.P.  and  duo-C.V.P.  are  believed  to  act  by 

decreasing  abnormal  permeability  and  fragility  of  capillaries, 

and  thereby  reducing  bleeding  or  diapedesis  from  these 

vessels.  C.V.P.  and  duo-C.V.P.  provide  the  original  and  exclusive 

bioflavonoid  compound  from  citrus,  which  is  a specially 

processed  concentrate  of  the  biologically  active  water-soluble  factors. 


samples  and  literature  from 

u.  s.  vitamin  & pharmaceuticai  corporation 

800  Second  Avenue,  New  York,  New  York  10017 


Each  duo-C.V.P.  capsule  provides: 
200  mg. 


Each  C.V.P.  capsule,  or  5 cc. 

(approx.  1 teaspoonful)  syrup  provides: 


CITRUS  BIOFUVONOID  COMPOUND 

100  mg. 

ASCORBIC  ACID  (vitamin  C) 

100  mg. 

capsules  — bottles  of  100  and  500 
syrup  — bottles  of  4 oz.,  16  oz.  and  gallon 
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“Gesundheit!” 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

^EMPRAZIU 

TABLETS 

Each  layered  tablet  contains: 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 
‘Perazir®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 

To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  v^ith  one  product 
...specify  ‘Emprazil’. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 

Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine  — on  prescription  only— as 
‘EMPRAZIL-C’®  tablets 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


770 


Volume  51  Number  12 


Feeling  better  is  part  of  getting  better 


to  relieve  the  discomforts  of 
upper  respiratory  infections 


Each  HASAMAL  Tablet  contams:  16  mg.  (I4  gr.)  phenobar- 
bital  (Warning:  IVlay  be  habit  forming),  162  mg.  (2‘/2  gr.) 
acetophenetidin,  162  mg.  (2‘/2  gr.)  acetylsalicylic  acid,  0.0325 
mg.  hyoscyamine  HBr,  0.0011  mg.  hyoscine  (scopolamine) 
HBr,  0.00065  mg.  atropine  sulfate. 

The  HASKELL  family  of  graduated  analgesics  . . . select  the 
analgesic  according  to  the  degree  of  pain:  HASAMAL 
Formula  above.  HASACODE— Hasamal  formula  with  !4  gr 
Codeine  Phosphate,  or  HASACODE  "STRONG”-Hasamal 
formula  with  ‘4  gr.  Codeine  Phosphate.  (Warning:  May  be 
habit  forming.)  Narcotic  order  required  for  HASACODE  and 
HASACODE  “STRONG”. 

Dose:  One  or  2 tablets  every  3 or  4 hours. 
Contraindications:  Do  not  use  in  patients  with  glaucoma  or 
in  elderly  patients  with  prostatic  hypertrophy. 

Precautions:  With  therapeutic  dose,  usually  no  side  actions 
are  observed.  However,  in  occasional  patients,  dryness  of 
mouth,  and  blurred  vision  may  be  encountered.  Should 
these  symptoms  occur,  the  dose  should  be  reduced.  Should 
soporific  action  or  sedation  be  encountered,  such  patients 
should  be  cautioned  against  driving  an  automobile  or  operating 
machinery. 


• relieve  pain  and  tensions 

• reduce  fever 

• stop  excessive  nasal  secretions 

• without  unwanted  diaphoresis 
(especially  important  for  ambulant  patients) 

original  Haskell  formulation 


ARNAR-STONE  LABORATORIES,  INC. 

CHARLES  C.  HASKELL  & COMPANY,  DIV. 

Mount  Prospect,  Illinois  • Richmond,  Virginia 
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Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


QUINETHAZONE  TABLETS 
antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg.^  ^just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES.  A Division  of  AMERICAN  CYANAMID  CO.MPANY,  Pearl  River,  N.V. 
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and  it’s  not  a once-over-lightly  one,  either. 
All  rubber  stoppers  used  in  Lilly  ampoules  are 
scrupulously  cleaned  with  a detergent  and  hot 
deionized  water  in  a special  washing  machine 
like  the  one  pictured  above.  This  removes  any 
foreign  matter  adhc”ing  to  them.  Then  the 
stoppers  are  autoclaved  at  120°  to  121  °C.  for 


one  hour.  They  are  now  clean,  sterile,  and 
ready  for  use.  In  case  the  stoppers  are  not 
used  within  seventy-two  hours,  they  are  re- 
turned for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safeguards 
to  insure  the  quality  of  the  finished  product 
and  to  protect  the  ultimate  user. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Prophylactic  Treatment 
of  Phenothiazine-Induced 
Extrapyramidal  Effects 


Burton  J.  Goldstein,  M.D. 

James  A.  Jordan,  M.D. 

AND  Benjamin  Coleman,  M.D. 

MIAMI 

In  the  past  12  years,  the  number  of  pheno- 
thiazines  in  current  psychiatric  use  has  grown  to 
at  least  16'*  not  counting  the  hundreds  of  experi- 
mental compounds  which  have  never  been  re- 
leased by  the  pharmaceutical  industry.  Although 
these  drugs  have  assumed  major  importance  in 
psychiatric  treatment,  varying  side  effects  have 
been  observed  since  their  inception.  Among  the 
adverse  reactions  noted,  those  affecting  the  extra- 
pyramidal  system,  and  resulting  in  Parkinson-like 
syndromes,  dystonic  reactions,  and  akathisia,  are 
common  and  of  major  concern  to  the  practi- 
tioner. ^ 

In  a search  for  more  therapeutically  potent 
phenothiazines,  the  basic  phenothiazine  structure 
has  been  altered  in  many  ways.  It  appears  that 
chemical  alterations  at  two  key  locations  on  the 
phenothiazine  molecule  are  intimately  involved 
in  the  production  of  antipsychotic  effect  as  well 
as  being  both  necessary  and  sufficient  to  produce 
extrapyramidal  symptoms.  The  addition  of  a 
dimethyliamino  grouping  at  position  10  and  a 
chlorine  molecule  at  position  3 results  in  chlor- 
promazine,'*  one  of  the  earlier  compounds.  It  was 
subsequently  found  that  increased  therapeutic 
potency  could  be  obtained  if  a piperazine  com- 
plex were  substituted  for  the  dimethylamino 
group  at  position  10.  Further  modification  of  the 
basic  phenothiazine  nucleus  at  position  3 was  also 
noted  to  influence  the  drug’s  therapeutic  activity 
as  well  as  its  degree  of  toxicity.  The  increase  in 
therapeutic  effectiveness,  however,  appears  to  be 
accomplished  at  the  expense  of  increased  produc- 

From  the  Department  of  Psychiatry,  University  of  Miami 
School  of  Medicine,  Miami. 


tion  of  extrapyramidal  symptoms, 10  although  the 
mechanism  of  this  relationship  is  unknown. 

The  treatment  of  the  neurological  side  effects 
has  been  variable,  ranging  from  no  treatment  to 
intensive  pharmacological  intervention.  10. 11. 13.15- 
In  patients  with  dsytonic  reactions  the  par- 
enteral administration  of  an  antiparkinsonian 
drug  has  been  reported  as  offering  rapid  and 
efficacious  treatment.^'’ 

The  reduction  of  the  dosage  of  the  phenothia- 
zine has  been  advocated  in  the  treatment  of  park- 
insonian and  akathisia.  In  other  cases  antipark- 
insonian medication  is  started  when  it  is  thought 
that  reducing  the  dosage  of  the  phenothiazine 
either  is  not  practical  or  the  patient’s  symptoms 
are  severe  enough  to  warrant  an  antiparkinsonian 
drug.  Goldman!"  stated  in  a recent  paper  that 
“the  management  of  drug  parkinsonism  in  the 
treatment  of  psychotic  illness  can  be  divided  into 
two  elements:  prevention  of  the  occurrence  of 
such  manifestations,  and  treatment  of  the  mani- 
festations as  they  occur.”  It  is  our  opinion  that 
in  certain  types  of  treatment  facilities  there  is  a 
need  for  and  there  is  an  advantage  in  trying  to 
prevent  the  occurrence  of  the  extrapyramidal  side 
effects.  Goldman!"  pointed  out  that  prevention 
of  extrapyramidal  side  effects  could  be  accom- 
plished by  the  use  of  drugs  which  are  therapeu- 
tically active  and  possess  a low  potency  to  pro- 
duce side  effects.  Since,  however,  current  pheno- 
thiazines apparently  show  a direct  relationship 
between  their  antipsychotic  effect  and  the  pro- 
duction of  neurological  side  effects,  the  more  par- 
simonious approach  would  appear  to  be  the  in- 
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stitution  of  concurrent  antiparkinsonian  treat- 
ment as  a prophylactic  measure.  The  present 
study  is  an  evaluation  of  the  effects  of  such  a 
prophylactic  approach. 

Method 

In  order  to  determine  the  efficacy  of  concur- 
rent use  of  antiparkinsonian  drugs  with  pheno- 
thiazine  medication  a clinical  study  was  under- 
taken, using  a double-blind  technique.  Benztro- 
pine  methanesulfonate  (Cogentin)  and  a placebo 
in  conjunction  with  various  phenothiazines  were 
clinically  evaluated  in  a total  of  83  patients.  Pa- 
tients who  were  hospitalized  in  the  Jackson  Me- 
morial Hospital  Institute  between  March  1,  1962 
and  June  1,  1962  were  admitted  to  this  study,  if 
one  of  the  phenothiazines  was  i^rescribed  in  at 
least  the  daily  dosage  of:  thioridazine  (Mellaril) 
400  mg.,  chlorpromazine  (Thorazine)  400  mg., 
perphenazine  (Trilafon)  32  mg.,  trifluoperazine 
(Stelazine)  8 mg.,  or  combinations  of  these  drugs 
if  the  proper  dosage  was  maintained.  The  pheno- 
thiazines were  ordered  for  the  patients  in  the 
usual  manner  and  requisitioned  from  the  hospital 
pharmacy,  while  the  study  drug  (benztropine 
methanesulfonate  or  jflacebo)  was  obtained  from 
the  Xursing  Office. 

The  study  drug  was  supplied  in  bottles  con- 
taining 31  doubh'  scored  tablets  of  2 mg.  each. 
At  least  weekly,  each  patient  was  neurologically 
evaluated  by  the  investigators,  and  the  presence 
of  side  effects  and  their  degree  of  severity  were 
recorded  on  the  basis  of;  0 not  present,  1 plus 
doubtful,  2 plus  mild,  3 plus  moderate,  and  4 plus 
marked.  In  addition  to  the  weekly  neurological 
evaluation,  the  patient's  ward  physician  would 
chart  any  side  effects  observed  in  his  routine  pa- 
tient evaluation.  If  side  effects  occurred  between 
evaluation  periods  the  investigators  were  contact- 
ed and  the  necessary  treatment  instituted.  If  the 
patient’s  condition  necessitated  immediate  treat- 
ment, he  was  then  removed  from  the  study.  The 
study  terminated  at  the  end  of  31  days;  however, 
patients  could  be  removed  at  any  time  prior  to  the 
specified  time  should  their  clinical  condition  war- 
rant such  action.  A patient  could  be  readmitted 
to  the  study  after  a 72  hour  period  of  being  off 
antiparkinsonian  medication  and  he  was  then  con- 
sidered as  a new  member  of  the  group.  Those 
side  effects  whose  severity'  was  graded  as  2 plus 
mild,  3 plus  moderate,  and  4 plus  marked  were 
recorded  for  the  final  tabulation. 

The  83  patients  (45  males  and  38  females) 
between  the  ages  of  19  and  63  (mean  age  35.15 


years)  were  admitted  to  the  study  for  periods  be- 
tween three  and  31  days  (mean  24.25  days).  The 
patients  were  randomly  assigned  to  either  the 
benztropine  methanesulfonate  or  the  placebo 
group,  with  42  patients  in  the  benztropine  meth- 
anesulfonate group  and  41  patients  receiving 
placebo. 

Results  and  Discussion 

A total  of  14  patients  (16.84  per  cent)  e.xhib- 
ited  some  manifestations  of  extrapyramidal 
.symptoms;  of  these,  13  patients  (31.54  per  cent) 
were  in  the  group  receiving  placebo,  and  one  pa- 
tient in  the  benztropine  methanesulfonate  group 
(2.38  per  cent).  The  differences  between  the 
group  percentages  are  statisticalh-  significant  be- 
yond the  0.01  level.  The  single  patient  in  the 
benztropine  methanesulfonate  group  in  whom 
extrapyramidal  symptoms  developed  was  a legal 
case  and  there  is  strong  evidence  to  suggest  that 
these  symptoms  were  feigned  by  the  patient  for 
the  purposes  of  malingering.  Thus,  it  appears 
that  benztropine  methanesulfonate  is  an  effective 
prophylactic  agent  in  preventing  the  occurrence  of 
extrapyramidal  symptoms  for  patients  on  pheno- 
thiazine  therapy. 

The  following  types  of  extrapyramidal  reac- 
tions were  observed;  In  the  nine  patients  with 
parkinsonism  the  manifestations  occurring  most 
often  were  disturbances  of  gait,  rigidity,  tremor, 
and  sialorrhea.  .-\kathisia  was  noted  in  two  pa- 
tients and  combinations  of  parkinsonism  and 
akathisia  in  three  patients.  None  of  the  patients 
displayed  any  dystonic  reactions,  although  these 
reactions  are  reported  in  the  literature. 

The  mean  age  of  the  patients  experiencing 
side  effects  was  31.08  years  as  contrasted  to  a 
mean  age  of  32.96  years  in  those  patients  not  ex- 
periencing side  effects.  The  differences  are  not 
statistically  significant.  The  mean  number  of 
days  on  medication  prior  to  onset  of  symptoms 
was  11.3  with  a range  of  four  to  26  days. 

The  literature  suggests  that  the  piperazine 
phenothiazines  are  more  conducive  of  side  effects 
than  the  nonpiperazine  phenothiazines;  however, 
the  present  study  was  not  designed  to  investigate 
such  differences.  Side  effects  were  noted  in  pa- 
tients using  piperazine  and  nonpiperazine  com- 
pounds. 

The  development  of  extrapyramidal  symptoms 
from  phenothiazine  compounds  is  an  established 
fact;  the  mechanism  as  yet  remains  largely  un- 
known. In  attempting  to  make  comparisons  from 
the  present  study  to  the  available  literature,  it  is 
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readily  apparent  that  factors  such  as  drug  dosage, 
time  on  drugs,  specific  drugs  used,  and  patient 
status,  acute  or  chronic,  differ  widely  from  one 
study  to  another.  Consequent!}',  even  the  prev- 
alence of  the  various  types  of  side  effects  remains 
uncertain  and  variable  from  one  investiga- 

tor to  another.  While  we  found  64.19  per  cent  of 
the  reactions  to  be  of  the  parkinsonian  type,  Gold- 
man^'*  reported  35  per  cent,  and  Ayd-"'*  reported 
18  per  cent  when  comparing  the  same  phenothia- 
zines.  At  the  present  time  it  is  impossible  to  as- 
certain what  specific  factor  or  factors  are  respon- 
sible for  these  differences. 

Our  concern  in  preventing  extrapyramidal 
symptoms  by  prophylactic  use  of  antiparkinsonian 
medication  rather  than  amelioration  after  such 
reactions  occur  is  based  upon  two  considerations 
of  major  importance.  In  current  clinical  practice 
it  is  accepted  procedure  for  the  psychiatrist  to 
reduce  the  phenothiazine  dosage  when  extrapyra- 
midal symptoms  occur,  or  when  administration  of 
antiparkinsonian  medication  following  such  symp- 
toms fails  to  control  the  side  effects.  Such  proce- 
dure, however,  may  deprive  the  patients  of  the 
maximal  therapeutic  effects  to  be  derived  from  the 
phenothiazines.  Furthermore,  recent  work  by 
Boardman-*  indicates  that  more  rapid  clinical  im- 
provement occurs  when  extrapyramidal  symptoms 
are  prevented. 

Our  second  consideration,  however,  is  an  even 
more  cogent  one,  and  in  our  estimation  presents 
the  major  consideration  for  prevention  rather  than 
treatment  of  such  side  effects.  The  underlying 
assumptions  in  treating  extrapyramidal  symptoms 
after  they  occur  have  been  twofold;  that  these 
symptoms  are  easily  recognizable  to  the  clinician, 
and  secondly,  that  they  are  readily  reversible."’ 

Many  of  the  manifestations  of  the  extrapyram- 
idal side  effects  are  insidious  in  their  onset  and 
subtle  in  their  symptomatology.  As  an  example, 
akathisia  rarely  presents  itself  as  a well  defined 
clinical  picture.  The  patient  generally  complains 
about  being  restless,  unable  to  sit  in  one  place 
very  long,  and  of  being  nervous  and  jittery.  Such 
complaints,  however,  can  be  indicative  of  both 
akathisia  and  anxiety.  The  patient  may  be  re- 
ceiving either  too  much  drug  which  results  in 
akathisia  or  not  enough  drug  to  control  the  anxi- 
ety. The  problem  is  often  extremely  difficult  to 
assess,  and  the  physician’s  decision  to  increase  or 
decrease  the  phenothiazine  medication  is  of  vital 
importance  to  the  jmtient’s  progress. 

The  often  made  assumption  that  side  effects 


develop  only  after  a patient  has  been  on  high 
dosages  of  the  phenothiazines  for  long  periods  of 
time  ma}’  also  be  erroneous.  The  results  of  the 
present  study  indicate  that  the  patients  in  whom 
side  effects  developed  were  receiving  a pheno- 
thiazine medication  in  the  usual  accepted  dose 
range  and  that  the  mean  number  of  days  prior 
to  the  appearance  of  extrapyramidal  symptoms 
was  only  11.57  days.  Freedman*'  studied  the  oc- 
currence of  cases  of  “low  dose  akathisia”  and  con- 
cluded, “Low  dose  akathisia  results  from  individ- 
ual specific  sensitivity  to  a specific  molecular  con- 
figuration. There  is  a population  with  a low 
threshold.”  It  appears  that  the  two  major  con- 
siderations in  the  development  of  akathisia  are 
(1)  an  individual  susceptibility  and  (2)  the 
chemical  structure  of  the  phenothiazine. 

The  second  major  consideration  for  a prophy- 
lactic approach  to  side  effects  is  the  recent  evi- 
dence** indicating  that  the  side  effects  of  the 
phenothiazines  may  be  irreversible.  The  major- 
ity of  patients  in  whom  such  irreversible  side  ef- 
fects have  developed  have  been  receiving  the  drugs 
for  long  periods  of  time.  The  fact  that  irrever- 
sibility does  occur  necessitates  a more  careful  con- 
sideration of  this  problem,  since  our  present  state 
of  knowledge  does  not  permit  beforehand  deter- 
mination of  which  patients  will  experience  side 
effects  and  on  what  dosage  the  irreversible  process 
begins.  Consequently,  it  is  our  contention  that  pre- 
vention rather  than  treatment  of  extrapyramidal 
side  effects  is  of  the  utmost  importance  at  this 
time  and  should  seriously  be  considered  by  the 
l^hysician  when  he  is  planning  the  treatment  of 
his  patients. 

As  far  as  benztropine  methanesulfonate  itself 
is  concerned,  the  side  effects  attributable  to  its 
use  are  minimal  and  are  mild.  Approximately  20 
per  cent  of  the  patients  in  the  current  study  com- 
plained of  some  dryness  of  the  mouth  or  some 
blurring  of  the  vision.  Although  we  did  not 
change  the  dosage,  the  reduction  of  this  drug  from 
2 mg.  daily  to  1 mg.  daily  would  be  u.seful  to 
investigate  in  order  to  determine  if  this  would 
reduce  the  effects  mentioned.  Our  experience  with 
benztropine  methanesulfonate  has  been  generally 
duplicated,  and  in  one  study  over  2,000  patients 
received  this  antiparkinsonian  medication  with  no 
side  effects  except  for  the  minor  ones  already 
mentioned.'" 

The  treatment  of  the  mentally  ill  with  psycho- 
pharmacological  agents  still  remains  a challenge. 
We  are  still  seeking  the  drug  which  will  produce 
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the  maximum  therapeutic  effect  with  the  minimal 
number  of  undesirable  features.  Until  this  search 
is  resolved,  we  believe  that  the  concurrent  use  of 
antiparkinsonian  and  phenothiazine  medication 
offers  the  acutely  disturbed,  institutionalized  pa- 
tient the  benefit  of  receiving  the  maximum  thera- 
peutic effects  from  phenothiazines  with  a minimal 
chance  of  the  emergence  of  undesirable  side 
effects. 

Summary 

\ study  was  undertaken  to  evaluate  the  pre- 
vention of  neurological  side  effects  by  use  of  anti- 
parkinsonian medication  (benztropine  methane- 
sulfonate)  with  phenothiazines  in  acutely  dis- 
turbed patients  in  an  intensive  treatment  facility. 
Eighty-three  patients  were  studied  as  to  the  de- 
velopment and  degree  of  severity  of  neurological 
side  effects;  42  patients  received  benztropine 
methanesulfonate  and  41  received  the  placebo. 
Extrapyramidal  side  effects  were  noted  in  14  pa- 
tients; 13  of  these  reactions  occurred  in  patients 
receiving  placebo  and  onl}’  one  in  those  patients 
receiving  the  benztropine  methanesulfonate.  The 
severity  of  the  side  effects  and  also  the  category 
of  extrapyramidal  reactions  are  noted.  The  mean 
number  of  days  all  patients  were  on  the  study 


was  24.57  while  those  patients  in  whom  side  ef- 
fects developed  were  on  phenothiazines  for  a mean 
of  11.57  days  prior  to  symptoms. 

The  comparison  of  the  dosage  of  the  drug 
received  by  the  patients  who  experienced  neuro- 
logical side  effect  and  those  who  did  not  was  not 
statisticalh’  significant.  The  only  side  effects 
which  could  be  attributed  to  benztropine  methane- 
sulfonate were  dryness  of  the  mouth  and  some 
slight  visual  blurring.  The  low  incidence  of  any 
major  side  effects  of  this  drug  has  been  w'ell  docu- 
mented. The  investigators  think  that  the  concur- 
rent use  of  antiparkinsonian  medication  with 
phenothiazines  offers  the  acutely  disturbed  patient 
being  treated  in  an  intensive  treatment  facility 
the  opportunity  to  receive  the  maximal  thera- 
peutic benefit  from  the  psychopharmacological 
drug  while  minimizing  the  occurrence  of  extrapy- 
ramidal side  effects. 

The  authors  are  indebted  to  Dr.  Franklyn  Arnhoff,  Research 
Associate  Professor  of  Psychiatry,  University  of  Miami  School 
of  Medicine,  for  his  assistance  in  this  study. 

Benztropine  Methanesulfonate  (Cogentin)  and  placebo  were 
supplied  Uy  Merck  Sharp  & Dohme,  West  Point,  Pa. 

References  are  available  from  the  authors  ui>on  request. 
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Acute  Glomerulonephritis  in  Children 

A Review  of  Thirty-Eight  Cases 


Edmund  E.  F.akid.ay,  M.D. 

AXD  J.  K.  David,  M.D. 

J.ACKSONVILLE 

In  the  three  years  ending  Dec.  31,  1961,  38 
children  with  acute  glomerulonephritis  were  ad- 
mitted to  the  wards  of  the  Duval  Medical  Center. 
This  report  presents  an  analysis  of  the  clinical 
features  and  emphasizes  the  role  of  impetigo  as 
the  precipitating  factor  in  a large  number  of  cases 
in  this  institution. 

Twenty-one  of  these  children  have  been  fol- 
lowed a minimum  of  six  months  from  the  onset 
of  the  illness.  In  17,  the  follow-up  period  has 
been  one  to  three  years.  Twenty-six  of  the  pa- 
tients were  Negroes  and  12  white.  This  is  a some- 
what lower  incidence  than  the  3 to  1 ratio  of 
Negro  to  white  children  admitted  to  the  service. 

From  the  Pediatric  Service.  Duval  Medical  Center,  Jack- 
sonville. 


There  was  a predominance  of  cases  in  the 
younger  groups  (fig.  1).  .Mthough  the  disease  is 
seen  the  year  around,  the  majority  of  cases  oc- 
curred in  late  summer  and  early  fall  (fig.  2). 

This  seasonal  distribution  is  probably  the  re- 
sult of  the  strikingly  high  incidence  of  cases  in 
which  a skin  infection  preceded  the  development 
of  acute  glomerulonephritis.  Sixty-one  per  cent 
of  our  patients  on  admission  had  impetigo  in  vari- 
ous stages  of  activity.  The  lesions  were  crusted 
or  ulcerated  and  most  numerous  on  the  legs.  In 
some  cases  they  were  present  on  the  arms,  trunk 
and  face.  In  14  of  the  18  skin  lesions  cultured, 
beta  hemolytic  streptococci  were  isolated.  Coagu- 
lase-positive  staphylococci  were  also  recovered  in 
five  patients.  Throat  cultures  were  obtained  on 
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36  of  the  38  patients,  and  beta  hemolytic  strep- 
tococci were  recovered  from  only  five.  Of  the 

14  with  beta  hemolytic  streptococci  in  skin  lesions, 
only  three  had  these  organisms  in  the  throat. 

In  four  instances  there  was  a history  of  acute 
glomerulonephritis  in  more  than  one  member  of 
the  family.  In  one  family  of  five  children,  two  were 
admitted  within  the  same  month  with  impetigo 
and  acute  glomerulonephritis.  A sibling  had  been 
admitted  with  the  same  train  of  events  eight 
months  previously.  In  a second  family  with  10 
children,  two  had  the  onset  of  the  disease  at 
approximately  the  same  time,  the  illness  following 
acute  pharyngitis.  In  two  other  families,  each 
with  eight  children,  two  were  affected  simultane- 
ously with  the  disease  following  impetigo  and  a 
third  sibling  had  had  acute  glomerulonephritis 

15  years  previously. 

Seven  children  in  the  series  had  received  anti- 
microbial therapy  prior  to  admission.  Five  had 
received  daily  injections  of  penicillin  for  one  to 
five  days  and  two  had  received  tetracycline. 

It  is  the  child’s  edema  which  most  often 
prompts  the  parents  to  seek  medical  attention, 
and  in  our  series,  facial  edema  was  the  most  com- 
mon presenting  complaint.  Most  of  the  patients 
had  been  sick  for  several  days  before  being 
brought  to  the  hospital.  In  six  instances,  the 
child  had  been  seen  previously  by  a physician 
within  four  days  of  admission  and  the  nature  of 
the  illness  was  not  recognized.  A change  in  color 
of  the  urine  was  reported  by  the  parents  in  only 
one  case. 

All  of  the  patients  showed  edema  on  physical 
examination  at  the  time  of  admission.  In  some 
cases  this  was  merely  a slight  puffiness  of  the 
face.  That  the  edema  may  be  appreciable  can  be 
noted  from  the  subsequent  significant  loss  in 
weight  accompanying  diuresis  (fig.  3).  The  com- 
bination of  impetigo  and  edema  has  sensitized  us 
to  a diagnosis  of  acute  glomerulonephritis.  Most 
of  the  patients  had  had  skin  lesions  for  two  to 
three  months  before  admission.  One  half  of  the 
patients  had  elevation  of  temperature  above  100 
F.  on  admission.  The  fever  was  not  related  to  the 
type  of  preceding  infection  and  declined  to  nor- 
mal within  24  hours  in  most  cases. 

A diastolic  pressure  of  90  mm.  of  mercury, 
or  above,  was  recorded  in  76  per  cent,  and  all 
were  normotensive  at  the  time  of  discharge.  There 
was  one  death  in  this  series. 

Roentgenographic  evidence  of  pulmonary  con- 
gestion was  present  in  61  per  cent,  and  changes 
were  often  extensive  even  in  the  absence  of  any 


AGE  DISTRIBUTION  OF  CASES  IN 


Age  in  Years 


Figure  1. 

SEASONAL  INCIDENCE  IN  ACUTE 


PHYSICAL  SIGNS  AND  X-RAY  FINDINGS  IN 
ACUTE  GLOMERULONEPHRITIS  38Cases 

Edema 


Figure  ?i. 

pulmonary  symptoms.  The  presence  of  rales  was 
an  infrequent  finding.  Tachypnea  was  a more  fre- 
quent finding,  being  present  in  11.  Twelve  had  an 
increase  in  heart  size  by  roentgenogram.  Grade 
I to  III  systolic  murmurs  were  heard  in  eight 
patients. 

Occasionally  a patient  admitted  with  tachyp- 
nea, roentgenographic  evidence  of  pulmonarj-  con- 
gestion, edema  and  normal  blood  pressure  may 
offer  considerable  diagnostic  difficulty.  This  is 
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Figure  4. 

especially  true  if  the  initial  urine  examination 
shows  no  hematuria.  We  have  had  such  patients 
admitted  in  whom  the  diagnosis  became  apparent 
only  after  repeated  urinalysis  revealed  microscopic 
hematuria. 

In  our  series,  cardiac  enlargement  was  seen 
as  frequently  in  patients  with  normal  blood  pres- 
sure as  in  those  with  hypertension.  Roentgeno- 
graphic  evidence  of  pulmonary  congestion  was 
.seen  in  eight  patients  with  normal  blood  pressure. 
Electrocardiograms  were  recorded  on  20  patients 
at  some  time  during  the  illness,  eight  of  which 
showed  some  variation  from  the  usual  pattern  for 
their  age.  These  were  reported  as  nonspecific 
changes  in  the  T waves. 

Laboratory.  — The  urinary  findings  in  most 
were  consistent  with  the  U pical  findings  of  the  dis- 
ease, and  included  slight  to  moderate  proteinuria, 
hematuria,  and  granular  casts  in  approximately 
one  third.  Of  interest  was  the  presence  of  over  20 
leukocytes/ hpf  in  the  urine  sediment  of  eight 
jjatients.  Table  1 shows  the  variation  of  the 
number  of  erythrocytes  seen  in  the  urine  sedi- 
ment. These  values  represent  the  maximum  num- 
ber seen  in  repeated  e.xaminations  of  the  urine 
sediment  of  each  patient.  In  a few  patients,  re- 
peated urinalysis  failed  to  reveal  significant  hema- 
turia. These  were  patients  whose  disease  was,  in 
all  other  respects,  characteristic  of  acute  glo- 
merulonephritis. recent  report  documents  simi- 
lar findings  in  two  patients  in  whom  renal  biopsy 
confirmed  the  diagnosis  of  acute  glomerulo- 
nephritis.’^ 

Most  of  our  patients  showed  a definite  anemia, 
with  two  thirds  having  hematocrit  values  of  less 
than  30  per  cent.  In  21,  hematocrit  values  were 
obtained  at  the  time  the  patient  was  edema-free 
as  well  as  on  admission.  The  change  in  hematocrit 


values  and  the  loss  in  weight  of  each  of  these 
patients  are  shown  in  figure  4.  Fifteen  patients 
showed  a rise  in  hematocrit  value,  three  showed 
no  change,  and  three  showed  a decrease.  The 
anemia  of  acute  glomerulonephritis  has  been  at- 
tributed to  hypervolemia  with  hemodilution.  Our 
findings  suggest  that  other  factors  may  also  be 
contributory. 

Somewhat  less  than  one  third  of  the  patients 
had  normal  blood  urea  nitrogen  v'alues  on  admin- 
sion  (table  2),  and  the  remainder  had  mild  to 
moderate  nitrogen  retention.  The  hj^poalbumin- 
emia  occurring  in  patients  with  acute  glo- 
merulonephritis is  well  illustrated  in  table  3.  Very- 
few  of  the  patients  had  serum  albumin  values 
within  the  normal  range.  In  contrast,  the  serum 
globulin  values  were  usuall}'  elevated  (table  4) 
Serum  electrophoresis  was  performed  in  10  cases 
and  the  findings  here  confirm  the  presence  of 
hy-poalbuminemia  and  elevation  of  all  the  globulin 
fractions.  Serum  cholesterol  determinations  were 
made  on  22  patients,  and  in  four  of  these  the 
cholesterol  was  between  250  and  350  mg.  per  hun- 
dred cubic  centimeters.  Repeat  determinations  on 
these  patients  gave  normal  values. 

Antistreptolysin  0 titers,  determined  in  27  of 
the  patients,  were  below  150  Todd  units  in  eight, 
between  150  and  250  in  14,  and  greater  than  250 
in  five.  Since  repeat  determinations  were  not 
made  in  most  instances,  it  is  apparent  that  a 
change  in  titer  was  missed  and  that  these  figures 
do  not  give  a true  representation  of  expected  fig- 
ures. The  erythrocyte  sedimentation  rate,  deter- 
mined in  all  patients,  was  20  mm.  per  hour  or 
above  in  33.  This  is  of  interest,  since  some 
clinicians  have  used  the  sedimentation  rate  as 
an  index  of  the  activity  of  the  di.sease  process. 

■Management 

■\11  patients  were  kept  at  bed  rest  until  they 
were  asymptomatic,  normotensive  and  had  lost  the 
edema.  They  were  given  a low  salt  diet  and  peni- 
cillin therapy.  Loss  of  the  edema  was  best  indi- 
cated by  stabilization  of  weight  following  the 
initial  loss  in  weight.  Microscopic  hematuria 
was  not  considered  a contraindication  to  activity, 
and  a majority  of  the  patients,  22,  still  had  micro- 
scopic hematuria  at  the  time  of  discharge. 

Twenty-eight  patients  received  antihyperten- 
sive therapy-  in  the  form  of  intramuscular  injec- 
tions of  reserpine  0.07  mg./Kg.  and  hydralazine 
hydrochloride  (.\presoline)  0.1  mg./Kg.  in  combi- 
nation. These  drugs  yvere  given  yvhen  the  diastolic 
blood  pressure  yvas  over  90  mm.  of  mercury-. 
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Twelve  patients  required  only  one  injection  of 
the  drugs;  seven  required  10  or  more  doses  of 
the  drugs.  The  remainder  received  from  two  to 
seven  injections.  Eight  patients  were  treated  with 
digitalis.  Indication  for  its  use  was  a combina- 
tion of  pulmonary  congestion  as  noted  in  the 
roentgenogram,  enlargement  of  the  liver,  cardiac 
enlargement  and  gallop  rhythm.  All  patients  who 
were  digitalized  did  not  show  all  of  these  signs. 
Digitalization  was  continued  until  all  signs  of 
cardiac  failure  had  disappeared.  The  average  hos- 
pital stay  of  the  patients  was  1 1 days.  At  the 
time  of  discharge,  they  were  ambulatory  and  were 
allowed  to  go  back  to  school. 

The  one  death  in  the  series  was  that  of  a two 
and  one-half  year  old  Negro  boy  w'hose  acute 
glomerulonephritis  followed  impetigo.  His  death 
was  attributable  to  plumonary  edema. 

Discussion 

Several  features  noted  in  this  series  warrant 
further  comment.  Most  texts  give  little  cognizance 
to  the  role  of  impetigo  in  the  pathogenesis  of 
glomerulonephritis.  This  lesion,  often  considered 
of  staphylococcal  origin,  indeed  begins  as  a super- 
ficial hemolytic  streptococcal  infection,  but  often 
becomes  secondarily  invaded  by  the  staphylococ- 
cus. Its  streptococcal  nature  is  surely  apparent 
when  a series  such  as  this  is  studied.  Futcher- 
directed  attention  to  the  role  of  impetigo  in  the 
genesis  of  acute  glomerulonephritis,  reporting  two 
cases  for  Johns  Hopkins  Hospital  in  1940.  Other 
reports  have  confirmed  this.  One  can  anticipate 
that  careful  study  of  the  urine  in  patients  with 
impetigo  might  uncover  many  cases  of  glomerulo- 
nephritis. 

This  series  emphasizes  the  point  that  heart 
failure  is  not  directly  related  to  the  degree  of 
hypertension,  but  rather  is  a function  of  retention 
of  salt  and  water  with  subsequent  overloading  of 
the  circulation.-*  The  role  of  specific  myocardial 
lesions  in  this  train  of  events  is  debatable. 

That  a single  negative  urine  examination  does 
not  rule  out  acute  glomerulonephritis  is  apparent. 
Frequent  urinalysis  may  be  required  to  detect  the 
often  evane.scent  abnormalities  of  the  urine  sedi- 
ment. 


Table  1.  — Erythrocytes  in  Urine  Sediment 
In  Acute  Glomerulonephritis 


RBC  HPF 
0 

0-  5 
- 20 
> 20 


Xo.  Cases 
1 
2 
9 

26 


Total 


38 


Table  2.  — Blood  Urea  Nitrogen  in  Acute 
Glomerulonephritis 

Mg./lOO  cc.  Xo.  Cases 


IS  or  less  11 

16-20  4 

21  - 30  10 

31  - 40  6 

41-50  S 

Over  50  2 


Total 


38 


Table  3.  — Serum  Albumin  in  Acute 
Glomerulonephritis 

Gm.  100  cc.  Xo.  Cases 


< 2.5  7 

2.5  - 3.0  12 

3.1  - 3.5  8 

3.6  - 4.5  1 

> 4.5  1 


Total 


29 


Table  4.  — Serum  Globulin  in  Acute 
Glomerulonephritis 

Gm./lOOcc.  No.  Cases 

<2  0 

2.1  - 2.5  1 

2.6  - 3.0  4 

3.1  - 3.5  8 

> 3.6  16 


Total 


29 


Finally,  the  good  prognosis  of  acute  glomeru- 
lonephritis is  obvious.  Whether  this  disease  goes 
into  a chronic  phase  with  the  ultimate  |tattern  of 
nejihrosis  and  then  hypertension  and  uremia  is 
questioned  by  some.  Our  period  of  follow-up  can- 
not add  evidence  in  either  direction. 
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Special  Article 


Research  at  University  of  Florida 
College  of  Medicine 

Department  of  Pathology 


Joshua  L.  Edwards,  M.D. 

GAINESVILLK 

The  Department  of  Pathology  at  the  Univer- 
sity of  Florida  College  of  Medicine  was  organized 
in  1956  in  accordance  with  the  time-honored  fact 
and  philosophy  that  the  field  of  pathology  was 
founded  through  research  into  the  fundamental 
nature  of  disease  and  that  research  will  always  be 
a primary  obligation  of  the  pathologist.  Today, 
as  always,  this  approach  includes  the  develop- 
ment and  application  of  new  methods  in  the  study 
of  disease  from  any  perspective  that  offers  prom- 
ise of  new  knowledge. 

The  department  was  first  housed  in  a single 
office  and  laborator}'^  in  a temporary  building  on 
the  University  of  Florida  campus.  As  soon  as  the 
new  Medical  Sciences  Building  was  ready  for  oc- 
cupancy, research  programs  were  instituted  under 
the  direction  of  the  Chairman  of  the  department, 
Joshua  L.  Edwards,  with  three  other  members  of 
the  faculty,  \'ictor  I\I.  Arean,  Charles  F.  Cramp- 
ton,  and  C.  Ian  Hood. 

Inception  of  Research  Programs 

Support  for  research  activities  was  immediate- 
ly forthcoming  in  the  form  of  four  research  grants 
from  the  United  States  Public  Health  Service 
enabling  the  beginning  of  studies  concerned  with 
the  pathogenesis  of  certain  infectious  diseases, 
studies  on  the  intracellular  events  in  antibody 
formation,  continuation  of  investigations  on  the 
metabolism  of  antigens  and  further  development 
of  new  methods  in  the  fractionation  of  nucleic 
acids  and  histones  of  normal  and  pathologic  tis- 
sues. 

The  first  projects  were  undertaken  in  the 
laboratory  of  Dr.  Edwards,  a graduate  of  the  Uni- 
versity of  Florida  and  Tulane  School  of  Medi- 
cine, whose  postdoctoral  training  in  pathology  was 
in  laboratories  of  pathology  of  Touro  Infirmary, 

Professor  and  Head,  Department  of  Pathology. 


Xew  Orleans,  the  N^ew  England  Deaconess  Hos- 
pital in  Boston,  and  Harvard  University.  He 
joined  the  faculty  of  Duke  University  School  of 
Medicine  and  later  was  on  the  scientific  staff  of 
the  Rockefeller  Institute  for  iMedical  Research. 

Early  investigations  included  testing  of  the 
hypothesis  that  focal  inflammatory  lesions  of  the 
heart  and  brain  responsible  for  fatalities  in  acute 
trichinosis  occur  primarily  as  a result  of  a com- 
bination of  antibodies  and  antigens  deposited  by 
trichinella  larvae  in  their  migration  through  tis- 
sues. A number  of  experiments  including  the 
production  of  these  lesions  even  in  animals  lack- 
ing a capacity  to  synthesize  antibodies  refuted 
the  validity  of  this  hypothesis  and  led  to  more 
detailed  knowledge  of  the  life  cycle  of  this  para- 
site. 

Concurrently,  studies  were  undertaken  to  de- 
termine the  rate  of  new  cell  proliferation  in  anti- 
body-forming tissues  at  different  times  following 
the  injection  of  antigens  with  special  attention  to 
the  distribution  of  the  newly  proliferating  cells 
in  relation  to  the  cellular  distribution  of  antigen. 
It  was  clearly  shown  that  cells  in  the  immediate 
neighborhood  of  antigen-containing  cells  were  the 
first  to  begin  the  explosive  burst  of  cell  division 
that  leads  to  antibody  formation.  Furthermore,  a 
definite  spatial  pattern  in  cell  proliferation  follows 
sequentially  in  lymph  nodes  leading  to  the  appear- 
ance of  plasma  cells  that  participate  in  mitotic 
activity  and  ultimately  antibody  formation. 

Closely  related  studies  on  the  metabolism  of 
antigens  were  undertaken  by  Dr.  Crarapton,  who 
received  the  B.S.  and  Ph.D  degrees  in  science 
and  biochemistry  at  the  University  of  Indiana, 
and  completed  four  years  of  postdoctoral  research 
at  Columbia  University  and  the  Rockefeller  Insti- 
tute before  joining  this  department.  He  received 
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the  first  John  and  Mary  R.  Markle  scholarship 
awarded  to  a member  of  this  faculty  at  this  in- 
stitution. Here  he  continued  his  earlier  studies 
on  the  isolation  and  fractionation  of  histones  and 
nucleic  acids  from  normal  and  abnormal  cell  tis- 
sues developing  methods  that  have  been  widely 
adopted  in  recent  years  for  other  studies  of  these 
compounds.  In  his  investigation  on  the  rates  of 
turnover  of  nucleoproteins,  he  found  that  certain 
specific  proteins  of  the  cell  nucleus,  histones, 
paralleled  in  their  rate  of  turnover  that  of  the 
desoxyribonucleic  acids  with  which  they  were  as- 
sociated. It  was  also  through  these  and  earlier 
studies  of  Dr.  Crampton  that  the  chemical  basis 
of  the  heterogeneity  of  these  biologically  impor- 
tant moieties  was  first  demonstrated.  Dr.  Cramp- 
ton  also  participated  in  an  investigation  concerned 
with  the  metabolism  and  distribution  of  antigens 
in  tissues  that  led  to  his  formulation  of  a theory 
of  antibody  formation.  Dr.  Crampton’s  promising 
career  ended  with  his  death  in  1960. 

Dr.  Arean  received  his  clinical  training  in  the 
University  of  Madrid  and  his  specialty  training 
in  pathology  in  this  country.  Formerly  associated 
with  Tulane  University,  the  Ochsner  Clinic  and 
the  University  of  Puerto  Rico,  he  joined  this  fac- 
ulty in  1956.  Studies  on  leptospirosis  and  ascaria- 
sis  were  begun  applying  a combination  of  bio- 
chemical, immunologic  and  histologic  methods  to 
several  problems  concerned  in  the  pathogenesis  of 
these  infections. 

Dr.  Hood  received  his  clinical  training  at  the 
University  of  Liverpool  and  trained  in  pathology 
at  Cornell  University  Medical  College.  His  re- 
search activities  have  been  in  collaboration  with 
several  members  of  the  faculty  and  include  studies 
of  the  pathogenesis  of  certain  specific  infectious 
diseases  and  studies  of  the  renal  lesions  of  hyper- 
tension. 

Extension  and  Development  of  New 
Research  Programs 

Tritium  autoradiography,  employed  by  Dr. 
Edwards  in  the  study  of  new  cell  proliferation 
during  antibody  formation,  was  later  applied  to 
other  fundamental  questions  concerning  cell  re- 
newal with  the  finding  of  much  more  precise  val- 
ues for  the  rates  of  turnover  of  more  than  30 
different  cell  types  in  mammals  and  evidence 
concerning  the  validity  of  the  stem  cell  theory  of 
cell  growth.  The  studies  have  led  to  a more  pre- 
cise formulation  of  the  kinetics  of  growth  of  sev- 
eral types  of  normal  and  neoplastic  cells  and 
demonstrate  that  a pattern  of  spatial  synchrony 


The  instrument  shown  here  in  operation  is  a scan- 
ning and  integrating  microspectrophotonieter  used  for 
precise  measurements  of  specific  substances  in  the  in- 
terior of  individual  cells. 

exists  among  populations  of  cells  that  is  deter- 
mined by  factors  other  than  their  genetic  (clonal) 
relationships.  IMore  recently,  studies  on  the  role 
played  by  the  thymus  gland  in  the  population  of 
other  lymphoid  tissues  have  employed  chromo- 
some markers  to  measure  the  extent  and  rate  of 
migration  of  cells  in  early  mammalian  develop- 
ment. Other  investigations  in  this  laboratory  are 
focused  on  the  mechanisms  of  cell  and  tissue 
growth  especially  in  respect  to  the  binucleation 
and  polyploidy  of  cells  as  related  to  their  capacity 
for  rapid  regeneration. 

The  addition  of  Dr.  Catherine  Crandall  to 
Dr.  Arean’s  research  group  in  infectious  disease 
led  to  studies  that  included  some  of  the  first  at- 
tempted in  this  department  with  electron  micros- 
copy. Extension  of  activities  in  this  laboratory 
also  involved  an  investigation  on  the  vulnerability 
of  various  stages  of  Ascaris  larvae  to  a variety  of 
physical  and  chemical  agents  and  successful  ef- 
forts in  the  in  vitro  cultivation  of  these  parasites 
through  portions  of  their  life  cycles.  The  capacity 
of  the  larvae  to  produce  lesions  was  correlated 
with  their  cytochemical  composition  and  behavior 
and  the  stages  of  their  immunogenic  development. 

A new  area  of  research  was  added  to  the  de- 
partmental activities  with  the  appointment  of  Dr. 
Douglas  Shanklin,  whose  undergraduate  and  med- 
ical training  was  obtained  at  the  State  University 
of  New  York  at  Syracuse.  Earlier  in  his  career 
he  was,  for  a time,  a research  associate  of  Dr. 
Philip  B.  Armstrong,  working  on  some  problems 
involving  membrane  transport  in  marine  organ- 
isms. At  Duke  University  and  the  State  Univer- 
sity of  New  York  at  Syracuse,  Dr.  Shanklin  be- 
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gan  preliminary  studies  of  hyaline  membrane 
disease  in  human  beings.  Dr.  Shanklin’s  area  of 
research  is  concerned  with  the  problem  of  adapta- 
tion of  the  newborn  in  the  perinatal  period  and 
related  problems  in  cardiopulmonary  physiologj’. 
Accomplishments  to  date  include  a description 
and  new  evaluation  of  the  rate  of  autolysis  of  the 
fetus  in  utero,  new  observations  concerning  the 
effect  of  fixatives  on  soluble  proteins  in  tissues 
and  the  development  of  surgical  techniques  on  the 
fetus  in  utero  including  nephrectomy  and  vagot- 
omy of  the  rabbit  fetus.  Several  experimental 
models  have  been  developed  for  the  production 
of  hyaline  membrane  disease  in  a variety  of  ex- 
perimental animals  and  current  work  involves  a 
systematic  evaluation  of  the  factors  that  may  be 
important  in  the  pathology  and  pathogenesis  of 
this  disease  of  the  human  being.  Some  of  these 
include  histamine  concentrations,  hypoxia,  hyper- 
oxia,  vagal  function  and  ascorbic  acid  and  estro- 
gen levels.  Evaluation  of  these  factors  involves 
studies  on  the  transport  of  colloidal  substances 
across  membranes  and  factors  affecting  the  perme- 
ability barriers. 

Momentous  developments  in  recent  years  of 
cytologic  methods,  including  cytochemistry,  cyto- 
spectrophotometry,  electron  microscopy,  and  oth- 
er highly  specialized  types  of  microscopy,  make 
it  essential  to  bring  these  tools  to  bear  on  prob- 
lems in  ex{>erimental  and  diagnostic  pathology. 
The  research  potential  of  the  department  was  in- 
creased along  these  lines  by  the  addition  to  our 
faculty  of  Dr.  Ronald  Cowden,  a developmental 
biologist  who  received  his  undergraduate  train- 
ing at  Louisiana  State  University  and  his  gradu- 
ate training  in  biology  at  the  University  of  \’ienna. 
Since  his  formal  training,  he  has  acquired  a vast 
experience  with  research  methods  in  cytology  and 
cell  biology.  Research  programs  in  comparative 
pathology  and  cell  biology  have  thus  become  ac- 
tive programs  in  this  department.  Dr.  Cowden 
and  his  associates  have  provided  fresh  insight  in- 
to the  problem  of  oocyte  development  concerning 
factors  determining  the  rate  and  f)otential  of  dif- 
ferentiation of  different  types  of  ova.  Quantita- 
tive studies  of  the  nucleic  acid  and  protein  com- 
ponents of  various  types  of  hematopoietic  and 
connective  tissue  cells  during  their  normal  differ- 
entiation and  investigation  of  intracellular  events 
during  regeneration  of  various  types  of  tissues  at 
different  levels  of  the  phylogenetic  scale  are  un- 
derway. 

Research  projects  in  other  areas  were  acti- 


vated with  the  addition  to  the  faculty  of  Dr.  John 
B.  Henry,  a graduate  of  the  University  of  Roch- 
ester whose  formal  training  in  internal  medicine 
and  pathology  was  obtained  at  Washington  Uni- 
versity in  St.  Louis,  Columbia  University  College 
of  Physicians  and  Surgeons  and  the  New  England 
Deaconess  Hospital  in  Boston.  Through  his  direc- 
tion of  the  clinical  laboratories,  clinical  investi- 
gations have  resulted  in  the  development  of  what 
is  a now  wddely  used  immunological  test  for  preg- 
nancy, the  finding  of  a hitherto  undiscovered  rare 
blood  group  and  semiautomated  systems  for  en- 
zyme measurements.  His  primary  research  has 
involved  a systematic  study  of  a number  of  neo- 
plasms, hyperplastic  lesions  and  their  normal  tis- 
sue counterparts  in  respect  to  the  activities  of 
selected  enzymes  concerned  with  glycolysis,  the 
citric  acid  cycle,  and  the  he.xosemonophosphate 
shunt.  The  pattern  of  quantitative  variations  in 
these  enzyme  activities  indicates  that  there  is  a 
gradual  shift  of  metabolic  activity  to  increased 
use  of  the  hexosemonophosphate  shunt  that  is  as- 
sociated with  loss  of  differentiation  as  measured 
b\'  morphologic  criteria. 

The  fine  structure  of  the  nervous  system  be- 
came yet  another  field  of  research  in  this  depart- 
ment with  the  addition  to  our  faculty  of  a neuro- 
pathologist w’ho  is  also  an  accomplished  electron 
microscopist.  Dr.  George  Collins,  a graduate  of 
the  University  of  Vermont,  received  his  formal 
training  in  neuropathology  at  the  Massachusetts 
General  Hospital.  His  primary  research  project 
is  a study  of  the  effect  of  thiamine  deficiency  up- 
on the  central  and  peripheral  nervous  systems. 
The  first  objective  was  to  determine  the  structural 
element  responsible  for  the  selective  degeneration 
found  in  the  central  and  peripheral  nervous  sys- 
tems. Further  efforts  will  attempt  to  delineate 
the  ultrastructural  basis  for  the  vulnerability  and 
cellular  mechanics  involved.  The  role  played  by 
alcohol  and  other  toxic  factors  such  as  methyl 
glyoxal  in  this  process  is  also  under  study.  In  car- 
rying out  this  project  important  improv'ements  of 
methods  of  fixation  of  brain  for  electron  micros- 
copy have  been  developed. 

Dr.  Ray  Hackett,  also  of  the  University  of 
\"ermont,  came  to  this  department  from  the  de- 
partment of  pathology  of  Massachusetts  Memor- 
ial Hospital.  He  has  undertaken  a study  of  the 
cytodifferentiation  and  behavior  of  mast  cells. 
.Although  these  cells  carry  well  defined  biological- 
ly active  compounds  such  as  histamine,  serotonin 
and  heparin,  their  role  in  the  inflammatory  re- 


784 


Volume  51  Number  12 


EDWARDS:  RESEARCH  IX  DEPARTMENT  OF  PATHOLOGY 


sponse  and  coagulation  phenomena  is  still  poorly 
understood.  Results  so  far  indicate  that  degranula- 
tion of  these  cells  is  not  necessarily  associated 
with  cell  death  and  the  “regeneration”  of  mast 
cells  consists  largely  of  resynthesis  of  granules. 

A definite  morphologic  pattern  of  mast  cell 
development  correlates  well  with  chemical  changes 
in  the  granules.  Currently,  isolated  populations 
of  mast  cells  are  being  cultured  in  millipore  filter 
chambers  in  vivo  in  order  better  to  define  the 
kinetics  of  the  cell  cycle. 

Research  Facilities  and  Research  Training 

Over  the  period  of  years  since  the  department 
was  organized,  there  has  been  a steady  growth  in 
breadth  and  depth  of  research  programs  that  in- 
volve, among  other  things,  the  acquisition  of  an 
impressive  armamentarium  of  research  equipment 
and  techniques.  Various  agencies  including  the 
Florida  Crippled  Children’s  Commission,  the  Flor- 
ida Division  of  the  American  Cancer  Society,  and 
the  United  States  Public  Health  Service  have 
made  this  possible  by  continuous  support  of  these 
research  efforts. 

With  interference,  polarization,  ultraviolet, 
and  electron  microscopy,  x-ray-radiography,  and 
visible  scanning  integrating  microspectrophotome- 
try methods  available,  there  are  few  if  any  de- 
partments of  pathology  more  diversely  equipped 
for  quantitative  cytologic  research. 

Public  Health  Service  grants  for  training  pre- 
doctoral  and  postdoctoral  fellows  in  research  now 
support  eight  such  trainees  who  are  carrying  out 
research  projects  under  supervision  of  members 
of  this  faculty.  The  objective  of  this  research 
training  program  is  to  train  pathologists  for  re- 


search in  academic  careers  in  addition  to  their 
conventional  training  in  anatomic  and  clinical 
pathology. 

Relationship  of  Research  to  Teaching  and 
Service  Activities 

A department  of  pathology  in  any  medical 
school  must  develop  active  organized  programs  in 
three  areas,  namely,  graduate  and  undergraduate 
teaching,  and  services  rendered  in  patient  care, 
as  well  as  research.  The  effectiveness  of  these  dif- 
ferent types  of  programs  is  dependent  in  large 
part  upon  the  contribution  each  makes  to  the 
others.  For  e.xample,  the  continuous  activities 
centered  around  detailed  studies  of  pathologic 
specimens  from  the  autopsy  and  surgical  path- 
ology services  not  only  serve  the  purpose  of  good 
patient  care  but  also  are  the  heart  of  our  teaching 
programs.  These  studies  do  not  end  merely  in 
student  demonstrations  and  reports  of  pathologi- 
cal findings.  Information  so  obtained  may  suggest 
crucial  questions  or  new  hypotheses  about  the 
pathogenesis  of  disease  and  furnish  important 
leads  that  can  be  explored  further  in  the  research 
laboratory.  An  equally  direct  relation  exists  be- 
tween the  teaching  and  research  programs.  From 
the  outset  of  the  development  of  this  department 
of  pathology,  methods  and  results  successfully  ap- 
plied in  experimental  investigations,  when  they 
offer  an  opportunity  for  presenting  material  in  a 
new  light  or  from  a different  perspective,  have 
been  adopted  for  use  in  the  undergraduate  teach- 
ing laboratory.  The  practice  has  resulted  in  an 
orientation  course  in  general  pathology  that  is 
widely  recognized  as  highly  effective  and  unique 
in  many  respects. 


J.  Florida  M.A./December,  1964 


785 


Pa^e 


Charity 

Though  I speak  with  the  tongues  of  men  and  of  angels,  and  have  not  charity.  I am  become 
as  sounding  brass,  or  a tinkling  cymbal.  1 Corinthians  13:1 

The  Christmas  season  is  upon  us.  It  is  natural  that  all  thoughts  turn  to  gifts,  charity  and  love, 
but  in  our  profession  Charity  is,  or  should  be,  a part  of  our  daily  lives.  It  is  a fact  that,  in  our 
da\’,  the  word  “charity”  has  been  revised  out  of  First  Corinthians  and  the  word  “love”  substituted. 
.Apparently,  the  word  “charity”  was  coined  to  translate  the  Greek  word  “agape”  which  described  the 
love  of  God  relating  only  to  one’s  need,  not  to  his  goodness  or  badness.  It  was  love  without  regard 
for  return  or  reward.  It  is  unfortunate  that  a more  general  and  less  meaningful  term  has  been  sub- 
stituted, but  it  had  to  be  displaced  in  this  age  of  increasing  socialism  which  does  not  consider  need. 

Contrary  to  the  more  calloused  approach  of  our  day.  let  us  not  forget  that  the  physicians  of  this 
nation  contribute  annually  approximately  five  thousand  dollars  each  in  services  donated  to  our  fel- 
low men.  This  totals  $657,535,000,  more  than  the  reported  contributions  to  all  United  Funds.  Phy- 
sicians by  their  donations  of  time  assure  the  success  of  many  of  the  good  works  reported  by  these 
funds,  \et  rarely,  if  ever,  have  we  seen  credit  recorded  for  such  services,  although  they  may  be  quick 
to  remind  us  of  our  failure  to  meet  assigned  monetary  donations.  Other  voluntary  health  agencies 
vary  in  their  recognition  of  physicians’  time.  Perhaps  it  is  our  fault  in  that  we  have  failed  to  “sound 
our  brass”  because  many  of  us  accept  the  original  definition  of  “charity”  and  give  it  without  expecta- 
tion of  reward. 

“Make  your  minutes  count  and  the  harvest  of  your  days  will  be  assured.  Remember  that  time 
is  money,”  said  Benjamin  Franklin.  In  no  field  is  this  statement  more  accurate  than  in  medicine 
because  knowledge  and  time  are  our  livelihood,  and  when  either  wanes,  our  lot  is  imperiled. 

As  the  federal  government  assumes  more  responsibility  for  the  health  care  of  our  people,  it  is 
easy  to  be  lulled  into  selling  our  birthright  for  a mess  of  pottage.  The  Xew  Materia  Medica  poll  of 
1961  revealed  Florida  general  practitioners  were  leading  the  nation  in  giving  medical  services  with 
54,762  each;  Florida  specialists  were  second  among  specialists  with  $5,078.  These  are  commendable 
figures,  but  we  must  not  rest  on  our  laurels.  We  should  be  familiar  with  our  House  of  Delegates  rec- 
ommendations on  charitable  services.  County  societies  should  attempt  to  see  that  their  members  rec- 
ognize reasonable  standards  regarding  those  who  may  be  eligible.  It  must  be  understood  that  we 
should  be  guided  by  the  principle  of  the  Golden  Rule  in  attending  the  needy. 

Under  our  present  system  we  are  not  forced  to  take  any  patient,  charity  or  otherwise,  but  the 
obligation  is  ours  to  take  those  who  need  us.  Once  we  accept  a patient,  it  is  our  duty  to  render  the 
best  services  possible  at  a price  the  patient  can  afford  to  pay.  If  he  can  afford  nothing,  charge  noth- 
ing. If  he  can  afford  a little,  it  helps  his  dignit\'  to  let  him  pay  a little.  If  we  are  morally  honest  in 
applying  our  charges,  our  responsible  public  will  be  satisfied,  and  there  will  be  no  strong  support  for 
government  medicine. 

It  is  extremely  difficult  to  approach  this  subject  in  an  honest,  enlightened  way  with  satisfaction 
to  everyone  concerned.  We  must  remember  that  some  doctors  are  not  morally  honest,  and  some  pa- 
tients are  not  honest:  some  doctors  do  no  charity  work,  and  some  patients  cheat.  Fortunately,  these 
are  a small  minority.  Generally  speaking,  one  can  never  satisfy  a welfare  stater  or  a socializer  re- 
gardless of  what  is  given.  As  long  as  we  keep  our  own  house  in  order  and  remember  the  word  “char- 
ity”— giving  without  receiving  according  to  need,  we  can  keep  our  heads  high,  speak  with  the  tongues 
of  men  and  deal  with  government  and  other  groups  with  a clear  conscience. 

MERRY  CHRISTMAS: 
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Editorials 


The  Unknown  Child  of  Bethlehem 


“Unto  you  is  born  this  day  in  the  city  of  David  a Sav- 
iour, which  is  Christ  the  Lord.”  Luke  2:11 

“In  the  midst  of  the  reign  of  Augustus,  when 
profound  peace  prevailed  throughout  the  civilized 
world,  Jesus  was  born  in  Bethlehem  of  Judea.  The 
event  was  unheralded  in  Rome.”  So  wrote  P.  V. 
Myers  in  “A  History  of  Rome.”  The  birth  of 
Jesus  was  not  only  unheralded;  it  was  not  even 
whispered  in  Rome.  Emperor  Caesar  Augustus 
had  little  thought  for  what  happened  in  the  in- 
significant outpost  of  Judea  in  the  midst  of  a de- 
spised subject  people. 

Who  would  think  that  the  great  Emperor 
could  be  disturbed  by  the  birth  of  a child  born 
in  poverty  and  the  obscurity  of  questionable  par- 
entage? It  would  be  the  joke  of  Rome!  The  Em- 
peror had  more  important  things  to  occupy  his 
time.  After  all,  one  must  be  realistic;  how  could 
the  birth  of  such  a child  in  any  way  affect  the 
history  of  mankind?  It  was  beyond  any  reason- 
able mind  to  conceive  that  the  mighty  Empire 
overwhich  he  ruled  would  ever  lower  its  proud 
eagles  in  deference  to  an  execution  cross  on  which 
that  “unknown  child  of  Bethlehem”  was  to  die. 

The  parents  of  this  child  were  ordered,  by  an 
edict  of  Augustus  Caesar;  “h'or  there  went  out  a 
decree  from  Caesar  Augustus  that  all  the  world 
should  be  taxed.”  And  so  the  peasants  from  Gali- 
lee came  to  enroll.  It  was  this  order  of  Augustus 
that  sent  Joseph  and  Mary  out  on  the  rocky  road 
from  Nazareth  to  Bethlehem.  Here  again  is  the 
proud  boast  of  Rome:  “all  the  world — orbis  ter- 
rarum,”  the  whole  of  the  earth  was  under  his 
dominion.  The  rich  merchant  jirinces  who  gath- 
ered at  Bethlehem  were  busy  feasting  in  the  Inn. 
The  Roman  garrison  was  busy  enrolling  the  peo- 
ple as  they  arrived  in  the  city.  No  one  had  time 
“for  a woman  with  child.”  No  place  for  them  in 
the  Inn,  only  a stable  for  a shelter,  where  the  un- 
known child  could  be  born  that  night  in  Bethle- 
hem. These  are  facts.  But  there  are  other  un- 
usual and  fanciful  events  surrounding  the  birth  of 
the  unknown  child.  Angels  were  reported  sing- 


ing over  the  hills  of  Bethlehem  as  shepherds 
watched  their  flocks.  A star  appeared  in  the 
heavens.  Far  off  in  the  mystic  East  a little  group 
of  astrologers  were  strangely  attracted  by  that 
star.  These  religious  seekers  believed  that  the 
star  was  a portent  of  something  great,  even  the 
birth  of  a King.  So  according  to  the  story  they 
set  out  on  the  long  quest  to  find  a new-born  King. 

Naturally  they  went  to  the  palace  of  the  king 
to  find  out  what  was  happening.  But  as  is  often 
true,  the  government  knew  not  as  much  as  those 
who  came  seeking.  Out  of  an  ancient  book  they 
read;  “In  Bethlehem  of  Judea,  for  out  of  thee 
shall  come  a governor  who  shall  rule  my  people 
Israel.”  So  to  Bethlehem  they  came. 

What  changes  the  centuries  have  wrought.  The 
tourist  travels  far  to  see  the  place  where  Jesus 
was  born,  while  all  that  remains  of  the  glory  that 
was  Rome  is  but  a few  crumbling  columns  in  the 
cat-infested  forum  of  Rome.  Who  knows  or  cares 
what  happened  to  Caesar  Augustus?  But  the  “Un- 
known Babe  of  Bethlehem,”  unknown  to  the 
great  of  that  day,  not  wanted  at  the  Inn  in 
Bethlehem,  born  in  a stable,  hated  and  hunted 
by  Herod  the  King,  is  still  remembered  and  loved 
by  millions  of  men  and  women  of  the  world.  And 
now  it  is  Christmas  and  all  remember  Him. 

But  human  nature  changes  so  slowly.  After 
two  thousand  years  He  is  still  unknown.  It  is 
symbolic  that  we  removed  “Christ”  from  Christ- 
mas. The  world  is  so  busy  and  so  efficient  that 
we  must  shorten  even  Christmas.  We  call  it  Xmas. 
Of  course  we  know  X stands  for  Christ,  but  X 
also  is  the  symbol  for  an  unknown  quantity,  a 
term  used  to  designate  a person  whose  true  name 
is  unknown.  X may  be  more  than  a symbol;  it 
may  be  a parable  of  our  time. 

It  staggers  the  imagination  when  we  stop  to 
remember  what  this  unknown  Babe  of  Bethlehem 
has  achieved.  He  divided  time  into  “B.C.”  and 
“A.D.”  (before  and  after  His  birth).  When  He 
came,  there  was  not  one  hospital,  nor  one  orphan- 
age, nor  any  place  of  refuge  for  the  troubled  and 
outcast  in  the  Roman  Empire.  How  changed  it  is 
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today.  And  all  primarih^  because  a Babe  unknown 
was  born  in  Bethlehem.  It  is  good  to  get  ac- 
quainted with  this  Christ  and  put  Him  back  into 
Christmas,  for  in  Him  and  His  waj'  are  found  the 
truth  and  the  life. 

“Are  you  willing  to  stoop  down  and  consider 
the  needs  of  little  children,  to  remember  the  weak- 
ness and  loneliness  of  people  who  are  growing  old, 
to  bear  in  mind  the  things  that  other  people  have 
to  bear  on  their  hearts,  to  make  a garden  for 
your  friendly  feelings  with  the  gate  open — are 
you  willing  to  do  these  things  even  for  a day? 
Then  you  can  keep  Christmas! 

Albert  J.  Kissling,  D.D. 
Riverside  Presbyterian  Church 
Jacksonville 

Editor’s  Note:  This  is  the  fourth  in  a series  of  guest  edi- 
torials appropriate  to  the  season  by  leading  ministers  and  rabbis 
published  upon  solicitation  in  the  hope  that  physicians  will  find 
these  messages  a source  of  guidance  and  inspiration. 


Post  Mortem 

Twenty-seven  years  ago,  in  his  first  novel,  this 
writer  proposed  a system  of  prepaid  medical  care 
at  a time  when  “health”  and  “insurance”  were 
almost  dirty  words,  if  used  together.  The  years 
since  have  seen  doctor-sponsored  Blue  Shield  and 
Blue  Cross  plans  cover  the  nation,  bringing  a con- 
siderable measure  of  protection  to  the  public 
against  the  costs  of  medical  care.  Yet  the  in- 
creasing excellence  of  that  care  has  steadily  in- 
creased its  cost — notably  in  the  hospital  expense 
sector — until  ordinary  hospitalization  policies  of- 
ten prove  inadequate  in  cases  of  serious  illness. 

Through  the  years  a parade  of  compulsory 
health  insurance  schemes  under  government  con- 
trol— the  very  danger  that  led  the  writer  to  devise 
the  plan  described  in  “That  None  Should  Die” — 
has  passed  before  the  Congress,  to  be  rejected  so 
far,  it  is  true,  but  by  steadily  decreasing  plurali- 
ties. Recently  the  Medicare  plan  of  the  present 
Administration  was  passed  by  the  Senate,  but  al- 
lowed to  die  in  the  House  with  surprisingly  little 
objection,  possibly  because  of  its  value  as  a cam- 
paign issue  in  an  election  year.  But  with  the  lop- 
sided plurality  registered  for  the  .Administration 
by  voters  in  November,  who  can  doubt  that  Aledi- 
care  will  again  become  an  issue  in  1966?  Or  that 
the  tremendously  increased  power  of  an  .Adminis- 
tration committed  to  putting  into  law  the  welfare 
state  provisions  of  the  so-called  Great  Society 
will  also  be  behind  Medicare? 


All  of  which  makes  it  important  to  ask  our- 
selves: Where  do  we  go  from  here? 

For  various  reasons,  some  valid,  most  not,  the 
electorate  appears  to  have  repudiated  the  sort  of 
individual  independence  and  liberty  for  which 
medicine  as  a profession  has  always  stood.  More 
important,  an  honored  profession  which  can  only 
oppose  so-called  medical  welfare  plans  which  it 
knows  to  be  economically  and  sociologically — to 
say  nothing  of  morally — unsound  is  likely  to  end 
as  a political  “whipping  boy.”  .At  some  point  in 
every  military  battle — and  medicine  will  soon  be 
engaged  in  a life  or  death  battle  for  its  survival 
as  an  independent  profession — there  comes  a time 
when  only  a well  directed  attack,  often  against 
superior  odds,  can  bring  victory.  .And,  if  there  was 
ever  a time  in  the  past  thirty-odd  years  since  the 
first  Murray-Wagner-Dingell  bill,  when  such  an 
attack  should  be  the  order  of  the  day,  it  is  now. 
The  problem  is  where  and  how. 

Perhaps  the  greatest  contribution  of  the  late 
President  Hoover  to  his  country  was  his  leader- 
ship of  a commission  that  made  a thorough  study 
of  our  government  and  published  a broad  set  of 
recommendations  for  its  improvement  and  more 
efficient  operation.  True,  not  many  of  those  rec- 
ommendations have  yet  become  law,  but  the  study 
was  made,  the  truth  is  a matter  of  record,  and 
President  Hoover’s  alread}'  giant  stature  was  in- 
crea-sed  greatly  because  of  it. 

.At  a time  when  the  whole  problem  of  adequate 
medical  care  for  all  is  sure  to  be  attacked  piece- 
meal by  jxiorly  thought  out  legislation,  it  would 
therefore  seem  very  wise  indeed  for  all  sectors  of 
the  medical  scene — doctors,  dentists,  hospitals, 
nurses,  hospital  insurance  carriers,  and  others  con- 
nected with  medical  care — to  join  in  establishing 
a Hoover  Commission,  so  to  speak,  for  medicine. 
This  commission  should  study  impartially  all  as- 
pects of  medical  care,  from  professional  educa- 
tion to  medical  economics,  and  report  its  findings 
to  the  country-.  If  persons  of  sufficient  national 
prestige  comprised  such  a commission,  its  find- 
ings would  automatically  carry  great  weight  with 
the  Congress,  where  the  final  battle  against  po- 
litically motivated  health  schemes  must  be  fought. 
Whatever  final  legislation  emerged — and  it  is 
short-sighted  indeed  to  think  that  some  law  vitall}' 
concerning  medicine  will  not  be  signed  before  the 
next  session  of  the  Congress  ends — would  be  leg- 
islation proposed  by  those  whose  major  interest 
is  the  best  possible  medical  care  for  the  most  peo- 
ple instead  of  schemes  largely  designed  for  their 
vote-getting  power. 
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The  time  for  such  a study  is  now — before 
some  disastrous  health  plan  finds  its  way  to  the 
statute  books. 

Frank  G.  Slaughter,  M.D. 

Jacksonville 

Editor’s  Note:  This  is  the  twelfth  consecutive  year  The 

Journal  has  published  a guest  editorial  in  December  by  Dr. 
Slaughter,  Florida’s  distinguished  physician-author. 

FMA  Forty-Eight  Years  Ago 

It  was  my  good  fortune  during  the  first  year 
of  practice  to  be  present  and  to  participate  mod- 
estly in  the  Forty-Third  Annual  Meeting  of  the 
Florida  Medical  Association,  which  was  held  at 
-Arcadia,  May  10-12,  1916. 

The  accompanying  photograph  of  some  54 
members,  made  just  outside  the  auditorium,  shows 
about  90%  of  those  attending.  How  different  it 
looks  from  one  made  today.  Certainly  there  would 
be  few  if  any  hats,  not  many  coats,  and  no  stiff 
starched  collars.  A few  white  shoes  and  socks 
might  appear. 

Of  the  fifty-odd  doctors  named  in  the  pro- 
ceedings either  as  participants  in  the  scientific 
program  or  the  business  activities,  only  four  are 
still  living. 

The  scientific  program  consisted  of  24  papers, 
in  three  sessions,  given  and  discussed  by  members 
only.  There  were  five  papers  on  diagnosis,  five 
on  surgery,  one  on  ophthalmology  and  the  remain- 
der on  general  medicine.  Each  was  actively  dis- 
cussed by  two  to  five  members.  The  absence  of 
specialization  drew  all  of  us  to  the  same  program 
at  the  same  time  and  the  lack  of  formal  entertain- 
ment gave  us  the  opportunity  of  getting  to  know- 
one  another  through  “visiting”  together  in  the 
hotel  lobby  and  on  the  front  porch. 

The  only  social  event  was  the  annual  banquet 
the  last  night.  .A  striking  feature  was  the  com- 


plete absence  of  ladies  or  visitors.  There  were 
no  scientific  or  commercial  exhibits. 

The  report  of  the  Secretary-Treasurer  stated 
that  there  were  31  county  societies,  621  members 
and  total  assets  of  $1,409.67. 

A resolution  was  presented  by  the  Woman’s 
Club  of  Jacksonville  requesting  the  Association 
to  join  with  it  in  presenting  to  the  Florida 
Legislature  a bill  prohibiting  advertising  by  the 
local  and  state  press  of  “various  nostrums  to  be 
used  for  commercial  purposes,  and  also  remedies 
and  treatments  purporting  to  cure  social  diseases, 
and  alleged  maternity  homes  for  unfortunate 
women.”  The  matter  was  referred  to  the  Com- 
mittee on  Legislature  and  Public  Policy. 

Illustrating  the  public  interest  in  the  con- 
sumption of  alcohol,  representatives  of  the  Wom- 
an’s Temperance  Union  requested  the  adoption 
of  a resolution  which  concludes:  — “The  F.M.A. 
. . . hereby  pledges  its  earnest  efforts  against  the 
deadly  foe  to  mind,  body,  and  soul.”  The  minutes 
read;  “After  considerable  discussion”  the  resolu- 
tion was  referred  to  the  Committee  on  Scientific 
Work. 

Most  of  the  impressions  and  memories  of  that 
1916  meeting  are  as  clear  as  though  they  occurred 
yesterday.  The  stimulus  to  continued  interest  has 
not  lessened  as  our  Association  has  grown  from 
a membership  then  of  621  to  5,100.  The  annual 
meetings  have  changed  in  size  and  character  and 
grown  in  efficiency  and  importance  in  the  lives  of 
its  members  as  well  as  the  general  community. 

The  question  arises;  “If  a meeting  of  the 
Association  such  as  that  one  48  years  ago  could 
mean  so  much  to  those  present,  by  what  yard 
stick  can  one  measure  the  value  to  its  members 
of  an  annual  meeting  today?” 

Edward  Jelks,  M.D. 
Jacksonville 
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Association 

News 


Regional  Conference 
of  State  Medical  Journals 

Discussions  of  the  contents  of  state  medical  journals, 
the  appearance  of  the  contents  to  the  reader,  the  manner 
in  which  these  factors  should  be  paid  for  and  the  busi- 
ness aspects  of  publication  attracted  much  attention  at 
the  Regional  Conference  of  State  Medical  Journals  held 
early  in  October  at  Baltimore. 

The  keynote  address  by  Mr.  William  H.  White, 
E.xecutive  Editor  of  Medical  World  Xews.  following 
greetings  from  Dr.  George  H.  Yeager  of  Baltimore,  Edi- 
tor of  the  Maryland  State  Medical  Journal,  emphasized 
the  value  of  the  local  aspects  of  the  state  journal,  its 
direct  contact  with  the  practicing  physicians  and  the 
need  for  a dynamic  editor  and  an  editorial  committee 
having  wide  and  friendly  contacts  with  their  colleagues. 
He  urged  that  careful  attention  be  given  to  the  contents 
of  each  issue;  suggested  that  local  science  writers  be 
used  in  providing  short  articles  on  important  medical 
meetings,  and  pointed  out  that  good  material  does  not 
come  to  the  journal  staff  which  sits  back  and  waits.  Mr. 
White  stated  that  the  staff  should  study  the  successful 
medical  publications  and  adapt  their  “tricks”  for  attract- 
ing readers,  maintaining  a careful  cost  consciousness,  but 
at  the  same  time  whetting  the  readers’  appetite. 

In  concurrent  discussions,  it  was  suggested  that  the 
journals  pay  particular  attention  to  their  covers,  letting 
them  reflect  the  manner  in  which  the  material  inside  the 
issue  is  presented.  Other  topics  including  billing  prob- 
lems, postal  regulations,  the  material  for  a good  medical 
journal,  obtaining  good  articles  and  tactfully  rejecting 
manuscripts  of  poor  quality,  editing  and  the  regional 
printing  of  journals  completed  the  day’s  program. 

Xext  morning,  again  in  concurrent  sessions,  there  were 
discussions  of  the  use  of  color  to  make  the  publication 
more  attractive,  ways  to  improve  the  quality  of  the 
journal  and  to  make  it  more  readable  and  the  tax  situa- 
tion regarding  the  state  association  publications. 

In  the  general  session  concluding  the  program,  John 
L.  Murphy  of  Xew  York,  Sales  Director  of  the  State 
Medical  Journal  .Advertising  Bureau,  asked  the  staff  of 
each  journal  to  assist  him  in  selling  advertising  for  them. 
He  requested  the  journals  to  distribute  their  own  pro- 
motion material;  notify  the  Bureau  of  plans  for  special 
issues  or  the  publication  of  an  article  on  the  results  of 
a specific  drug;  make  a special  selling  effort  among  the 
district  managers  of  prospective  advertising  firms  in  the 
event  the  district  office  is  within  the  particular  state; 
give  special  preference  to  firms  advertising  in  the  journal 
when  exhibit  space  is  assigned  at  meetings  of  the  medical 
association;  send  copies  of  the  journal  to  prospective 
advertisers  and  their  agencies,  and  show  definite  indica- 
tions of  readership,  such  as  letters,  coupons  and  local 
advertising. 

Mr.  Murphy  urged  that,  at  all  levels,  most  advertis- 
ing promotion  be  of  a personal  nature  and  stated  that 
he  would  hesitate  to  advise  expenditure  of  revenue  for  a 
readership  survey.  He  urged  cooperation  and  assistance 
in  his  efforts  to  sell  the  state  journals  to  national  adver- 
tisers, and  stated  that  of  the  30  companies  buying  90  per 
cent  of  medical  advertising,  only  IS  are  using  state  jour- 
nals as  media,  and  of  the  top  10  space  buyers,  only  five 
are  utilizing  the  state  journals.  If  two  more  of  the  top 


five  would  use  the  state  publications,  most  of  them 
would  be  able  to  pay  their  own  way  this  year,  he  said. 

.At  the  local  level,  it  is  important  that  the  members 
of  the  Florida  Medical  Association  be  more  aware  of  the 
firms  using  the  official  state  journal.  The  Board  of  Gov- 
ernors has  approved  the  request  that  a list  of  the  adver- 
tisers be  included  in  the  official  packets  compiled  for 
members  of  the  House  of  Delegates  at  the  .Annual  Meet- 
ing in  .April.  It  is  necessary  that  the  Delegates  and  each 
member  of  the  .Association  express  appreciation  to  these 
companies  by  word,  letter,  and  when  suitable,  utilization 
of  their  products. 

Thad  Moseley,  M.D. 

Editor 

Legislative  Roundup 
The  88th  Congress  in  Review 

.Adjourning  on  Saturday,  October  3,  the  88th  Con- 
gress passed  into  history.  By  almost  any  measure,  the 
88th  had  a busy  and  eventful  two  year  term.  .Approxi- 
mately 20,000  bills  had  been  introduced  in  the  House  or 
Senate.  Of  these,  850  affected  medicine,  medical  care,  or 
the  public  health.  The  .American  Medical  .Association  pre- 
sented its  views  on  pending  legislation  on  25  occasions 
as  well  as  providing  16  informational  statements  to  vari- 
ous committees  of  the  Congress.  It  took  nearly  61.000 
pages  in  the  Congressional  Record  to  record  the  88th 
Congress’  deliberations  of  the  various  proposals  which 
came  before  it. 

Some  of  the  more  major  measures  of  medical  interest 
which  were  enacted  into  law  were:  the  Health  Profes- 
sions Educational  .Assistance  .Act  which  provides  con- 
struction grants  for  the  construction  of  teaching  facili- 
ties and  a student  loan  program ; Maternal  and  Child 
Health  and  Mental  Retardation  Planning  .Amendments 
providing  grants  to  help  meet  the  cost  of  special  projects, 
research,  and  other  activities;  Mental  Retardation 
Facilities  and  Community  Mental  Health  Centers  Con- 
struction which  authorizes  grants  for  the  construction 
of  research  and  clinical  facilities,  and  for  community 
mental  health  centers;  Clean  .Air  .Act  expanding  the  fed- 
eral government’s  role  in  air  pollution  control ; Hospital 
and  Medical  Facilities  .Amendments  which  extended  for 
five  years  the  Hill-Burton  hospital  construction  grant 
program  and  adding  to  it,  grants  for  the  modernization 
of  existing  facilities  and  for  area-wide  health  facilities 
planning  programs;  and  the  Xurse  Training  .Act  author- 
izing grants  for  the  construction  and  modernization  of 
nursing  schools,  and  establishing  a loan  fund  for  student 
nurses. 

Several  other  bills  of  interest  to  medicine  failed  to 
gain  approval  of  both  houses  of  the  Congress,  and  died 
with  the  adjournment  of  the  88th  Congress.  Included 
were;  a water  pollution  control  measure;  reorganization 
of  the  U.S-  Public  Health  Service;  the  creation  of  an 
“Office  for  Senior  Citizens”  in  the  Department  of  Health, 
Education,  and  Welfare;  the  King-.Anderson  medicare- 
tax  proposal ; chiropractic  care  for  federal  employees  un- 
der the  Federal  Employees’  Compensation  .Act;  a psycho- 
toxic drug  control  program ; and  a bill  which  would  have 
exempted  nonprofit  blood  banks  from  the  antitrust  laws. 

COUN’CIL  ON  LeCISL.ATIVE  .ACTIVITIES 

.Americ.an  Medical  .Assoclatiox 
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The  Doctor’s  Visit,  Jan  Steen  1626-1679,  Mauritshuis,  The  Hague 


In  Diverticulosis  and  Diverticulitis . . . 


METAMUCIC 


brand  of 

psyllium  hydrophilic  mucilloid 


“Diverticulosis  ...  a low-roughage  diet  is  advisable. . . . Constipation  is  avoided,  preferably  by 
the  daily  use  of  Metamucil. 


“Diverticulitis  Mild,  chronic  symptoms  of  diverticulitis,  such  as  diarrhea  or  flatulence  also  are 
treated^  by  low-roughage  diet,  adequate  fluid  intake  and  Metamucil. . . 


Usual  Adult  Dosage:  One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of  Instant 
Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three  times  daily. 

Metamucil  is  available  as  Metamucil  powder  in  containers  of  4,  8 and  16  ounces 
and  as  flavored  Instant  Mix  Metamucil  in  cartons  containing  16  and  30  single-dose 
packets. 

1.  Welch,  C.  E.,  Diverticula  of  the  Alimentary  Tract,  in  Conn,  H.  (editor): 
Current  Therapy— 1961,  Philadelphia,  W.  B.  Saunders  Company,  1961, 
pp.  224-225. 

Research  in  the  Service  of  Medicine 


SEARLE 
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Meetings 

December 

Second  Annual  Seminar  in  Cardiolog>-,  “Diagnostic  Meth- 
ods in  Cardiology-,”  December  3-6,  Tampa  General 
Hospital,  Tampa. 

Seminar  in  the  Present  Status  of  .imputation  Surgery 
and  Prosthetics,  December  3-S,  .Americana  Hotel,  Bal 
Harbour,  Fla. 

January 

Seminar  on  Infectious  Diseases,  January  9,  .Auditorium. 
Duval  Medical  Center,  Jacksonville. 

Gastroenterology-  Seminar,  January-  14-16,  University  of 
Florida  College  of  Medicine,  Gainesville. 

Pediatric  Seminar,  “Current  Concepts  in  .Allergy-  and 
Clinical  Immunology-  in  Childhood,”  January-  21-23, 
L niversity-  of  Florida  College  of  Medicine,  Gainesville. 

“Respiration,”  Second  .Annual  Postgraduate  Seminar, 
January-  22-25,  Eden  Roc  Hotel,  Miami  Beach.  Spon- 
.sored  by  University  of  Miami  School  of  Medicine  and 
L niversity-  of  Florida  College  of  Medicine. 


Seventh  Annual  Conference,  County  Medical  Society 
Presidents  and  Secretaries,  January  23-24,  Robert 
Meyer  Motel  Hotel,  Orlando. 

“Selected  Aspects  of  Congenital  Heart  Disease,”  Regional 
Meeting,  .American  College  of  Cardiology-,  January-  28- 
30,  University-  of  F'lorida  College  of  Medicine,  Gaines- 
ville. 

Seventh  Annual  Cardiovascular  Seminar,  January-  30-31, 
Port-O-Call.  Tierra  Verde,  St.  Petersburg. 

February 

Seminar  in  Psychiatry  in  Medicine,  Department  of  Psy- 
chiatry-, University  of  Miami  School  of  Medicine,  Jack- 
son  Memorial  Hospital,  begins  February-  10,  continues 
each  week. 

Seminar  on  Surgery-  of  the  Hand,  February-  13,  Audi- 
torium, Duval  Medical  Center,  Jacksonville. 


Ballast  Point  Manor 

5226  Nichols  St.,  P.  O.  Box  13467  Phone  831-4191 

Tampa,  Florida 

Don  Savage,  Owner-Manager 

Care  of  mild  mental  cases,  senile  disorders  and  invalids. 
Alcoholics  treated.  Aged  adjudged  cases  will  be  accepted  on 
either  permanent  or  temporary  basis. 


Announcing  the  Twenty-Eighth  Annual  Meeting  of 
THE  NEW  ORLEAXS  GR.ADU.ATE  MEDICAL  ASSEMBLY 
Conference  Headquarters  — Roosevelt  Hotel 
March  8,  9,  10,  11,  1965 

GUEST  SPEAKERS 


James  E.  Eckenhoflf,  M.U.,  Philadelphia,  Pa. 
Anesthesiology 

A.  W.  Martin  Marino.  Jr.,  M.D.,  Brooklyn,  X.  Y. 

Colon  and  Rectal  Surgery 
Wiley  Mitchell  Sams,  M.D.,  Miami,  Fla. 
Dermatology 

Maurice  L.  Kelley,  Jr.,  M.D.,  Rochester,  X".  Y. 
Gastroenterology- 

Robert  I.  Wise,  M.D.,  Philadelphia,  Pa. 

General  Practice 

Curtis  J.  Lund,  M.D..  Rochester,  X'.  Y. 
Gynecology- 

S.  Gilbert  Blount,  M.D..  Denver,  Colo. 

Internal  Medicine 

Jerome  W.  Conn.  M.D.,  .Ann  Arbor,  Mich. 
Internal  Medicine 

Francis  Murphey,  M.D..  .Memphis,  Tenn. 
X-eurologic  Surgery- 


Bayard  Carter,  .M.D.,  Durham.  X'.  C. 
Obstetrics 

William  F.  Hughes.  M.D.,  Chicago,  111. 
Ophthalmology 

Milton  S.  Thompson.  M.D.,  San  Antonio,  Tex. 
Orthopedic  Surgery- 

Benjamin  Castleman.  M.D.,  Boston,  Mass. 
Pathology 

Harry  C.  Shirkey,  M.D.,  Birmingham,  Ala. 
Pediatrics 

Richard  H.  Marshak,  M.D.,  X'ew  York,  X'.  Y. 
Radiology- 

Warren  H.  Cole,  M.D.,  Chicago,  111. 

Surgery 

Preston  A.  Wade,  M.D.,  X’ew  Y’ork,  X.  Y’. 
Surgery- 

Robert  Lich.  Jr.,  M.D.,  Louisville,  Ky. 

U rology 


.ADDITIOX.AL  SPE.AKER  TO  BE  AX.XOUXCED 
Lectures,  symposia,  clinicopathologic  conferences,  round-table  luncheons, 
medical  motion  pictures,  technical  exhibits  and  entertainment  for  visiting  wives. 
•Acceptable  for  twenty-nine  accredited  hours  by  the  American  .Academy-  of  General  Practice. 

(All-inclusive  registration  fee  — S25.00) 

For  information  concerning  the  Assembly  meeting  write  Secretary, 

The  New-  Orleans  Graduate  Medical  Assembly, 

Room  1528,  1430  Tulane  Avenue,  New-  Orleans,  La.  70112 
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CLASSIFIED 


Advertising  rates  for  this  column  are  $5.00  per 
insertion  for  ads  of  25  words  or  less.  Add  20(*  for 
each  additional  word. 


WANTED;  Pediatrician,  ENT,  Internist  and  Der- 
matologist for  new  medical  building  ready  Feb.  15. 
-Adjacent  to  hospital  in  beautiful  location  on  Gulf  of 
Mexico.  Fine  practice  opportunity.  Write  69-510,  P.O. 
Box  2411,  Jacksonville,  Fla. 


WANTED:  Pediatrician  for  association  with  two 

obstetricians.  Office  space,  basic  equipment  and  guar- 
anteed income  are  available  for  an  acceptable  man. 
Write  69-551,  P.O.  Box  2411,  Jacksonville,  Fla. 


OBSTETRICIAN  - GYNECOLOGIST  WANTED: 
To  associate  with  two  man  group.  Large  established 
practice  in  Miami;  Board  eligible  or  certified;  prefer 
under  age  35.  Write  P.O.  Box  384,  Miami  Shores,  Fla. 


NEW  MEDIC.AL  BUILDING:  Under  construc- 

tion. Completion  September.  Custom  designed  offices 
including  air-conditioning,  heat  and  janitorial  services. 
Convenient  to  St.  Vincent’s  hospital.  For  information 
call  Charter  Real  Estate  Co.,  387-6511 — Ext.  356. 


FOR  SALE:  Practical  and  beautifully  located  prac- 
tice North  Tampa  area.  Potential  unlimited.  (Retir- 
ing). Send  for  pictures  and  brochure.  Clenton  White- 
hurst, M.D.,  P.O.  Box  188,  Land  O Lakes,  Florida. 
Phone  Tampa  949-1800. 


WANTED;  General  Practitioner  (.\.A.G.P.)  and/or 
General  Surgeon  (Boards)  to  join  2 established  Gen- 
eral Practitioners  in  rapidly  growing  community.  New 
200  bed  hospital  under  construction.  Guarantee  or 
other  liberal  arrangements.  Write  69-601,  P.O.  Box 
2411,  Jacksonville,  Fla. 


FOR  SALE  OR  LEASE  SPRINGFIELD  MEDI- 
CAL CENTER:  507  W.  10th  St.  One  block  from  Du- 
val Medical  Center,  across  from  Blood  Bank  and  St. 
Luke’s  hospital.  Typical  office  includes  3 examining 
rooms,  dark  room,  reception  room  and  lab.  Call  Char- 
ter Real  Estate  Co.,  phone  387-6511 — Ext.  356. 


GENERAL  PR.VCTITIONER  WANTED:  in  small 
northwest  Florida  town.  33  bed  private  hospital.  Phy- 
sician departing  for  industrial  position  and  associate 
seeking  replacement.  Excellent  opportunity  in  farm- 
ing-industrial area.  Contact  R.  O.  Mills,  .^dm.,  P.O. 
Box  183,  Century,  Fla. 


FLORID.A  WEST  COAST:  Busy  general  surgical 
practice  for  sale.  Completely  equipped;  office  build- 
ing; 800  major  cases  yearly,  some  general  practice 
necessary.  W'ill  introduce,  reasonable.  Immediate  pos- 
session. VV^rite  69-606,  P.  O.  Box  2411,  Jacksonville, 
Fla. 


PHYSICIAN  WANTED:  Director  of  Outpatient 

Department.  Salary  in  excess  of  $12,000  per  year, 
with  40  hour  week  and  occasional  weekend  call.  Flor- 
ida license  preferred.  Duties  include  direct  medical 
care  and  administration.  Contact:  R.  G.  Sherrill  Jr., 
M.D.,  Medical  Director,  Hillsborough  County  Hos- 
pital, 5906  N.  30th  St.,  Tampa,  33610. 


GENER.AL  PR.ACTITIONER  wanted  for  locum 
tenens.  Salary  or  other  liberal  arrangements.  Excellent 
opportunity  for  permanent  location.  Thomas  C.  Scott, 
M.D.,  1113  Byrd  Plaza,  Cocoa,  Florida. 


BUSY  O.B.-GYN.  SPECIALIST  in  need  of  asso- 
ciate-partnership in  the  Miami  area.  Contact  Mr. 
Kwart,  Medical  Business  Consultants,  1101  N.E.  79th 
St.,  Miami.  Phone  759-4478. 

W.ANTED:  .■\ssociate  General  Practitioner  or  In- 

ternist in  adjoining  new,  modern,  air-conditioned  of- 
fice. Next  door  to  100  bed  exclusive  convalescent 
home  under  construction.  Contact  F.  H.  Schnauss, 
M.D.,  4344  Ortega  Forest  Drive,  Jacksonville  10,  Fla. 

W.\NTED;  General  Practitioner  to  join  establish- 
ed G.P.  in  university  town  NW  Fla.  Guaranteed 
salary  leading  to  full  partnership.  Prefer  Dr.  who  is 
married  and  under  35.  P.O.  Box  612,  Tallahassee,  Fla. 

OBSTETRICIAN-GYxNECOLOGIST  with  Florida 
license,  under  35,  seeks  association  with  established 
specialist  or  group  in  S.E.  Florida.  Write  69-610, 
P.O.  Box  2411,  Jacksonville,  Fla. 

NEW  MEDIC.\L  BUILDING  to  be  completed  in 
December  ’64  in  South  Dade  County.  Custom  design- 
ed, air-conditioned,  plenty  of  parking,  convenient  to 
excellent  hospital.  Fine  opportunity  for  Pediatrician 
or  general  practice.  Information  phone  Cl  7-4834, 
or  write  Robert  A.  Douglas,  M.D.,  510  N.  Krome  A\e., 
Homestead,  Fla. 

FOR  SUBLE.\SE:  650  sq.  ft.  in  modern  office 

building,  2909  N.  Orange  -\venue,  Orlando,  Florida. 
This  can  be  subleased  at  a reduced  rate.  For  further 
information  contact  L.  Burton  Parker,  M.D.,  601  E. 
Rollins  .\ve.,  Orlando,  Florida. 

GENER.AL  PR.ACTITIONER  for  new  community 
of  5,000  and  surrounding  area  of  approximately  20,000. 
.A  new  50  bed  General  Hospital  is  now  under  con- 
struction and  will  be  ready  for  occupancy  early  in 
1965.  Only  one  GP  now  serving  this  area.  VV’rite  Jack 
F.  Flood,  -Adm.,  Lehigh  .Acres  General  Hospital,  Le- 
high .Acres,  Florida. 

GENER.AL  SURGEON,  43  years  old,  Board  eligi- 
ble, has  Florida  license,  married  with  family,  good 
references.  Will  do  general  practice.  Write  69-612, 
P.O.  Box  2411,  Jacksonville,  Fla. 


.ALLERGIST;  University  trained,  Florida  licensed, 
Board  Eligible  in  Internal  Medicine,  31,  married,  mili- 
tary obligation  completed,  desires  partnership  or  group 
association  in  peninsular  Florida.  Write  69-613,  P.O. 
Box  2411,  Jacksonville,  Fla. 

GENER.AL  PRACTITIONER  W.ANTED  (.AAGP) 
for  north  Florida  college  town.  A'acancy  in  busy  two 
man  practice  in  medicine,  pediatrics  and  obstetrics. 
Immediate  excellent  income  with  eventual  full  partner- 
ship. Write  69-614,  P.O.  Box  2411,  Jacksonville,  Fla. 


WANTED;  General  Practitioner  for  Clinic-Hos- 
pital. Salary  open — plus  bonus.  Write  69-535,  P.O. 
Box  2411,  Jacksonville,  Fla. 


GENER.AL  SURGEON.  Board  eligible  or  certi- 
fied. Group  of  Board  certified  specialists  with  sound 
academic  stimulus.  Modern  medical  center  building. 
Fine  hospitals.  Excellent  financial  arrangement.  No 
investment.  Write  69-615,  P.O.  Box  2411,  Jacksonville. 
Fla. 


The  Florida  Medical  .AssPciation  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.O.  Box  2411,  Jacksonville  3.  This  serv- 
ice is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates  and  is 
without  charge. 
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HCV  CREME 

3%  lodochlorhydroxyquin 
1%  Hydrocortisone  alcohol 
Antifungal  Anti-inflammatory 

Antibacterial  Antipruritic 

A white  vanishing  cream 

AURAL  ACUTE  (PDR  Pg  858) 

Sizes  5 cc.  and  new  15  cc. 

The  ear  drop  of  the  year.  Combining: 


Polymyxin  B Sulphate  lO.OOOu 

Neomycin  Sulfate  5mg 

Hydrocortisone  Alcohol  1% 

PCMX  0.05% 

Pramoxine  HCL  1% 


Antibacterial,  antifungal,  anti-inflammatory,  anaesthetic; 
the  complete  answer  for  External  Otitis. 

SAROCYLINE  250mg 
U.S.P. 

Tetracycline  Hcl  at  a tremendous  economy  to  your  pa- 
tient. Look  for  the  green  and  white  capsule. 

QUALITY  — ECONOMY 

SARON  PHARMACAL  CORP. 

St.  Petersburg,  Florida 


THE  DUVALL  HOME 
for  RETARDED  CHILDREN 

A home  offering  the  hnest  custodial  care  with  a 
happy  home-like  environment.  We  specialize  in  the 
care  of  infants,  bed-ridden  children  and  Mongoloids. 

For  further  information  write  to 
MRS.  A.  H.  DITV'ALL  GLENWOOD,  FLORIDA 


We  Huy 

and  Sell  New  and 
Used  X-Ray  Equipment 

BOB  WAGNER  X-RAY 

P.  O.  Box  8161 
Jax,  Florida  3221  1 
724-3434 


Space  is  offered  in  this  192  unit  luxury  apartment  building  for 
offices  or  clinics.  Located  on  the  ocean  in  the  heart  of  the  motel 
strip  near  Cape  Kennedy  Space  Center.  Residents  are  high  income 
recent  arrivals  without  local  connections  for  family  medical  serv- 
ices. One  bedroom  suites  available  at  $175.00  per  month  for 
offices. 

Brevard  County’s 

. . . also  a great  place  to  live!  Correct  Address 

For  further  information,  call  783  2435,  or  write: 

Avenue 

I V V I cocoa  beach,  FLORIDA 
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Parks,  Raymond  E„  Coral  Gables — v.  51 376 
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Perlmutter,  Irwin.  Coral  Gables — v.  50  275 

Phillips,  Philip  B..  Pensacola — v.  50 127 

Polskin,  Louis  J..  Lakeland — v.  51 466 
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Roessler,  Charles  E.,  Jacksonville — v.  51  300 
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Rumsch,  Bernard  J.,  Ocala — v.  51 96,  102 

Samet.  Philip,  Miami — v.  50 195 
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Slonim,  Roberta  R..  Miami — v.  50  139 

Smallwood.  Robert  B.,  St.  Petersburg — v.  50  222 

Smith.  William  P.,  Coral  Gables — v.  51  652 

Sneider.  Stanley  E..  Miami — v.  51 155 

Sours,  John  Jr.,  Pensacola — v.  50  127 
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Straight.  William  M„  Miami — v.  51 579 
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Wattenbarger,  James  L.,  Tallahassee — v.  51  33 

White,  Millard  B.,  Sarasota — v.  51  462 
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A'olume  50  of  The  Journal  began  with  the  July  issue 
and  ended  with  the  December  1963  issue.  A'olume  51  be- 
gan with  Januarv-  1964  and  ends  with  December  1964. 
The  House  of  Delegates  directed  that  each  volume  begin 
with  the  calendar  year  in  order  to  correspond  with  the 
ether  activities  of  the  .Association. 


Anderson  Surgical  Supply  Co. 

Established  1916 

Distributors  of  Known  Brands  of  Proven  Quality 

TELEPHONE  229-8504  TELEPHONE  896-3107 

Morgan  at  Platt,  P.  O.  Box  1228  556  9th  St.,  South 

TAMPA,  FLORIDA  33601  ST.  PETERSBURG,  FLORIDA 

TELEPHONE  376-8253  TELEPHONE  CHerry  1-9589  TELEPHONE  958-0489 

729  S.W.  4th  Ave.  1616  N.  Orange  Ave.  1934  Hillview  St. 

GAINESVILLE,  FLORIDA  ORLANDO,  FLORIDA  SARASOTA,  FLORIDA 
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AGHROCIDIN 

TETRACYCLINE  HCI-ANTIHISTAMINE-ANALGESIC  COMPOUND 


Each  Tablet  contains:  Caffeine 30  mg. 

ACHROMYCIN®  Tetracycline  HCI  ..  125  mg.  Salicylamide  150  mg. 

Acetophenetidin  (Phenacetin)  ....  120  mg.  Chlorothen  Citrate 25  mg. 


Effective  in  controlling  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic  relief  in 
allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  are  drowsiness,  slight  gastric 
distress,  overgrowth  of  nonsusceptible  organisms.  Tooth  discoloration  may  occur  only  if  the  drug 
is  given  during  tooth  formation  (late  pregnancy,  the  neonatal  period,  early  childhood).  Reduce 
dosage  in  impaired  renal  function.  Average  Adult  Dosage:  2 Tablets  four  times  daily. 


UEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


62G5  4 


NEW 

SANBORN 


500 

ViSO 


Now  you  can  run  cardiograms  in 
your  office  or  on  emergency  calls 
with  even  quicker  instrument 
set-up  and  patient  connection  — 
and  with  far  less  chance  of  any 
"noise”  or  artifacts  getting  into  the 
record.  The  completely  new  500 
VISO  helps  speed  patient  connec- 
tion and  prevent  errors  by  color- 
coded  cable  tips  and  a pictorial 
diagram  on  the  top  panel  . . . the 
“500”  uses  new  non-abrasive 
Redux®  Creme  that  requires  no 
nibbing  . . . the  “500”  input  cir- 
cuit greatly  reduces  the  possibility 
of  “AC” and  other  electricaP'noise” 
appearing  in  the  cardiogram,  and 
affords  added  patient  protection 
as  well. 


Two  speeds,  three  sensitivities,  50 
mm-wide  Sanborn  high-resolution 
inkless  charts,  operating  controls 
logically  grouped  by  frequency  of 
use  - — these  are  a few  of  the  added 
operating  advantages  of  this  21- 
pound  compact  ECG.  And  for  a 
fully  mobile  cardiograph,  roll  the 
500  VISO  on  its  optional  match- 
ing cart  wherever  it’s  needed. 

Model  500  Viso-Cardiette,  $695 
complete  (delivered,  eontinental 
U.S. );  with  optional  Model  500- 
1100  Cart,  $820.  Call  your  local 
Sanborn  Branch  Office  now.  San- 
born Company,  Medical  Division, 
Waltham,  Mass.  (02154),  a Divi- 
sion of  Hewlett-Packard. 


Superior  trace  definition  with  new  operating  ease 


Miami  Branch  Office  2907  N.  W.  7th  St.,  30.5  6.35-6461 
St.  I’ETERsnuRG  Resident  Rcfiresenlalive 
337  22iul  Ave.  N.,  862-3229 
Iackso.wille  Resident  Representative 
2720  Park  St.,  384-3453 
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The  discharged 
mental  patient . . . 
and  Thorazine* 

brand  of  chlorpromazine 

“The  average  'practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-institu- 
tionalized patients  by  regulation  of  medication,  reassurance,  manipulation  of  the  en- 
vironment where  necessary,  and  . . . other  technics.”  KUne,  n.s.:  Postgrad.  Med.  2?:62o  (May)  i960. 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  SK&F)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient— and  often  his  family — also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  sk&f)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe” — with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a patient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine, sk&f) —regardless  of  dosage— over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  been 
successfully  used  for  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa- 
tients. Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include:  dry  mouth,  nasal  congestion,  constipation, 
miosis,  dermatological  reactions,  photosensitivity,  jaundice, 
hypotension,  increased  appetite  and  weight;  very  rarely, 
mydriasis,  agranulocytosis,  extrapyramidal  symptoms. 
Contraindications:  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  or 
available  literature. 

Smith  Kline  & French  Laboratories 
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SANITARIUM 

AND  OUTPATIENT  CLINIC 


MEDICAL  DIRECTORS: 

James  A.  Becton,  M.D.,  F.A.P.A. 

James  K.  Ward.  M.D.,  F.A.P.A. 

Location:  7000  5th  Avenue.  South 

Box  2896.  Woodlawn  Station 
BIRMINGHAM.  ALABAMA  35212 
Phone.  595  1151 


is  a private  psychiatric  hospital  established 
in  1925  for  the  treatment  of  nervous  or 
mental  disorders,  alcohol  or  drug  addic- 
tion problems. 

The  hospital  accepts  both  men  and  wom- 
en. It  is  departmentalized  according  to 
sex  and  the  degree  of  illness,  with  differ- 
ent sections  for  the  acutely  ill  patient, 
the  mildly  ill  patient,  the  convalescent 
patient,  and  the  chronically  ill  resident 
patient.  .All  rooms  are  private. 

HILL  CREST  S.-\N1T.-\R1U.M  is  a mem- 
ber of: 

America.n  Hospital  .Association 

\\tERICAN  PSVCHI.ATRIC  .ASSOCIATION 

Naiional  Associ.ation  of  Private 
Psychiatric  Hospitals 
Alabama  Hospital  Association 
hiRMiNciLAM  Regional  Hospital 
COLNCIL 


TUCKER  HOSPITAL,  INC. 

212  West  Franklin  Street 
RiCHMONn.  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neurological 
patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  ners’ous  system,  psychoneuroses,  psychosomatic  disorders, 
mood  disturbances,  social  adjustment  problems,  involutional  reactions  and  selective 
psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield 
Dr.  George  S.  Fultz,  Jr. 


Dr.  Weir  M.  Tucxer 
Dr.  \V.  Frederick  Young 
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“Wonderful... haven’t  had  opening  in  holli  nostrils  for  years’  ^ 

(clearly  decongested  with  Dimetapp) 

Dimetapp  lets  your  “stuffed-up”  patients  breathe  easy  again. 

Each  long-acting  Extentab  works  hard  for  up  to  10-12  hours 
clearing  away  stuffiness,  turning  off  the  drip,  and  unplugging 
congestion  that  accompanies  upper  respiratory  conditions. 

Yet,  patients  seldom  experience  drowsiness  or  overstimu- 
lation. (A  key  to  success:  the  Dimetapp  formula.)  Now 
that  the  “stuffy”  season  is  here,  keep  dependable  Dimetapp 
Extentabs  on  tap.  They  get  the  job  done. 

FOR  NASAL  DECONGESTION  UP  TO  10-12  HOURS’  CLEAR 
IN  SINUSITIS,  COLDS,  U.R.I.  BREATHING  ON  ONE  TABLET 


Phenylpropanolamine  HCI,  15  mg.) 


BRIEF  SUMMARY:  Indications:  Dime- 
tapp reduces  nasal  secretions,  con- 
gestion, and  postnasal  drip  for 
symptomatic  relief  of  colds,  U.R.I., 
sinusitis,  and  rhinitis.  Side  Effects: 
In  high  dosages,  occasional  drows- 
iness due  to  the  antihistamine  or 
CNS  stimulation  due  to  the  sym- 
pathomimetics  may  be  observed. 
Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiac  or 
peripheral  vascular  diseases  and 
hypertension.  Contraindications: 
Antihistamine  sensitivity.  Not  recom- 
mended for  use  during  pregnancy. 

*Clinical  report  on  file,  Medical  Depart- 
ment, A.  H.  Robins  Co.,  Inc. 

A,  H.  ROBINS  CO..  INC.,  RICHMOND  20,  VA. 
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THE 

ARTHRITICS 
WHO  COULD  NOT 
TAKE 
STEROIDS 


The  bane  of  the  steroids,  new  and  old,  has  been  1r 
certain  undesirable  metabolic  effects  — including  * 
and  water  retention,  edema,  overstimulation  of  | 
appetite,  excessive  weight  gain,  mood  swings 
seemed  to  be  firmly  linked  to  the  primary  a 
inflammatory  action.  For  arthritics  already  overweii 
or  with  cardiovascular  disease  complicated  by  edei 
or  those  who  were  tense  and  anxious,  steroid  tn 
ment  could  aggravate  their  problems.  But  with 
advent  of  ARISTOCORT®  Triamcinolone,  many 
these  arthritics  became  “steroid-treatable.”  The  r 
son:  Not  only  did  this  steroid  provide  gratifying  re 
of  inflammation  and  pain,  but  it  did  so  without 
penalty  of  overstimulation  of  the  appetite,  excess 
weight  gain,  salt  and  water  retention,  edema,  £ 
undesirable  euphoria.  Six  years  of  widespread  use  I 
confirmed  these  benefits  for  other  arthritics  as  well 
those  formerly  untreatable.  ] 


de  Effects:  Since  it  may,  under  some  circumstances, 
•oduce  many  of  the  unwanted  effects  common  to  all 
)rtisone-like  drugs,  discrimination  should  always  be 
cercised  in  administering  ARISTOCORT®  Triamcino- 
ne.  Any  of  the  Cushingoid  effects  are  possible,  as  are 
jrpura,  G.l.  ulceration,  increased  intracranial  pres- 
jre  and  subcapsular  cataract.  Corticosteroids  gen- 
•ally  may  mask  outward  signs  of  bacterial  or  viral 
factions.  Catabolic  effects  to  watch  for  include 
uscle  weakness  and  osteoporosis.  Weight  loss  may 
:cur  early  in  treatment  but  is  usually  self-limiting. 
ontraindications:  While  the  only  absolute  contra- 
idications  are  tuberculosis,  herpes  simplex  and 
licken  pox,  there  are  some  relative  contraindications 
)eptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

A single  daily  dose  may  provide  effective  control,  is 
convenient  for  the  patient,  and  can  be  employed  in 
both  initial  and  maintenance  therapy. 

MAXIMUM  STEROID  BENEFIT- MINIMUM  STEROID  PENALTY 


Triamcinolone 


scored  tablets  of  1 mg.,  2 mg.,  4 mg.,  8 mg.  or  16  mg. 


IDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

270-f  V 


emphatic  dietaiy  reform  with 
little  C.  N.  S.**  stimulation 

CBDRIL 

(Levamfetamine  Succinate) 


TWO  CONVENIENT  DOSAGE  FORMS 

Each  CYDRIL  (levamfetamine  succinate)  Granucap*  contains: 

levamfetamine  succinate  21  mg. 

(Releasing  the  drug  over  a 6-10  hour  period) 

Each  CYDRIL  (levamfetamine  succinate)  Tablet  contains: 

levamfetamine  succinate  7 mg. 

Side  Effects:  Rare— C.N.S.**  stimulation  minimal,  occasionally  cardiovascular 
and  gastrointestinal  reaction  may  be  observed. 

Contraindications:  Severe  hypertension,  angina  pectoris,  hyperthyroidism  and 
Raynauds  disease. 

Available: 

GRANUCAPS*— Bottles  of  100,  1000 
TABLETS— Bottles  of  100,  500, 1000 
Request  clinical  samples  and  literature  on  your  letterhead. 

*Granucaps — T.M.  Reg.  U.S.  Pat.  Off. 

’’Central  Nervous  System 


S.  J.  TUTAG  & CO. 
DETROIT  34,  MICH. 
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why  does 
150  mg. 


do  more  than 
250  mg. 


of  other 
tetracyclines? 


Because  it  has  up  to  3'/2  times  the  in  vitro  antibacterial  activity' ..  .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding... all  providing  rapid,  higher  and  sustained /n  v/Vo activity  with 
as  much  as  2 days’  extra  activity. 


BECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE  HCl 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Dally  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1. Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Scl. 
243:296  (Mar.)  1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

7516-3 
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YOUR  Patronage  Has  Made  Our  Growth  Possible 

Medical  Supply  Company 


of  Jacksonville 


Home  Office 


JACKSONVILLE 
4539  Beach  Blvd. 
Telephone  FL  9-2191 


ORLANDO 

1511  Sligh  Blvd. 
Telephone  GA  5-3537 


Convention 

Press 

2111  Liberty  St. 
Jacksonville,  Florida 


A COMPLETE  BUSINESS  SERVICE 
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EOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 


PM  ELORIDA 


233  Fourth  Avenue,  N.  E. 
St.  Petersburg,  Florida 
Phone  862-6903 


3l4B  John  Ringling  Blvd. 
Sarasota,  Florida 
Phone  388-1604 


12490  N.  E.  7th  Ave. 
Miami,  Florida 
Phone  751-2101 


Affiliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 


QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 


WHATEVER  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


P.  L.  DODGE  MEMORIAL  HOSPITAL 

formerly 

MIAMI  MEDICAL  CENTER 

M.  G.  Isaacson,  M.D. 

Medical  Director 

1861  N.W.  South  River  Drive 
Phone  379-1448 

A private  institution  for  the  treatment  of  ner- 
vous and  mental  disorders  and  the  problems  of 
drug  addiction  and  alcoholic  habituation.  Mod- 
ern diagnostic  and  treatment  procedures  includ- 
ing — Psychotherapy.  Insulin,  & Electroshock, 
when  indicated.  Adequate  facilities  for  recrea- 
tion and  out-door  activities. 

Information  on  request 

Member  NAPPH  and  American  Psychiatric  Assn. 
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11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRAOe-HARK® 


things  go 

better,! 

^with 

CoKe 


APPALACHIAN  HALL 

ASHEVILLE  Established  1916  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convales- 
cence, drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  Including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en 
suite. 

Wm.  Ray  Griffin  Jr.,  M.D.  Mark  A.  Griffin  Sr.,  M.D. 

Robert  A.  Griffin,  M.D.  Mark  A.  Griffin  Jr.,  M.D. 

For  rates  and  further  information  write  Appalachian  Hall,  Asheville,  N.  C. 


J.  Florida  M.A./Oecember,  1964 
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When  you  put  patients  on“special”fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

And  oncethey’vetried  it,  they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


^ AMA  Couocil  on  Foods  and  Nutrition:  The  Reg. 
ulalion  of  Dietary  Fat,  JAMA  181:41 1-423  (Aug- 
ust 4.  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 
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Outwardly  calm... but  what  goes  on  inside? 


Appearances  on  the  outside  do  not 
necessarily  suggest  what  goes  on  in- 
side. This  is  particularly  true  of  the 
ulcer  patient,  who  may  appear  jolly 
and  unruffled  to  his  neighbors,  but 
presents  to  you  the  classic  symp- 
toms; organic  and  functional  dis- 
orders of  the  G.I.  tract,  associated 
with  anxiety  and  tension. 

Consider,  when  you  see  him  next, 
the  value  of  pathilon®  sequels® 
with  Phenobarbital,  which  provides 
sustained  anticholinergic  protection 


from  spasm  and  pain  in  the  target 
areas,  as  well  as  sustained  pheno- 
barbital  action  against  triggering 
anxiety.  The  controlled  release  of  the 
active  ingredients  in  the  sequels® 
formulation  means  protective  medi- 
cation day  and  night. 

Effective  in  peptic  ulcer,  intestinal 
colic,  ileitis,  esophageal  spasm,  spas- 
tic colon,  alcohol-induced  G.I.  upsets, 
gastric  hypermotility  and  anxiety 
neurosis  with  G.I.  symptoms.  Should 
be  used  as  adj  unct  to  other  measures. 


Side  Effects  (due  to  tridihexethyl 
chloride)  : dry  mouth,  blurring  of 
vision,  constipation. 
Contraindications:  urinary  bladder 
neck  obstruction;  glaucoma;  ob- 
structive congenital  anomalies  of  the 
gastrointestinal  tract;  pyloric  ob- 
struction; congenital  megacolon;  and 
stenosing  gastric  or  duodenal  ulcer 
with  significant  gastric  retention. 

Also  available,  without  phenobar- 
bital, as  PATHILON®  Tridihexethyl 
chloride  sequels®  75  mg. 


Pathilon®  Sequels®  with  Phenobarbital 


Sustained  Release  Capsules 


Each  capsule  contains : Tridihexethyl  chloride,  75  mg.,  and  phenobarbital,  45  mg. 


LKUERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMII)  COMPANY,  Pearl  River,  New  York 


279-4 


SCHEDULE  OF  MEETINGS 


ORGANIZATION 


PRESIDENT 


SECRETARY 


ANNUAL  MEETING 


Florida  Medical  Association Samuel  M.  Day,  Jacksonville.. 

Florida  Specialty  Societies 

Allerg>-  Society Morton  L.  Hammond,  Miami 

.\nesthesiologists,  Soc.  of Francis  M.  Coy,  Jacksonville 

Chest  Phys.,  Am.  Coll.  Fla.  Chap...jMinas  Joannides  Jr.,  St.  P’burg_ 

Dermatology,  Soc.  of |\Vm.  H.  Eyster  Jr.,  Daytona  Bch. 

General  Practice,  .\cademy |Geo.  \V.  Edwards  II,  Orlando.. 

Health  Officers’,  Soc.  of William  R.  Stinger,  Miami 

Internal  Medicine John  M.  Packard,  Pensacola 

Neurosurgical  Society John  M.  Thompson,  St.  P'burg 

Obst.  & Gynec.  Society Sam  W.  Denham,  Jackson\-ille 

Ophth.  & Otol.  Society_ iJoseph  W.  Taylor  Jr.,  Tampa. 

Orthopedic  Society Theodore  Norley,  \V.  Palm  Beach 

Pathologists,  Society  of Sanford  .\.  Mullen,  Jacksonville  — 

Pediatric  Society j George  W.  Griffin,  Orlando_ 

Phys.  Med.  & Rehab.,  Fla.  Soc .\rthur  J.  Pasach,  Tampa 

Plastic  & Reconstr.  Surg.. D.  Ralph  Millard  Jr.,  Miami 

Proctologic  Society John  R.  Butter,  St.  P’burg 

Psychiatric  Society .\lbert  C.  Jaslow,  Miami 

Radiological  Society Marvin  V.  McClow,  Jacksonville 

Surgeons,  .\m.  Coll.,  Fla.  Chap — (Charles  Larsen  Jr.,  Lakeland 

Surgeons,  Int.  Coll.,  Fla.  Chap — |j.  Cornall  Howarth,  Orlando 

Surgeons,  General,  Fla.  .\ssn L.  Washington  Dowlen,  Miami 

Urological  Society ‘John  T.  Karaphillis,  Clearwater— 


Floyd  K.  Hurt,  Jacksonville^ 

Woods  .\.  Howard,  Lakeland 

John  A.  Rush,  Jacksonville 

Franklin  G.  Norris,  Orlando_:^ 

William  W.  Bruce,  Winter  Park— 

Charles  H.  Burke,  Jacksonville 

Joseph  W.  Lawrence,  Ft.  Myers— 

Lawrence  E.  Geeslin,  J’viUe 

Jack  W.  Barrett,  Miami 

Davis  H.  Vaughan,  Clearwater 

Bernard  M.  Barrett,  Pensacola 

Leon  H.  Mims  Jr.,  Coral  Gables— 
Laudie  E.  McHeniy  Jr.,  Melbourne 

Oliver  F.  Deen  Jr.,  Tampa 

Geo.  A.  Cunningham,  Delray  Bch. 

J.  M.  Hamilton,  St.  P’burg 

John  J.  Cheleden,  Daytona  Bch 

William  C.  Ruffin  Jr.,  Gainesville.. 

.\ndre  S.  Capi,  Ft.  Lauderdale 

Harry  W.  Reinstine  Jr.,  J'N’ille 

Fred  H.  .\lbee  Jr.,  Daytona  Bch i 

John  H.  Teriy,  Jacksonville 

Robert  N.  Webster,  Tallahassee 


Bal  Harbour,  .\pr.  21-25,  '65 


PS  CA 

5-2. 


;.  3 

5 re 


— 


3 


FLORIDA 

Basic  Science  Exam.  Board  ..... 

Blood  Banks.  .Association 

Blue  Cross  of  Florida,  Inc 

Blue  Shield  of  Florida.  Inc 

Cancer  Council 

Diabetes  .Association 

Dental  Society,  State 

Heart  .Association 

Hospital  .Association. 

Board  of  Medical  Examiners — 
Pharmaceutical  .Assn.,  State — 

Public  Health,  .Association 

Thoracic  Society 

Tuberculosis  & Res.  Dis.  .Assn. 
Woman’s  .Auxiliary 


— P.  .A.  A'estal,  Winter  Park 

J.  T.  Branham,  Orlando 

|C.  Dewitt  Miller,  Orlando 

1 W.  Dean  Steward.  Orlando 

'Earl  E.  Wilkinson,  Tallahassee 

James  E.  Fulghum,  J’ville 

( Richard  C.  Chace,  Orlando 

jW.  Jape  Taylor,  Gainesville  . .. 

Samuel  Gertner,  Miami  Beach 

George  H.  Garmany,  Tallahassee- 

Freeman  C.  Oikle,  Miami 

!C.  L.  Brumback,  W.  Palm  Beach. 

A.  E.  .Anderson  Jr.,  J’ville.. 

Harry  Schnabel,  Ponte  A'edra 

.Mrs.  W.  L.  Fitzgerald,  Miami 


T.  .A.  .Ashford,  Tampa 

Mary  Rand.  Orlando 

H.  .A.  Schroder,  J’viile 

John  T.  Stage,  J’ville—. 

James  E.  Fulghum,  J’ville 

Matthew  E.  Morrow,  J’ville 

H.  B.  Pattishall  Jr.,  J'xdUe 

T.  L.  Batchelder,  J'ville 

L.  R.  Jordan,  Gainesville 

Leo  Grossman,  Miami  Beach 

R.  Q.  Richards,  Ft.  Myers 

Miles  T.  Dean,  J’ville 

Mark  W.  Wolcott,  Coral  Gables . 
Mrs.  D.  Milberger,  Gr.  Cove  Spgs. 
Mrs.  R.  B.  Carson,  Ft.  Lauderdale 


Miami,  June  5,  ’65 
Orlando,  .Apr.  30-May  1-2,  't 
November,  1965 
Bal  Harbour,  .Apr.  21-25,  ’65 
Bal  Harbour,  .Apr.  22,  ’65 
J'ville,  Oct.  1,  ’65 
Hollywood.  May  16-19,  ’65 
Orlando,  May  1965 
November,  1965 
J'ville,  June  26-28,  ’65 
Bal  Harbour,  May  16-19,  ’6 
Clearwater,  Oct.  2-9,  ’65 
Miami,  .Apr.  23-24,  '65 
J'ville,  .April  1965 
Bal  Harbour,  .Apr.  21-25,  '65 


.American 

A.M.A. 


Medical  .Association 

Clinical  Session 


j Donovan  F.  Ward,  Dubuque,  la 


F.  J.  L.  Blasingame,  Chicago 


I New  York.  June  20-24,  ’65 
Bal  Harbour,  Nov.  29- 
Dec.  2,  '64 


uraica 


ASIA 


SUPPLY  COMPANY 


Are  you  just  starting  or  hove  you  been  in  practice?  We  con  supply  you  with  dis 
tinctive  and  modern  equipment  for  your  office. 

It  increases  your  efficiency  and  mokes  your  work  easier. 


Ph.  EL  5-8391 


P.  O.  Box  2580 — 1050  W.  Adorns 


Jacksonville,  Flo. 
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FLORIDA  MEDICAL  ASSOCIATION 
OFFICERS,  COUNCILS  AND  COMMITTEES 


OFFICERS 


SAMUEL  M.  DAY,  M.D.,  President Jacksonville 

H.  PHILLIP  HAMPTON,  M.D., 

President-Elect Tampa 

EUGENE  G.  PEEK  JR.,  M.D., 

Vice  President  Ocala 

FRANKLIN  J.  EVANS,  M.D., 

Speaker  of  the  House  Coral  Gables 

JAMES  T.  COOK.  M.D.,  Vice  Speaker  . . . .Marianna 
1 LOYD  K.  HURT,  M.D., 

Secretary-Treasurer Jacksonville 

WARREN  W.  QUILLIAN.  M.D.. 

Immediate  Past  President  Cora!  Gables 

EXECUTIVE  DIRECTOR 

W.  HAROLD  PARHAM  Jacksonville 


COUNCIL  ON  ALLIED  PROFESSIONS 
AND  VOCATIONS 


JESSE  W.  CASTLEBERRY,  M.D.,  Chm Orlando 


DENTISTRY 

ROTHWELL  C.  POLK,  M.D.,  Chm A-68  JacUsomille 

THEODORE  A.  DAVID,  M.D.  AL-65 Port  Myers 

LEO  H.  WILSON  JR.,  M.D B-66  Sarasota 

JOSEPH  E.  O’MALLEY,  M.D C 67  Orlando 

JAMES  G.  ROBERTSON,  M.D D-65  Miami 


LA]V 

BEN  J.  SHEPPARD,  M.D.,  Chm.  D-67  Coral  Cables 

W.  TRACY  HAVERFIELD,  M.D AL-65  Miami 

RANEY  A.  OVEN,  M.D A-66 lallahassee 

JAMES  R.  BOULWARE  JR.,  M.D B-6S Lakeland 

CARROLL  M.  CROUCH,  M.D.  C-68...  DaUnia  Beach 


BOARD  OF  GOVERNORS 

SAMUEL  M.  DAY,  M.D.,* 

Chm.,  Ex  Officio  Jacksonville 

H.  PHILLIP  HAMPTON,  M.D.,* 

(Piesident-Elect)  Ex  Cfficio  Tampa 

EUGENE  G.  PEEK  JR„  M.D., 

(Vice  President)  Ex  Cfficio  Ocala 

FRANKLIN  J.  EVANS,  M.D., 

(Speaker  of  the  House)  Ex  Officio  . . .Coral  Gables 
FLOYD  K.  HURT,  M.D.,* 

(Sjcretary-Treasurer)  Ex  Cfficio  Jacksonville 

WARREN  W.  QUILLIAN, 

M.D.,* . . PP-66  Coral  Gables 

ROBERT  E.  ZELLNER,  M.O.*..PP-65 Orlando 

GORDON  H.  McSWAIN,  M.D. ..AL-65 Arcadia 

HENRY  J.  BABERS  JR.,  M.D..  .A-66.  . . .Gainesville 
EDWARD  L.  COLE  JR., 

M.D.t.  .B-67  St.  Petersburg 

CHAS.  J.  COLLINS,  M.D...C-65  Orlando 

JACK  Q.  CLEVELAND,  M D. . . D-68 . . Corn/  Gables 
REUBEN  B.  CHRISMAN  JR.,  M.D., 

AMA  Delegate.. 65  Coral  Gables 

LEO  M.  WACHTEL,  M.D., . . SBH-65  ..  Jacksonville 
* E.secntive  Com  mittee 
'(Public  Helatinns  Officer 

Subcommittees: 

l lorida  Medical  Foundation 


EDWARD  lELKS.  M.D.  lacksf)niulle 

N.  WORTH  GABLE,  M.D.  St.  Petersburg 


Inter- American  lielations 

JOHN  I.  riSHER,  M.D.,  ( hm.  laehsonville 

WH  SON  T.  SOWDFR  MD  'a~hsonville 

JACOB  R.  ROZIER,  M.D.  Winter  Park 

it  CHARD  P.  SCHMIDT,  M D.  Gainesville 

CLIFFORD  C.  SNYDER,  M.D.  Coral  Gables 


MEDICAL  ASSISTANTS 


FRED  H.  ALBEE  JR.,  M.D.,  Chm C-65 Daytona  Beach 

DIRAN  M.  SEROPIAN,  M.D.  AL-65 I art  Lauderdale 

ENSOR  R.  DUNSFORD  JR.,  M.D.  A-67 Jacksonville 

FRANCIS  C.  HOARE,  M.D B-66  Clearwater 

JAMES  L.  ANDERSON,  M.D D-68 Miami 


MEDICAL  TECHNOLOGISTS 

MILLARD  B.  WHITE,  M.D.,  Chm.  B-67 Sarasota 

LAUDIE  E.  McHENRY  JR.,  M.D AL-65  Melbour  -e 

SANFORD  A.  MULLEN,  M.D.  A-66  facksonville 

JACKSON  L.  THATCHER,  M.D.  C-65  West  Palm  Beach 
JOHN  B.  MIALE,  M.D.  D-68 Miami 


NURSING 

THOMAS  C.  KENASTON  SR.,  M.D.,  Chm.  C 67 Cocoa 

WILLARD  H.  H.  BENNETT,  M.D AL-65 Titusville 

JAMES  W.  WALKER,  M.D.  A-68 facksonville 

COUNCILL  C.  RUDOLPH,  M.D B-65  St.  Petersburg 

JAMES  J.  HUTSON,  M.D.  D-66  Miami 

PHARMACY 

JESSE  W.  CASTLEBERRY,  M.D..  Chm.  C-67  Orlando 

BEN  C.  STOREY,  M.D. AL-65  Titusville 

GRETCHEN  V.  SQUIRES,  M.D.  A-68 Pensacola 

lOSEPH  A.  EZZO,  M.D.  B-65  St.  Petersburg 

M.  JAY  ELIPSE,  M.D.  D-66  Miami 

PHYSICAL  THERAPY 

KENNETH  PHILLIPS,  M.D.,  Chm.  D-67 Coral  Gables 

ARTHUR  J.  PASACH,  M.D.  AL-65 Tampa 

lOSEPH  C.  SHIPP,  M.D A-68 Gainesville 

HUBERT  W.  COLEMAN,  M.D.  B-65 Aron  Park 

LOUIS  J.  NOVAK,  M.D C-66 Hollywood 

RELIGION 

CURTIS  D.  BENTON  JR.,  M.D.,  Chm.  C 67  Fort  Lauderdale 

EDWARD  I.  LAUTH  IR.,  M.D.  AL-65 Miami 

GRETCHEN  V.  SQUIRES,  M.D A-65 Pensacola 

SIDNEY  GRAU,  M.D B-66  St.  Petersburg 

CORREN  P.  YOUMANS,  M.D D-68  Miami 


Quackery 

MILLARD  P.  QU'LI.IAN,  M.D.,  Chm  Bradenton 

WILLIAM  A.  MULFORD.  MD  Green  Cove  Springs 

H)HN  II.  M'CKI.EY,  M.D.  Hollywood 

JOSEPH  Q.  PERRY.  M.D.  Pensacola 

SIMON  D.  DOEF,  M.D.  lacksonville 


VETERINARY  MEDICINE 


CLIFFORD  C.  SNYDER,  M.D.,  Chm.  D 67 Coral  Cables 

JOSEPH  L.  G.  LESTER  JR.,  M.D.  AL-65  Key  West 

GEORGE  W.  KARELAS,  M.D A-66 Newberry 

SIDNEY  SMITH,  M.D.  B-65 Bradenton 

lAMES  C.  RINAMAN,  M.D.  C-68 St.  Cloud 


V ■ ■ mens  Snake  Bite  X-RAY  TECHNICIANS 


CARL  E.  ANDREWS,  M.D., 

Clirn  C:-65  West  Palm  Beach  RAYMOND  E.  PARKS,  M.D.,  Chm.  D-67 Miami 

r I IFFORD  C.  SNYDFR,  M I).  AI  65  Coral  Cables  PAUL  A.  MORI,  M.D.  AL-65 - lacksonville 

RAY  O EDWARDS  H?.,  M.D.  A (s~  lacksonville  ANDREW  F.  GIESEN  JR.,  M.D.  A-65 Fort  Walton  Beach 

KENNETH  W.  JACKSON,  M.D  B 6S  lake  Alfred  BYRON  E.  BESSE  JR..  M.D.  B-68 Tampa 

lOHN  E.  DEES,  M D.  D 66  Miami  HERBERT  D.  KERMAN,  M.D D-66  Daytona  Beach 


J.  Florida  M.A.  Deco~ber,  19C4 
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JLDICIAL  COINCIL 


lERE  \V.  AXNIS,  M.D.,  Chm.  Lakelqiut 


ARCHIVES 

WILLIAM  M.  STRAIGHT,  M.D.,  Chm.  U-66  Miami 

DAVID  R.  MOOMAW,  M.D,  AL-65 lacksom  illc 

GEORGE  W.  MORSE,  M.D.  A-67 Peasacola 

W.  WARDEAW  lONES,  M.D.  B-65  Dade  City 

HUGH  WEST,  .Vl.D C-68  Del.atid 

GRlEi'ASCE 

JERE  W.  A.NMS,  M.D.,  Chm Lakeland 

RALPH  W.  JACK,  M.D.  Miami 

LEO  M.  WACHTEL,  M.D - Jacksoinille 

ROBERT  E.  ZELENER,  .M.D.  Orlando 

WARREN  M'.  OLTLLIAN,  M.D.  I oral  Cables 


MEDICAL  LICEi\SL  RE 

HOMER  I . PI  ARSON  JR.,  .M.D.,  Chm Miami 

(OURTLANDT  D.  BERR\.  .M.D.  Orlando 

1 RFDERICK  t . ANDREW  S,  M.D.  Moaiit  Dora 


MEMBERSHIP  AM)  DISCIPLISE 

District  1 — SIDNEY  C.  KEiNNEDV  HE,  M.D.  66  I'eiisaeola 
WH  LIAM  C.  ROBERTS.  M.D.  67  l anama  City 
District  2— ASHBEL  C.  WILLIA.MS,  M.D.  66  laeksomille 
RAYMOND  H.  KING,  M.D.  67  lacksomillc 

District  ,1— EDWARD  J.  LAUTH  JR.,  M.D.  68  Miami 

JOHN  R.  HILSENBECK,  M.D.  66  Miami 

District  4 — JACK  Q.  CLEVELAND,  .M.D.  65  Miami 

NELSO.N  ZIVITZ,  M.D.  68  Miami  lieack 

District  5 — W.  W ARDLAW  JONES,  M.D.  68  Dade  City 
JOHN  1.  CHEEEDEN, 

M.D.,  Chm.  66  Daytona  lieack 

District  6— WILLIAM  II.  PROCTOR, 

M.D.  66  W cs(  Palm  lieack 

MILES  J.  BIEEEK,  M.D.  67  Port  Lauderdale 

District  7 — lOHN  .M.  BUTCHER.  .M.D.  66  Sarasota 

GORDON  II.  McSWAIN,  M.D.  67  Arcadia 

District  8— THOMAS  11.  B YTES,  M.D.  68  Lake  City 

WILLIAM  C.  THOMAS  SR., 

M.D.  65  Cairesville 

District  9 — JAMES  -T.  COOK,  M.D.  65  Mariam  a 

CiEORGE  11.  GARMANY.  M l).  67  Lallakassee 

District  10— ERNEST  R.  BOURKARD.  M.D.  68  lampa 

C.  FRANK  CHUNN,  M.D.  65  lampa 

l)i.strict  11— THOMAS  C.  KENASTON  SR.,  M.D.  65  Cocoa 
1 RANK  C.  BO.NE,  .M.D.  67  Orlando 

District  12— EDWARD  L.  COLE  JR.,  M l).  65  St.  Petersbnret 

\.  WORTH  GABLE,  .M  l).  68  St.  Petersbnryi 


COl  SCIL  MEMBER  FROM  BOARD  01 
PAST  PRESIDESIS 

lEO  M.  WACHTEL,  M.D laeksomille 


THO.MAS  J.  Bl.XLER,  .M.D. 

Industrial  Commission Lallakassee 

DAVID  J.  LEHMAN,  M.D. 

Insurance  Dept.  Hollyuood 

JERE  W.  .WNNIS,  .M.D.,  Public  Welfare  Lakeland 

L.UW'RENCE  E.  GEESEIN,  M.D. 

Tuberculosis  Board laeksonville 

GEORGE  H.  MeSWWIN,  M.D., 

Y'ocational  Rehabilitation Daytona  lieack 

SATIONAL  LEGISLATIOls; 

JOSEPH  C.  VON  THRON,  .M.D.,  Chm Cocoa  lieack 

JERE  WL  ANNIS,  M.D Lakeland 

EDWARD  R.  ANNIS,  M D Miami 

.\.  T.  KENNEDY',  M.D Pensacola 

LEO  M.  WACHTEL,  M D lacksom  illc 

HOMER  E.  PEARSON  JR  , M D Miami 

REUBEN  B.  CHRISMA.N  JR.,  M.D... Coral  Gables 

EUGENE  G.  PEEK  JR.,  M.D Ocala 

WALTER  1.  GEENN  JR.,  M.D.  I ort  Lauderdale 

JOHN  .M.  BUTCHER,  M.D , ...  Sarasota 

RAYMOND  J.  EITZP.ATRICK,  M.D.  (.ainesville 

GEORGE  S.  PALMER,  M.D lallakassee 

.MADISON  R.  POPE,  M.D.  Plant  City 

CHARLES  R.  SIAS,  M.D.  Orlando 

YLLYN  B.  (iirriN,  .M.D.  St.  Petersbiirn 

Subcommittee — Liaison  uitk  lederal  Atiencies: 

ROY  E.  CAMPBELL,  M.D.,  Chm.  Palatka 

BURNS  A.  DOBBINS  JR.,  M.D., 

Department  of  Defense Port  Lauderdale 

JERE  W.  .ANNIS,  M.D.,  Department  of 

Health,  Education  and  Welfare  Lakeland 

ROBERT  II.  MICKLER,  M.D., 

Department  of  lusticc  Pallabassee 

THO.MAS  J.  BIXLER,  M.D.,  Department  of  Labor  Tallahassee 
ROY  E.  CAMPBEI.E,  M.D.,  Department 

of  Veterans  Administration  Palatka 


COUNCIL  ON  MEDICAL  ECONOMICS 


J.ACK  A.  MaCRIS,  M.D.,  Chm.  St.  Petersburg 

ADVISORY  TO  BLUE  SHIELD 

RAYiMOND  J.  IITZPATRICK,  M l)., 

Chm.  .A-66  (.aineseille 

ROGER  I).  SCOTT,  M.D.  AL-65  Port  Mveiy 

EARL  G.  WOLE,  .M.D,  A-65  Pensacola 

C.  MERRILL  WHORTO.N,  M.D.  A-67  laeksomille 

LAMES  1).  BEESON,  M.D A-68  lacksomillc 

Thomas  W.  dorr,  M.D.  b-65  Tampa' 

JACK  A.  MaCRIS,  M.D.  B-66  St.  Petersburg 

HENRY  G.  MORTCE.N,  M.D.  B-67  Sarasota 

IRVING  M.  ESSRIC;,  M.D.  B-68  Tampa 

CARL  S.  McLEMCERE,  M.D.  C-65  Orlando 

lOHN  R.  M.AHO.NEY,  M.D.  C-66  Port  Lauderdale 

MYRL  SPIVEY.  M.D.  C-67 West  Palm  lieack 

LOU'S  C.  MURRAY,  M l).  C-68  Orlando 

GEORGE  S.  BALDRY.  M.D.  D-65  .Miami 

WILEY  M.  SAMS,  M.D.  D-66 Miami 

TA\|PS  I.  ANDERSON,  M.D.  1)67 Miami 

WILLIAM  T.  MIXSON,  M.D.  D 68 Cmral  Cables 


COUNCIL  ON  LEGISLATION  AND 
PUBLIC  AGENCIES 


JOSEPH  C.  A ON  THRON,  M.D.,  Chm Cocoa  lieack 


STATE  LEGISLATION 

GEORGE  S.  PALMER,  M.D.,  Chm.  AL-65 Tallahassee 

EUGENE  G.  PEEK  JR.,  M.D A-66  Ocala 

JOHN  E.  OREBAUGH,  M.D.  B-67  St.  Petersburg 

W’ALTER  J.  GLENN  JR.,  M.D C-65  Fort  Lauderdale 

ROBERT  V.  EDAVARDS,  M.D D-68 Coral  Cables 


Subcommittee — Liaison  teith  State  Agencies: 


FEE  SCHEDULES 


HENRY  J.  BABERS  JR.,  M.D.,  Chm A 66  Caincsville 

TAMES  P.  McNEIL  JR.,  AI.D AL-65 laeksomille 

ilE.NRV  L.  HARRELL,  M.D.  A-65  Ocala 

AATLLLAM  J.  DEAN,  M.D.  B-66  St.  Petersburg 

JOHN  P.  COLLINS,  M.D.  B-67  Lakeland 

LAMES  F.  COONEY,  M.D.  C-67  W est  Palm  Beach 

NEAVTON  C.  M^COLLOUGH,  M.D.  C 68 Orlando 

OLIVER  P.  AATNSLOAV  TR.,  M.D.  D-65  Miami 

RALPH  S.  S.APPENFIELD,  M.D D-68  Miami 

HEALTH  INSURANCE 

D.AVID  J.  LEHM.AN  JR.,  M.D.,  Chm C-66  Hollyuood 

lOHN  H.  TERRY,  M.D.  A-68 laeksonville 

WILLIAM  H.  KEPT  FR  IH,  M.D B-67 St.  Petersburg 

AATLLIAM  A.  SH.AVER,  M.D D-65 Coral  Cables 


FRANCIS  T.  HOLLAND,  M.D.,  Chm. - Tallahassee 

AATLLIAM  R.  DANIEL,  M.D., 

Commission  on  Aging Orlando 

P.AL’L  S.  TARRETT,  M.D.,  Aleoholie  Rehabilitation. ...Miami 

EUGENE  G.  PEEK  TR.,  M.D.,  Board  of  Health  Ocala 

GEORGE  S.  PALMER,  M.D.,  Children’s 

Commission  - Tallahassee 

AIARION  AV.  HESTER,  M.D.,  Couneil  for  the  Blind  Lakeland 
FRANCIS  T.  HOLLAND,  M.D.,  Crippled 

Children's  Commission Tallahassee 

CHARLOTTE  C.  M.AGUIRE,  M.D., 

Division  of  Child  Training.. Orlando 

RAYMOND  J.  EITZP.ATRICK,  M.D., 

Division  of  Correetion Gainesville 

ZACK  RUSS  TR.,  M.D.,  Division  of  Mental  Health Tampa 

IRA'ING  E.  H.ALL  JR.,  M.D.,  Edueation  Dept Bradenton 


MEMBERS  INSURANCE 

H.  LAAA’RENCE  SMITH,  M.D..  Chm .AL-65  Tallahassee 

AA*.  ROY  H.ANCOCK,  M.D A-68 laeksonville 

AATLLIS  AV.  H.ARRIS.  M.D B-67 Bradenton 

BENNETT  T.  LACOUR  IR.,  M.D C-65 Daytona  Beach 

H.  CLINTON  DAVIS,  M.D.._  D-66 .Miami 

OCCUPATIONAL  HEALTH 

S.A.MUEL  S.  LOMBARDO,  M.D.,  Chm AL-65 laeksonville 

P.  G.  BATSON  JR.,  M.D A-65 Pensacola 

CH.ARLES  LARSEN  TR.,  M.D B-66 Xakeland 

THOMAS  B.  THAMES,  M.D C-68 Orlando 

TRUXTON  L.  JACKSON,  M.D D-67 Miami 
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INDIGENT  CARE 


COUNCIL  ON  MEDICAL  EDUCATION 
AND  HOSPITALS 


HUGH  A.  CAHITHFRS,  M.D.,  Chm. 


} acksonville 


M USO.X  ZlVnV,  M.D..  C hm.  1) 
CHARLES  R.  SIAS,  M.l).  AL-C.S 
DANIEL  R.  USDIN,  M.D.  A-68 
RENJAMIN  T.  MEADCJWS  IR.,  M.D. 
JOHN  I.  CliELEDEN,  xM.D.  C 66 


B-67 


Mitwii  IWtich 
Orlamlo 
fiwksoin'illc 
Vampa 
I)<nloita  Beach 


HOSPITALS 

L.  WASHINCJTON  DOWLEN,  M.D.,  Chm. 
RAYMOND  li.  SQUIRES.  M.D.  A-65 
EDWARD  W.  SALKO,  M.D.  R-67 
ALBERT  F.  STRATTON  |R.,  ,M.D.  C 68 
RORFRT  E.  Die  KEY,  M.D.  D-66 


-\L-65 


Miami 
Peinacola 
Fort  AIvcr,'! 
Cocoa 
Miami 


LABOR 

THEODORE  J.  KAMINSKI,  M.D.,  Chm. 
LAURENT  I>.  LaROCHE,  M.D.  AL-hS 
ALBERT  E.  McOUAGGE.  M.D.  A 68 
GEORGE  ].  SUAREZ,  M.D.  I!  67 
EDWARD  R.  ANNIS,  M.D.  I)  6i 


C-66 


Mcli)oiinic 
Cocoa  Beach 
Mariamia 
Tampa 
Miami 


INTERNSHIPS  AND  RESIDENCIES 

WILLIAM  H.  PROCTOR,  M.D., 

C'hm.  C768 

C HARLES  II.  GILLILAND,  M.D.  AL  6S 
( I.YDE  M.  COLLINS,  M.D.  A-65 
EDWARD  L.  COLE  IR.,  M.D.  B-66 
lOILN  I.  EARRFLI.  M.D.  D-67 


MEDICAL  SCHOOLS 


.MATTHEW  E.  MORROW  JR., 

M.D.,  Chm.  AL-65  Jachiottville 

I.  MAXEY  DELL  JR.,  M.D.  A-67 

Alachua  Countv  ^Icdical  Societv  Caiitesville 

C.  FRANK  CHUNN,  M.D.  B-65  ' Tampa 

FRED  WALLS  TR..  M.D C-68  Orlando 

EDWARD  W.  CULLIPHER,  M.D.  D 66 

Dade  Countv  Medical  Association  Miami 

HAYDEN  C.  NICHOLSON,  M.D., 

Facultv,  U.  of  Miami  Miami 

GEORGE  T.  HARRELL,  M.D. 

Eiiciiltv,  U.  of  Florida  C.ainesviUc 


PHYSICIAN  PLACEMENT 

J.AMES  T.  COOK,  M.D.  Chm.  A-67  Marianna 

E.  B.  HARDEE  JR.,  M.D.  AL-65  Vero  Beach 

ARTHUR  J.  WALLACE,  M.D.  B-66 Tampa 

DAVID  W.  GODDARD,  M.D.  C-65  Daytona  Beach 

HOMER  L.  PEARSON  JR.,  M.D.  D-68  Miami 


MATERNAL  HEALTH 

JAMES  M.  INGRAM,  M.D.,  Chm.  15  68  Tampa 

ALBERT  C.  KINC;  JR.,  M.D.  AL-65  Lakeland 

lOSEPH  W.  DOUGLAS,  M.D.  A-66  Pensacola 

JAMES  R.  SORY,  M.D.  C-65  West  Palm  Beach 

WHIIAM  T.  MIXSON  JR.,  M.D.  D-67  (oral  Cables 


MENTAL  HEALTH 

ZACK  RUSS  JR.,  M.D.,  Chm.  B-65  Tampa 

WILLIAM  M.  C.  WILHOIT,  M.D.  AL-65  Pensacola 

JOHN  A.  RITCHIE,  M.D.  A-66  Jacksonville 

JAMES  W.  ETTINGER,  M.D.  C-68  Bockledge 

EDWARD  H.  WILLIAMS,  M.D.  D-67  Coral  Cables 


PUBLIC  HEALTH 

CLARENCE  L.  BRUMBACK, 

M.D.,  Chm.  C-68 
BANNING  C;.  LARY,  M.D.  AL-65 
SIMON  D.  DOFF,  M.D.  A-65 
LEFETE  M.  CARLTON  IR.,  M.D.  B 67 
JOHN  D.  Mil  TON,  .M.D.  D-66 


RURAL  HEALTH 

I.  BASIL  HALL,  M.D.,  Chm.  C-66  Tavares 

LAWRENCE  G.  HEBEL,  M.D.  AL-65  Palatka 

CJEORGE  W.  KARELAS,  M.D.  A-68  Newberry 

FORREST  HINTON,  M.D.  B-67  Immokalee 

ROBERT  A.  DOUGLAS,  M.D.  D 65  Homestead 


West  Palm  Beach 
Cainesville 
Jacksonville 
St.  Petersburg 
Miami 


W'e.st  Palm  Beach 
Miami 
Jacksonville 
Tam  pa 
Miami 


COUNCIL  ON  MEDICAL  SERVICES 

IRVING  F.  HALL  JR.,  M.D.,  Chm.  Bradenton 

AGING 


VISION 

JOSEPH  W.  TAYLOR  JR.,  M.D.,  Chm.  B-66  Tampa 

EDWARD  E.  HODSDON,  M.D.  AL-65  Coral  Gables 

THOMAS  S.  EDWARDS,  M.D.  A-67 Jacksonville 

CURTIS  D.  BENTON  JR..  M.D.  C-65  Fort  Lauderdale 

AII  RFD  G.  SMITH  II,  .M.D.  D-68 Coral  Gables 


WILLIAM  R.  DANIEL,  M.D.,  C:hm.  C-68  Orlando 

lOHN  R.  BROWNING,  M.D.  AL-65  Jacksonville 

CHARLES  J.  KAHN,  M.D.  A-66  Pensacola 

lAMES  A.  WINSLOW  IR.,  M.D.  B-65  Tampa 

CARLOS  P.  lAMAR,  M.D.  1)67  Miami 


SCIENTIEIC  COUNCIL 

RICHARD  C.  DEVER,  M.D..  Chm Miami 


BLOOD 


WILLIAM  G.  ECKERT,  M.D.,  Chm.  B-65  Tampa 

FAIRFAX  E.  MONTAGUE,  M.D AL-65  Palatka 

C5ERARD  11.  HILBERT,  M.D.  A-66  Pensacola 

lOSEPIl  C.  VON  THRON,  M.D.  C-67  Cocoa  Beach 

().  WHITMORE  BURTNER,  M.D.  D 68  Miami 


CHILD  HEALTH 

WESLEY'  S.  NOCK,  M.D.,  CJim.  D-66 Coral  Gables 

ALVYN  W.  WHITE  JR.,  M.D AL-65  Pensacola 

RICHARD  G.  SKINNER  JR.,  M.D A-65  Jacksonville 

ADRIAN  O.  POLLOCK,  M.D.  B-68  Fort  Myers 

ANDREW  W.  TOWNES,  M.D.  C-67  Orlando 


EMERGENCY  MEDICAL  SERVICE 

JAMES  L.  CAMPBELL  JR.,  M.D.,  Chm.  C-65  Orlando 

-A.  T.  KENNEDY',  M.D.  .AL-65  Pensacola 

SAMUEL  J.  ALFORD  JR.,  M.D.  A 65  Jacksonville 

JOHN  M.  BUTCHER,  M.D.  B-65  Sarasota 

JOSEPH  S.  STEWART,  M.D.  D-65  Miami 


THE  fOURNAL  AND  OTHER  PUBLICATIONS 


THAI)  MOSELEY,  M.D.,  Editor  Jacksonville 

JOHN  M.  PACKARD,  M.D.,  Assistant  Editor  Pensaeola 

FRANZ  II.  STEWART,  M.D.,  Assistant  Editor  Miami 

OSC5AR  W.  FREEMAiN,  M.D.,  Assistant  Eclitor  Orlando 

JACK  O.  CLEVELAND,  M.D.,  Assistant  Editor 

from  the  Board  of  Governors  Coral  Gables 

POSTGRADUATE  EDUCATION 

JAMES  I.  DeVITO,  M.D.,  C5hm.  .AL-65  St.  .lugustine 

WILLIANI  C.  THOMAS  JR.,  M.D.  A-67  Gainesville 

RICHARD  G.  CONNAR,  M.D.  B-66  Tampa 

CTIAS.  I.  COLLINS,  M.D.  C-65  Orlando 

ROBERT  I.  GRAYSON,  M.D.  D-68  Miami  Beaeh 


RESEARCH 

KARL  B.  HANSON,  M.D.,  Chm.  A . laeksonville 

DONALD  W.  SMITH,  M.D.  AL  Miami 

MILLARD  B.  WHITE,  M.D.  B Sarasota 

MARTIN  G.  GOULD,  M.D.  C . Tort  Pierce 

LAMES  I.  CJRHT  ITTS,  M.D.  D Miami 


HEARING 


G.  DEKLE  TAYLOR,  M.D.,  Chm.  A-66  . Jacksonville 

GEORGE  T.  SINGLETON,  M.D.  AL-65  Gainesville 

I.  BROWN  EARRIOR,  M.D.  B-65  Tampa 

JOHN  11.  WEBB  IR.,  M.D.  C-68 (Mando 

JAMES  R.  CHANDLER  JR.,  M.D.  1)67  Miami 


SCIENTIEIC  tt'ORK 


RICHARD  C.  DEVER,  M.D.,  Chm.  D-66  Miami 

LOUIS  J.  POLSKIN,  M.D.  AL-65 Lakeland 

HARRY  PRYSTOWSKY,  M.D.  A-68  Gainesville 

CHARLES  H.  LASLEY,  M.D.  B-67 Clearwater 

OSCAR  W.  FREFMAN,  M.D.  C-65  Orlando 
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COUNCIL  ON  SPECIAL  ACTIVITIES 


ROBERT  B.  McEV’^ER,  M.D.,  Chm J achsonville 


ADVISORY  TO  AUXILIARY 

LEE  ROGERS  JR.,  M.D.,  Chm._  . C-68 Cocoa 

-\BBOTT  Y.  WILCOX  JR.,  M.D AL-65 St.  Pittsburg 

GORDON  H.  IR.A,  M.D A-67 Jacksonville 

EUGENE  B.  MAXW'ELL,  .M.D B-65 Tampa 

DONALD  E.  MARION,  .M.D.__.D-66._ Miami 


BOARD  OF  PAST  PRESIDENTS 

ROBERT  B.  Mcl\  ER,  M.D.,  Chm.,  1952  . Jacksonville 

W’.ARRE.N  W.  QLTLLIAN,  .M.D.,  Secy.,  196}  Coral  Gables 

EREDERICK  J.  WAAS,  NI.D.,  1928.  Jacksonville 

WILLIAM  .M.  ROWLETT,  M.D.,  19}}  Tampa 

HOMER  L.  PEARSON  JR.,  M.D.,  1934 ^Miami 

ORION  O.  FEASTER,  Sl.D.,  1936 _Long  Beach,  Miss. 

EDW’ARD  JELKS,  M.D.,  1937 Jacksonville 

W’ALTER  C.  JONES,  .M.D.,  1941 Miami 

EUGENE  G.  PEEK  SR..  M.D.  1943 Ocala 

WTLLIAM  C.  THOMAS  SR.,  M.D.,  1947  Gainesville 

JOSEPH  S.  STEW^ART,  M.D.,  1948 Miami 

WALTER  C.  PAYNE  SR.,  M.D.,  1949—  Pensacola 

FREDERICK  K.  HERPEL,  .M.D.,  1953.  West  Palm  Beach 

DUNCAN  T.  McEWAN,  M.D.,  1954._  Orlando 

JOHN  D.  MILTON,  M.D.,  1955 Coral  Gables 

FR.ANCIS  H.  LANGLEY.  M.D.,  1956  St.  Petersburg 

WTLLIAM  C.  ROBERTS,  M.D.,  1957 Panama  City 

lERE  W.  ANNTS.  M.D.,  1958 _ Lakeland 

RALPH  W.  JACK,  M.D.,  1959  .Miami 

LEO  M.  WACHTEL,  M.D.,  I960.—  Jacksonville 

ROBERT  E.  ZELLNER,  M.D.,  1962  Orlando 


A.M.A.  HOUSE  OF  DELEGATES 


REUBEN  B.  CHRISM.AN  JR.,  M.D., 

Chm.,  Delegate . Coral  Gables 

ROBERT  E.  ZELLNER,  M.D.,  Alternate Orlando 

(Terms  expire  Dec.  31,  1964) 

FRANCIS  T.  HOLL.AND,  M.D.,  Delegate Tallahassee 

MADISON  R.  POPE,  M.D.,  Alternate  Plant  City 

(Terms  expire  Dec.  31,  1964) 

lERE  W.  A.N.NTS.  M.D.,  Delegate Lakeland 

LEO  M.  W.ACHTEL,  M.D.,  Alternate Jacksonville 

(Terms  expire  Dec.  31,  1964) 

MEREDITH  MALLORY,  M.D.,  Delegate Orlando 

EUGENE  G.  PEEK  JR.,  M.D.,  Alternate. Ocala 

(Terms  expire  Dec.  31,  1965) 

BURNS  A.  DOBBINS  JR.,  M.D.,  Delegate Fort  Inuderdale 

WALTER  F.  MURPHREE,  M.D..  Alternate  Gainesville 

(Terms  expire  Dec.  31,  1965) 


COUNCIL  ON  SPECIALTY  MEDICINE 


EMMET  F.  FERGUSON  JR.,  M.D.,  Chm._ Jacksonville 


Subcommittee  on  Specialty  Groups: 

W'OODS  A.  HOWARD,  M.D.,  Florida 

Society  . - Lakeland 

JOHN  A.  RUSH,  M.D.,  Florida 

Society  of  Anesthesiologists. — Jacksonville 

FRANKLIN  G.  NORRIS,  M.D.,  Florida  Chapter, 

American  College  of  Chest  Physicians Orlando 

WTLLIAM  W'.  BRUCE,  M.D.,  Horida 

Society  of  Dermatologs- . Winter  Park 

CHARLES  H.  BURKE,  M.D.,  Rorida 

Academy  of  General  Practice- Jacksonville 

JOSEPH  W^  LAWRENCE,  M.D.,  Florida 

Health  Officers’  Societv Port  .Myers 

LAWRENCE  E.  GEESLIN,  M.D.,  Florida 

Society  of  Internal  Medicine Jacksonville 

JACK  W’.  BARRETT,  M.D.,  Florida 

Neurosurgical  Societs-  Miami 

DAVIS  H.  VAUGHAN,  .M.D.,  Florida 

Obstetric  and  Gynecologic  Society ^.Clearwater 

BERN.ARD  M.  BARRETT,  M.D.,  Florida  Society 

of  Ophthalmology  and  Otolarsngologv  Pensacola 

LEON  H.  MIMS  JR.,  M.D., 

Florida  Orthopedic  Societs- Coral  Gables 

L.AUDIF  E.  .McHE.NRY  JR.,  M.D.,  Florida 

Society  of  Pathologists Melbourne 

OLIVER  F.  DEEN  JR.,  M.D., 

Florida  Pediatric  Societs-  Tampa 

GEORGE  A.  CUNNINGHAM  HI,  M.D.,  Florida 
Society  of  Physical  Medicine 

and  Rehabilitation Delray  Beach 

JOHN  M.  HAMILTON.  M.D.,  Florida  Society  of 

Plastic  and  Reconstructis-e  Surgery St.  Petersburg 

JOHN  J.  CHELEDEN,  M.D., 

Florida  Proctologic  Society Daytona  Beach 

WTLLIAM  C.  RUFFIN  JR.,  M.D., 

Florida  Pss-chiatric  Societs- Gainesville 

DAVID  KIRSH,  M.D.,  Florida 

Radiological  Societs-...- Miami 

HARRY  W’.  REINSTINE  JR.,  M.D.,  Florida 

Chapter,  American  College  of  Surgeons  Jacksonville 

JOH.N  H.  TERRY,  M.D.,  Florida 

Association  of  General  Surgeons Jacksonville 

FRED  H.  ALBEE  JR.,  M.D.,  Florida  State 
Surgical  Division,  International 

College  of  Surgeons - Daytona  Beach 

ROBERT  N.  W’EBSTER,  M.D.,  Florida 

U rological  Society T allahassce 


COUNCIL  ON  VOLUNTARY 
HEALTH  AGENCIES 


MASON  ROMAINE  HI,  M.D.,  Chm Jacksonville 

.MASON  ROMAINE  IH.  M.D., 

Florida  Heart  Association Jacksonville 

W’OODS  A.  HOW’ARD,  M.D.,  Arthritis 

and  Rheumatism  Foundation - ...  Lakeland 

CHARLOTTE  C.  MAGUIRE,  M.D.,  Florida  Societs 

for  Crippled  Children  and  Adults Orlando 

EARL  E.  WTLKISON,  M.D.,  Florida 

Dis-ision,  .American  Cancer  Societs-  Tallahassee 

LRANK  L.  CREEL,  M.D.,  Florida 

Association  for  Slental  Health  Pensacola 

HAW’LEY  H.  SEILER.  M.D.,  Florida  TB 

and  Respirators-  Disease  Association Tampa 

RICHARD  G.  SKINNER  JR.,  M.D.. 

National  Foundation  Jacksonville 

THOMAS  S.  EDW’ARDS,  M.D.,  Florida  Societs- 

for  Prevention  of  Blindness Jacksonville 


COMMITTEES 


Anesthesiology  — 

JAMES  D.  BEESON,  M.D.  1967 Jacksonville 

Dermatology — 

JACK  H.  BOW’EN,  M.D.,  1967  - — Jacksonville 

General  Practice — 

A.  MACKENZIE  M.ANSON,  M.D.,  1965  .— - Jacksonville 

Internal  Medicine — 

CHARLES  K.  DONEGAN,  M.D.,  1968  St.  Petersburg 

Neurosurgery — 

THO^US  E.  SCOTT  JR..  M.D.,  1966  Daytona  Beach 

Obstetrics  and  Gynecology — 

ARTHUR  J.  W.ALLACE,  M.D.,  1965 -.Tampa 

Ophthalmology  and  Otolaryngology — 

JOHN  H.  WEBB  JR.,  M.D.,  1965 Orlando 

Orthopedics — - 

EDW’ARD  W.  CULLIPHER,  M.D.,  1967  Miami 

Pathology — 

SANFORD  A.  MULLEN,  M.D.,  1968._  Jacksonville 

Pediatrics — 
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FOUNDED  1911 

Richmond,  Virginia 

A private  psychiatric  hospital  employing  modern  diagnostic  and  treatment  pro- 
cedures— electro  shock,  insulin,  psychotherapy,  occupational  and  recreational 
therapy — for  nervous  and  mental  disorders  and  problems  of  addiction. 
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“the  same  old  story,  doctor— indigestion” 


The  patient’s  complaint  is  indigestion .. .especially  of  intolerance  to  fried 
foods. . .aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress... as  manifested  by  flatulence,  "nervous”  indigestion  and 
constipation.  Prescribe 


DECHOLIN-BB' 

(Hydrocholeretic  • Antispasmodic  • Sedative,  AMES) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (Vi  gr) 

(Warning;  May  be  habit  forming)  gase  nervous  tenslon 

DEHYDROCHOLIC  ACID 250  mg  (3%  gr) 

to  produce  large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  the  in- 
testinal mucosa 

BELLADONNA  EXTRACT 10  mg  (i/g  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  adult  dose.-  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  period- 
ically for  increased  intraocular  pressure  and  bar- 
biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehy- 
drocholic  acid  may  cause  transitory  diarrhea; 
belladonna  — blurred  vision,  dry  mouth.  Contra- 
indications: Biliary  tract  obstruction, 
acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia.  Available  through 
your  regular  supplier:  Decholin-BB, 
bottles  of  100  tablets.  726s« 


Ames  Company,  Inc.,  Elkhart,  Indiana.  ai\/ies 


When  nsYcliic  tension  mounts 


Library 

tiev:  Yorl:  AcadsT,y  of  •,  . 

. j 2 East  I03rd  St 
userulmalh  tlevj  yort  29  n y 

-psychic  tensrrcjm 
-psychic  tension  in  the  common  psycTibneu roses 
-psychic  tension  intensified  by  concomitant 
somatic  disorders 


How  to  prescribe  Valium  (diazepam) 

Indications:  Valium  (diazepam)  is  of  use  in  dealing  with  anxiety  reac- 
tions stemming  from  stressful  circumstances  or  whenever  somatic  com- 
plaints are  concomitants  of  emotional  factors.  It  is  useful  in  psycho- 
neurotic states  manifested  by  anxiety,  tension,  fear  and  fatigue. 

Valium  (diazepam)  may  also  be  useful  in  acute  agitation  due  to  alcohol 
withdrawal. 

Valium  (diazepam)  may  be  of  use  to  alleviate  muscle  spasm  associated 
with  cerebral  palsy  and  athetosis. 


Dosage  and  administration 

Mild  to  moderate  psychoneurotic  reactions:  Mani- 
fested by  anxiety-tension  alone  or  with  depressive 
symptomatology,  agitation,  restlessness,  psycho- 
physiological  disturbances 

Severe  psychoneurotic  reactions:  Where  severe 
anxiety,  fear.'jagitation,  aggression  or  hostility  ex- 
ist alone  or  wiV>  depressive  symptoms 

Alcoholism:  As  an  aid  in  symptomatic  relief  of 
acute  agitation,  tremor,  impending  or  acute  de- 
lirium tremens  and  hallucinosis 


Usual  daily  dose 
2 mg  to  5 mg, 

2 or  3 times 
daily 


5 mg  to  10  mg, 

3 or  4 times 
daily 

10  mg,  3 or  4 
times  during  the 
first  24  hours; 
reducing  to  5 mg, 
3 or  4 times 
daily  as  needed 


Muscle  spasm  associated  with  cerebral  palsy  or  2 mg  to  10  mg, 
athetosis  3 or  4 times  daily 

Contraindications:  Valium  (diazepam)  is  contraindicated  in  infants,  pa- 
tients with  a history  of  convulsive  disorders  or  patients  with  a history  of 
glaucoma. 

Warning:  Valium  (diazepam)  is  not  of  value  in  the  treatment  of  psy- 
chotic patients,  and  for  this  reason  should  not  be  employed  in  lieu  of 
appropriate  treatment. 


Precautions:  In  elderly  or  debilitated  patients,  it  is  important  to  limit  the 
dosage  to  the  smallest  effective  amount  to  preclude  the  development  of 
ataxia  or  oversedation  (not  more  than  1 mg,  1 or  2 times  daily  initially, 
to  be  increased  gradually  as  needed  and  tolerated).  As  is  true  of  all 
CNS-acting  drugs,  until  the  correct  maintenance  dosage  is  established, 
patients  receiving  Valium  (diazepam)  should  be  advised  against  pos- 
sibly hazardous  procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  an  automobile  during  the  period  of  Valium 


(diazepam)  therapy  is  not  recommended.  In  general,  the  concurrent 
administration  of  Valium  (diazepam)  and  other  psychotropic  agents  is 
not  recommended.  If  such  combination  therapy  is  used,  careful  consid- 
eration should  be  given  to  the  pharmacology  of  the  agents  to  be  em- 
ployed with  Valium  (diazepam)  — particularly  with  known  compounds 
which  may  potentiate  the  action  of  Valium  (diazepam),  such  as  pheno- 
thiazines,  barbiturates,  MAO  inhibitors  and  other  antidepressants. 

Since  Valium  (diazepam)  has  a central  nervous  system  depressant  ef- 
fect. patients  should  be  advised  against  the  simultaneous  ingestion  of 
alcohol  and  other  central  nervous  system  depressant  drugs  during 
Valium  (diazepam)  therapy.  Safe  use  of  Valium  (diazepam)  during 
pregnancy  has  not  been  established.  The  usual  precautions  are  indi- 
cated when  Valium  (diazepam)  is  used  in  the  treatment  of  anxiety  states 
where  there  is  any  evidence  of  impending  depression;  particularly  the 
recognition  that  suicidal  tendencies  may  be  present  and  protective 
measures  may  be  necessary.  The  usual  precautions  in  treating  patients 
with  impaired  renal  or  hepatic  function  should  be  observed. 

Side  effects:  In  clinical  use,  fatigue,  drowsiness  and  ataxia  have  been 
reported;  in  most  instances  these  are  dose-related  and  may  be  avoided 
by  proper  dosage  adjustment.  Mild  nausea  and  dizziness  may  occur  on 
occasion.  As  with  any  new  agent,  when  it  is  administered  for  protracted 
periods  of  time,  periodic  blood  counts  and  liver  function  tests  are  advis- 
able. Abrupt  cessation  after  prolonged  overdosage  may.  in  some  patients, 
produce  withdrav/al  symptoms  (e.g.,  convulsions,  tremor,  abdominal 
and  muscle  cramps,  vomiting,  sweating)  similar  to  those  seen  with  bar- 
biturates, meprobamate  and  Librium®  (chlordiazepoxide  HCI).  Changes 
in  EEC  patterns  have  been  observed  in  patients  during  and  after  Valium 
(diazepam)  treatment. 

Paradoxical  reactions,  such  as  excitement,  depression,  stimulation, 
sleep  disturbances,  acute  hyperexcited  states  and  hallucinations  have 
been  reported.  Other  side  effects  noted  have  been  blurred  vision,  di- 
plopia, headache,  incontinence,  slurred  speech,  tremor  and  skin  rash. 
Valium  (diazepam)  is  available  as  5-mg  and  2-mg  tablets.  For  conven- 
ience and  economy  in  prescribing,  both  strengths  are  supplied  in  bottles 
of  50. 

Roche  Laboratories  endorses  the  principle  of  caution  in  the  administra- 
tion of  any  therapeutic  agent  to  pregnant  patients. 
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